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EDITORIAL 

NO  QUITTIN’  SENSE 

A doctor-friend  of  mine  wrote  to  me  sev- 
eral times  about  a cultist  who  practiced  in 
his  town.  The  letters  were  written  with  red 
ink,  and  the  doctor’s  language  was  as  color- 
ful as  the  ink.  Each  letter  contained  a quo- 
tation which  was  always  exactly  the  same. 
This  saw  appeared  best  suited,  in  the  doc- 
tor’s estimation,  to  describe  one  of  the  most 
irritating  characteristics  of  this  despicable 
cultist.  The  origin  of  this  much  used  quo- 
tation dated  back  to  the  doctor’s  boyhood 
days  in  the  hill  country  of  Kentucky.  This 
saying  was  used  to  characterize  various  ac- 
tivities of  a person.  Usually  its  implication 
was  bad.  The  expression  was,  “He  ain’t 
got  no  quittin’  sense.’’  The  doc- 

tor’s implication  was,  of  course,  that  the  cult- 
ist had  no  appreciation  of  his  own  ignorance, 
or  of  the  limitations  his  lack  of  knowledge 
should  put  upon  his  professional  activities. 

The  more  one  ponders  this  unique  expres- 
sion, the  more  he  finds  it  to  be  applicable, 
in  one  way  or  another,  to  himself  and  to  his 
colleagues.  It  may  well  characterize  one’s 
habits  of  work,  of  play,  of  eating,  of  smok- 
ing, of  imbibing,  and  of  many  other  activi- 
ties. While  the  applications  just  enumerated 
are  concerned  largely  with  possible  ill  effects 
on  one’s  self,  when  he  uses  “no  quittin’ 
sense,’’  this  involvement  of  self  is  not  always 
the  only  result.  Not  knowing  when  to  quit 
may  be  of  deep  concern  to  others.  A doctor 
who  has  not  developed  a “quittin’  sense” 
may  not  recognize  his  own  professional  limi- 
tations, and  may  thus  become  a menace  to 
the  life  and  health  of  his  patient  as  well  as 
to  the  reputation  of  his  profession. 

There  was  a time  when  a physician  often 
was  called  upon  to  undertake  medical  and 


surgical  tasks  for  which  he  was  poorly 
trained  and  equipped.  Such  necessity  rarely 
arises  today.  Whenever,  in  these  days,  the 
doctor  is  confronted  by  a problem  that  lies 
beyond  his  area  of  skills,  he  readily  can  ob- 
tain the  help  of  a colleague  who  has  the 
training  and  ability  to  solve  that  problem. 
The  wise  doctor  is  the  one  who  foresees 
such  situations.  If  he  “ain’t  got  no  quittin’ 
sense”  he  may  place  his  patient  in  unneces- 
sary jeopardy,  to  say  nothing  of  the  em- 
barassment  he  may  bring  to  his  professional 
friends.  False  pride,  bull-headedness,  the 
desire  for  more  revenue,  or  just  plain  ignor- 
ance sometimes  leads  a doctor  into  the  trap 
of  undertaking  a task  he  knows  he  should 
not  try.  This  may  be  as  simple  as  catheter- 
izing  a patient,  or  administering  digitalis,  or 
as  complex  as  embarking  on  a simple  appen- 
dectomy when,  due  to  an  inadequate  diag- 
nosis, a resection  of  the  right  colon  is  found 
to  be  necessary.  The  conscientious  use  of 
“quittin’  sense”  will  almost  always  keep  one 
from  falling  into  such  a trap. 

Most  of  us  have  witnessed  situations  in 
which  some  doctor  lacked  the  sense  to  know 
his  limitations  of  knowledge  or  skill.  As  a 
result  of  this  lack,  he  has  led  his  patient  into 
distressing,  dangerous,  or  even  fatal  circum- 
stances. Each  of  us  should  sharpen  his 
“quittin’  sense”  and  keep  it  trim  by  exercis- 
ing it  from  day  to  day. 

HAVE  FAITH  IN  DEMOCRACY 

(Guest  Editorial) 

Let  us  not  lose  faith  in  people  and  the  dem- 
ocratic way  of  life.  Our  country  has  been 
great  because  of  the  vision  and  the  foresight 
of  the  common  citizen,  and  of  his  will  to 
make  democracy  work.  Problems  have  come 
up  many  times,  but  by  due  discussion  of  the 
pros  and  cons  of  the  issues,  and  by  the  bal- 
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lot,  a decision  has  been  made,  and  the  coun- 
try has  continued  to  progress.  This  has  been 
possible  because  the  public  is  intelligent,  and 
because  the  public  has  been  well  informed  as 
to  the  issues. 

I still  have  faith  that  an  informed  Ameri- 
can public  can  make  a rational  decision  that 
is  best  for  the  country. 

When  a great  national  issue  comes  up  be- 
fore the  people,  there  are  always  two  sides 
to  the  question.  If  there  were  not  two  rea- 
sonably logical  viewpoints,  the  question 
would  not  reach  a national  level. 

So  it  is  with  socialized  medicine.  We  can- 
not be  blind  to  the  reasons  behind  a drive  for 
socialized  medicine.  Basically,  the  cause  is 
economic. 

Medical  care  is  a necessity  in  the  light  of 
our  scientific  knowledge  today.  A necessity 
must  be  available  to  all.  In  contradistinc- 
tion, a luxury  need  not  be  made  available  to 
all.  If  the  price  of  a luxury  becomes  too 
great,  it  will  price  itself  right  out  of  the  mar- 
ket. If  the  cost  of  a necessity  becomes  too 
high,  general  agitation  will  come  about  to 
bring  a reduction  in  this  price  to  the  indi- 
vidual, or  agitation  will  be  made  to  gain  help 
in  meeting  the  cost  of  such  a necessity. 
When  it  is  considered  that  a period  of  hos- 
pitalization for  an  illness  can  amount  to  ten 
or  twenty  per  cent  of  a family’s  yearly  in- 
come, and  when  it  is  realized  that  such  an 
emergency  cannot  be  logically  anticipated 
and  budgeted  by  the  ordinary  family,  it  be- 
comes evident  in  the  minds  of  many  Ameri- 
cans that  a problem  exists  regarding  ade- 
quate medical  care.  We  of  the  medical  pro- 
fession must  also  realize  that  the  problem 
exists,  and  that  it  is  real. 

I have  faith  that  the  average  citizen  does 
not  want  to  institute  socialized  medicine  to 
answer  this  problem.  However,  many  people 
will  be  willing  to  accept  socialization  and  loss 
of  freedom  in  order  to  attain  security.  This 
is  a second  fact  we  of  the  medical  profession 
must  realize. 

Our  course  is  clear.  We  cannot  delegate 
to  the  A.M.A.  or  even  to  the  state  societies 
the  responsibility  of  settling  this  problem. 
This  is  a problem  that  must  be  settled  by  the 
individual  physician  in  his  contact  with  his 
patients.  The  chief  criticism  aimed  at  medi- 
cine has  been  its  economic  factor,  not  its 
scientific  capabilities.  Criticism  of  the  way 
in  which  a physician  practices  his  medicine  is 


actually  quite  rare ; however,  enough  cases  of 
unethical  practices  are  present  to  warrant  us 
in  cleaning  our  own  garments. 

Our  course  to  prevent  socialization  of  medi- 
cine can  be  boiled  down  to  a few  major 
points : 

a.  Encourage  voluntary  insurance  to  cov- 
er hospital  and  medical  expenses. 

b.  As  individual  physicians,  discuss  with 
our  patients  and  with  any  lay  group  to 
which  we  are  invited,  the  dangers  of  Social- 
ism. And  with  these  same  people,  find  out 
their  complaints  as  to  medicine.  Many  of 
these  complaints  arise  from  misunderstand- 
ing or  ignorance,  and  easily  can  be  corrected. 

c.  A concerted  effort  must  be  made  by 
organized  medical  groups,  (county,  state  and 
national)  to  meet  with  veterans’  and  labor 
groups  agitating  for  socialized  medicine. 
The  complaints  of  the  Disabled  American 
Veterans  are  different  than  those  of  the 
American  Legion  — and  these  differ  from 
those  of  labor  groups.  Each  will  have  to 
be  dealt  with  individually  to  help  tnem  work 
out  their  problem.  After  listening  to  their 
complaints,  and  analyzing  the  situation  with 
them,  it  is  found  that  their  complaint  is  not 
against  medicine  as  such,  but  against  govern- 
ment- or  industrial-administered  medicine 
which  they  are  receiving. 

d.  In  no  event  should  a physician’s  fee 
be  incommensurate  with  the  ability  of  the 
patient  to  pay.  We  must  practice  our  ethi- 
cal code. 

C.  R.  HANKINS,  M.D. 


Mass  community  (chest  X-ray)  surveys  have  been 
most  valuable,  and  from  them  we  have  learned 
to  pinpoint  our  targets.  We  started  out  with  the 
idea  that  all  one  had  to  do  was  to  seek  out  the 
cases  through  mass  surveys  and  all  TB  eradica- 
tion would  be  added  unto  us,  but  it  turned  out  to 
be  more  complicated  than  that.  Actually  all  the 
mass  surveys  provide  is  a cross-section  of  the  active 
disease  on  one  day  of  the  year  or  one  day  in  three 
years  — the  average  interval  between  surveys.  A 
good  deal  of  tuberculosis  can  develop  in  the  interval 
and  it  is  important  to  have  facilities  to  find  it. 
The  other  point  is  that  prompt  follow-up  is  es- 
sential. Too  many  people  who  conduct  surveys 
think  the  important  point  is  numbers  rather  than 
a prompt  follow-up  of  those  with  abnormal  films. 
Proper  selection  and  timing  of  such  surveys,  with 
adequate  follow-up  through  coordination  with  re- 
gional clinics,  will  be  the  watchward  of  the  next 
decade.  (G.  J.  Wherrett,  M.D.,  Canadian  J.  of  Pub. 
Health,  May,  1953.) 


2 


Nebraska  S.  M.  J. 


Management  of 
Frostbite  in  the 
Korean  War 


Cold  injury,  or  frostbite,  arouses  seasonal 
interest  to  us  at  home  but  frequently  as- 
sumes major  proportions  in  our  Army.  Frost- 
bite occurring  in  World  War  II  is  still  a vivid 
memory  to  most  of  us  here  today.  There 
were  46,000  cold  injury  casualties  among  the 
American  forces  in  Europe  during  the  winter 
of  1944-45.  Based  on  an  average  of  50  hos- 
pital days  per  patient  it  has  been  estimated 
that  this  is  equivalent  to  twelve  Infantry  di- 
visions in  combat  for  50  days(1).  (These  were 
principally  Infantry  and  Artillery  troops.) 

Following  the  entry  of  the  Chinese  into 
the  Korean  War  in  November,  1950,  there 
was  a high  incidence  of  cold  injury  among 
the  United  Nations  troops  participating  in 
the  extreme  winter  combat.  This  became  one 
of  our  most  important  medical  problems  of 
that  winter. 

The  term  “cold  injury”  includes  all  types 
of  tissue  damage  resulting  from  exposure  to 
low  thermal  environment  with  or  without 
moisture.  Trench  foot,  of  World  War  I,  fol- 
lowed exposure  to  cold  and  moisture  at  or 
above  freezing.  Standing  in  trenches,  or  im- 
mobilization of  the  feet  with  constricting 
footwear,  gave  the  syndrome  its  name.  Im- 
mersion foot  develops  at  about  the  same 
temperature  following  exposure  to  cold  wa- 
ter. The  British  have  made  interesting  ob- 
servations on  this  condition  with  ship- 
wrecked personnel.  Frostbite  may  be  of  the 
high-altitude-type  such  as  that  experienced 
among  aviators,  or  of  the  ground  type,  com- 
mon to  the  Infantryman  as  well  as  the  occa- 
sionally unfortunate  citizen  subjected  to  pro- 
longed hypothermal  environment.  Today  we 
will  discuss  ground-type  frostbite. 

An  estimated  5,000  cold-injury  cases  oc- 
curred in  Korea  the  first  winter.  There  were 
1,010  during  the  winter  of  1951-52,  and  only 
281  in  the  winter  just  passed.  When  it  be- 
came apparent  that  frostbite  would  be  a ma- 
jor problem,  in  November  of  1950,  it  was 
recommended  that  a specialized  center  for 
the  management  of  these  casualties  be  estab- 

♦Presented  at  annual  convention  of  Nebraska  State  Medical 
Association,  Omaha,  May  12,  1953. 
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lished  at  Osaka  Army  Hospital  in  Japan.  A 
diagnosis  of  cold-injury  was  made  in  84.3  per 
cent  of  2,257  cases  admitted  to  the  Center(2>. 
The  remaining  15.7  per  cent  did  not  demon- 
strate signs  and  symptoms  typical  of  frost- 
bite . These  had  .hyperhidrosis  and  possible 
irritation  from  continued  perspiration.  This 
group  responded  well  to  foot  hygiene  and 
routine  hosiptal  care. 

Frostbite  casualties  were  classified  accord- 
ing to  involvement ( 3 h 

First  degree — Hyperemia,  erythema,  tingling  and 
burning — 16.7  per  cent. 

Second  degree — Hyperemia,  with  vesicles  or  blist- 
er— 33.6  per  cent. 

Third  degree — Necrosis  through  skin  and  into  sub- 
cutaneous tissue — 43.6  per  cent. 

Fourth  degree — All  tissue,  including  bone  gan- 
grene and  loss  of  distal  tissue — 6.1  per  cent. 

The  location  of  bullae  is  of  prognostic  sig- 
nificance, usually  indicating  severe  damage 
to  non-vesiculated  tissue  distal  to  it(2h  (Of 
1,880  patients,  86  per  cent  involved  lesions 
of  the  feet  only,  11  per  cent  hands  and  feet, 
2.5  per  cent  hands  only,  and  0.5  per  cent  of 
other  areas  such  as  ears,  face  and  knees). 

As  you  will  recall,  we  were  well  on  our 
way  to  the  Yalu  River  when  the  Chinese 
Communists,  in  overwhelming  numbers, 
joined  the  North  Korean  Communists  late  in 
1950.  This  is  a very  cold,  mountainous  re- 
gion, the  cold  generally  being  intensified 
by  winds  from  Outer  Mongolia.  While  it  is 
true  that  American  troops  have  been  exposed 
to  a similar  environmental  temperature,  they 
have  never  served  in  combat  under  such  ad- 
verse conditions.  (The  incidence  of  frostbite 
prior  to  the  Chinese  entry  had  been  low,  even 
in  harassing  situations.)  It  has  always  been 
Communist  tactics  to  infiltrate  and  cut  off 
U.  N.  units,  particularly  at  night.  This  meant 
that  our  troops  were  pinned  down  and  im- 
mobilized for  long  periods  of  time  in  extra- 
ordinarily severe  weather.  The  horrors  of 
the  Chosen  Reservoir,  with  its  delayed  but 
successful  evacuation,  are  known  to  all.  A 
careful  study  was  made  of  150  Marines  fol- 
lowing the  dramatic  retreat  from  the  Reser- 
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voir(4).  Over  60  per  cent  of  the  victims  were 
frostbitten  while  pinned  down  by  enemy  fire 
after  a long  march..  They  were  forced  into 
cramped  positions  in  foxholes  where  they  re- 
mained inactive  with  their  feet  lying  in  snow 
and  their  sox  wet  from  perspiration.  Proper 


Body  clothing  during  this  period  was  con- 
sidered adequate.  Footgear  consisted  of 
leather  combat  boots,  or  the  rubber  shoepac. 
The  latter  would  allow  perspiration  to  ac- 
cumulate. The  most  severely  frostbitten  re- 
ported their  feet  were  wet  from  external  wa- 
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foot  care,  including  changing  of  sox  would 
have  prevented  or  lessened  the  severity  of 
the  frostbite,  but  such  measures  were  not 
feasible.  An  interesting  point  is  brought  out 
in  a study  of  the  25  per  cent  wounded  in  this 
group  of  150  Marines.  In  every  patient  re- 
ceiving a wound  of  the  extremity  the  part 
was  also  frostbitten.  (The  movement  of  the 
main  body  of  the  Eighth  Army  southward 
accounted  for  more  frostbite.  Troops  sat  im- 


ter.  However,  40  per  cent  of  937  cases(2)  of 
all  degrees  of  frostbite  reported  water  had 
not  entered  the  shoepac.  Wearing  one  pair 
of  heavy  woolen  sox  and  an  outer  pair  of  ski- 
sox  inside  the  shoepac  in  North  Korea,  the 
author  experienced  wet  sox  at  nightfall  with- 
out entry  of  outside  moisture. 

Subjectively,  these  cases  did  not  suspect 
the  onset  of  frostbite.  They  experienced  no 
pain  at  first.  The  soldier  was  aware  of  pro- 
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mobile  in  trucks  for  long  periods.  During  this 
retrograde  movement  the  temperature  was 
below  freezing  most  of  the  time.) 

In  a study  of  1,051  Eighth  Army  troops 
frostbitten  in  Korea(2),  66.6  per  cent  were 
immobilized  while  pinned  down  by  enemy 
fire,  or  while  sleeping  or  riding  in  a vehicle, 
essentially  the  same  incidence  as  experienced 
by  the  Marines  located  in  the  Northeastern 
Korea. 


nounced  coldness  and,  as  many  expressed  it, 
their  “feet  had  gone  to  sleep”. 

It  is  interesting  to  analyze  the  methods  of 
rewanning  practiced  by  the  individual  soldier 
in  Korea.  In  655  patients  with  frostbite  60.3 
per  cent  accomplished  rewarming  by  walking 
or  other  physical  activity,  21.4  per  cent  by 
holding  the  affected  part  near  a fire,  12.7 
per  cent  by  massage,  and  0.9  per  cent  by  rub- 
bing with  snow(2b  Marked  burning,  aching. 
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and  paresthesias  followed  rewarming.  In  a 
matter  of  one  to  three  hours  there  was  swell- 
ing followed  by  blisters,  and,  in  the  Class  IV, 
black,  dry  skin  appeared  in  seven  to  fourteen 
days. 

Figure  I shows  the  frequency  of  freezing- 
in  various  areas  of  the  feet  in  the  Osaka 
series (2).  The  great  toe  far  outnumbered  the 
other  regions,  but  it  is  interesting  to  note 
how  frequently  the  heel  was  frostbitten. 

Figure  2 portrays  the  involvement  of  the 
hands  in  the  same  series'2 h 

It  appears  to  be  well  established  that  freez- 
ing of  the  tissue  is  very  destructive  to  its 
vascular  system.  In  Figure  3 we  see  a very 
severe  4th  degree  involvement  of  the  feet 


temperature  of  86°  to  89°  F.  decreases  tis- 
sue damage.  Thawing  at  100°  F.  is  not  as  ef- 
fective in  reducing  tissue  damage  as  at  32°. 
Conversely  rewarming  at  a temperature 
above  122°  F.  seems  to  be  harmful  rather 
than  beneficial.  Once  thawed,  the  feet  should 
be  kept  at  a reduced  environmenal  tempera- 
ture, as  indicated  below.  (Later  on  when 
combat  became  more  stabilized,  warming 
tents,  to  provide  generalized  warming  of  the 
body,  were  established.) 

When  frostbite  casualties  made  their  ap- 
pearance among  the  U.N.  troops,  every  ef- 
fort was  made  to  provide  appropriate  thera- 
peutic management  as  far  forward  as  pos- 
sible. The  following  regimen  was  recommend- 
ed for  early  treatment  in  forward  areas : 


Figure  3 


in  a patient  from  the  Chosen  Reserovir  area. 
This  was  one  of  the  severest  cases  encount- 
ered during  the  winter  of  1950-51.  In  Fig- 
ure 4,  in  the  radiograph  at  the  left  one  can 
see  the  line  of  demarcation  and  the  soft  tis- 
sue involvement.  The  center  and  right  radio- 
graphs were  made  following  intra-arterial 
diodrast.  The  line  of  demarcation  at  the  be- 
ginning of  the  frostbite  area  is  as  sharp  as 
if  the  arteries  had  been  ligated  at  this  point. 
Microscopically,  in  this  case,  there  was  ex- 
treme thickening  and  edema  of  the  arterial 
walls.  Old  and  recent  thrombi  were  present. 

TREATMENT 

While  re  warming  was  for  the  most  part  an 
individual  procedure,  undoubtedly  less  tissue 
damage  would  have  occurred  had  thawing 
been  more  rapid.  Shumacker  and  Lempke(5) 
have  shown  by  controlled  observation  that 
slow  thawing  with  ice  water,  cold  packs,  or 
cold  air  increases  the  extent  of  necrosis  fol- 
lowing frostbite,  while  rapid  thawing  at  a 


Figure  4 


1.  All  frostbitten  feet,  particularly  of  second, 
third  and  fourth  degree  frostbite,  were  to  be  made 
litter  patients  to  avoid  trauma. 

2.  No  tobacco  allowed. 

3.  Feet  to  be  left  uncovered  except  during  actual 
evacuation. 

4.  Daily  application  to  the  feet  of  Zepherin 
(1:1000  solution). 

It  was  learned  early  that  cases  of  a more 
severe  nature,  i.e.,  second,  third,  and  fourth 
degree,  who  had  blisters  or  bullae  did  better 
if  they  were  not  aspirated  early.  The  dead 
layer  provided  protection  to  the  underlying 
tissue.  We  also  found  that  cases  treated  with 
pressure  dressings  or  vaseline  gauze  resulted 
in  much  more  traumatized  and  macerated 
tissue  than  cases  treated  with  a dry  dressing 
loosely  applied. 

DEFINITIVE  HOSPITAL  CARE 

1.  Bed  rest  was  continued  until  tissue  healing 
was  sufficient  to  allow  the  patient  out  of  bed. 

2.  Smoking  was  pi'ohibited.  Even  the  hospital 
staff  were  not  allowed  to  appear  on  the  ward  while 
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* through  the  distal  one' third  of 


smoking.  Occasionally  one  might  see  a candy  bar 
being  lowered  on  a string  from  a window  above. 
In  a few  moments  the  string  would  go  up  again 
with  one  or  two  cigarettes  secured  thereto.  For  the 
most  part,  however,  patients  were  quite  cooperative 
when  the  necessity  for  this  restriction  was  ex- 
plained. 

3.  Maintaining  room  temperature  at  78°  F.  or 
below. 

4.  Debridement  was  practiced  only  where  there 
was  suppuration  and  then  merely  to  swab  away 
necrotic  material.  Otherwise  the  blisters  and 
vesicles  were  left  intact  until  a dry,  shriveled  eschar 
formed.  These  were  then  easily  removed  without 
traumatizing  underlying  tissues. 

5.  One-tenth  per  cent  (0.1%)  procaine  by  vein 
gave  pronounced  subjective  relief  from  pain.  This 
was  repeated  in  glucose  or  saline  every  eight  hours 
until  there  was  subjective  improvement. 

6.  Penicillin  routinely  until  there  was  adequate 
tissue  healing. 

7.  Nutritious  diet  and  other  supportive  measures. 

In  the  Far  East  all  frostbite  cases  were 
managed  on  the  medical  service,  rather  than 
by  the  surgeon  or  orthopedist,  during  this 
stage  of  definitive  hospital  care.  Early  am- 
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putation  was  rarely  indicated  unless  there 
was  pronounced  trauma  or  maceration.  The 
lesion  of  almost  all  of  the  fourth  degree 
frostbitten  extremities  underwent  a surpris- 
ing amount  of  regression  when  treated  con- 
servatively. Many  times,  the  entire  foot 
would  be  dark  purplish  in  color,  causing  much 
concern  to  the  patient  and  to  the  staff.  Con- 
servative therapy  was  continued  until  a def- 
inite line  of  demarcation  with  its  early  sup- 
puration appeared.  Figure  5,  from  Orr’s 
study,  shows  the  extensive  involvement  in 
the  distal  third  of  the  foot.  Conservative 
management  was  maintained  and  this  pa- 
tient lost  only  his  great  toe,  as  seen  in  Figure 
6. 

The  reports  in  the  literature  regarding  an- 
ticoagulants, particularly  heparin,,  are  equi- 
vocal. Our  clinical  impression  is  that  the 
early  use  of  heparin  gave  benefit.  In  the 
latter  part  of  the  winter  of  1950-51  an  intra- 
venous solution  for  forward  use  was  provid- 
ed, and  continued  throughout  the  chain  evac- 


Figure  8 


Nebraska  S.  M.  J. 


Figure  9 Figure  10 


nation.  This  consisted  of  a 250  cc.  flask  con- 
taining 5 per  cent  glucose  to  which  were 
added  12  cc.  of  alcohol  and  250  mg.  of  pro- 
caine. One  hundred  (100)  mg.  of  heparin 
was  packaged  with  the  unit  to  be  added  by 
the  local  medical  officer  if  not  contraindicat- 
ed by  other  wounds.  Using  one  unit  every 
six  hours,  with  a 23  gauge  needle,  the  clot 
ting  time  was  lengthened.  At  the  end  of 
five  hours  the  clotting  time  remained  at 
about  ten  minutes. 

In  Figure  7 we  see  a fourth  degree  frost- 
bite of  both  feet  in  one  of  the  controls.  The 
picture  on  the  left  was  taken  three  days 
after  injury.  The  one  on  the  right  (Figure  8) 
is  of  the  same  control  taken  one  month  later. 
It  is  noted  that  there  is  considerable  wet 
necrosis  at  the  base  of  all  toes.  In  Figure  9, 
on  the  left,  we  see  a fourth  degree  frostbite 
one  day  following  the  cold  injury.  The  sec- 
ond photograph,  Figure  10,  was  taken  50 
days  after  the  injury  and  shows  that  there 
was  very  little  tissue  loss.  We  feel  this  was 


one  of  our  earliest  cases  treated  with  hep- 
arin, and  that  this  anticoagulant  definitely 
saved  tissue.  Figure  11  shows  another  fourth 
degree  frostbite  five  days  after  injury.  The 
other  photograph,  Figure  12,  was  taken  40 
days  following  injury.  Heparin  was  used  in 
this  case,  and  the  patient  lost  only  his  distal 
phalanx.  There  was  viable  tissue  present  un- 
der the  eschar.  We  pointed  out  the  wet  gan- 
grene present  in  the  photograph  of  one  of 
the  controls.  None  of  the  heparin-treated 
cases  developed  wet  necrosis.  Other  agents 
and  newer  drugs  appearing  since  World  War 
II  were  used  without  clinical  benefit;  these 
include  priscoline,  tetraethyl  ammonium 
chloride,  and  other  vasodilator  agents.  In 
our  hands,  ACTH  and  cortisone  were  ineffec- 
tive. 

Many  of  the  severe  cases  required  skin 
grafting.  These  areas  could  not  be  grafted 
for  periods  up  to  120  days  because  of  the 
poorly  vascularized  bed,  and  the  vasospastic 
state  of  the  vessels.  When  this  area  was 


January,  1954 


Figure  11 


Figure  12 


7 


grafted,  there  was  invariably  sloughing. 
With  the  use  of  Bistrium,  50  mg.  every  four 
to  six  hours,  the  results  were  excellent,  with 
rapid  healing  and  no  sloughing  of  the  grafts. 

Lumbar  blocks  were  used  in  selected  cases 
at  the  Frostbite  Center;  we  felt  the  results 
were  not  too  promising. 

Schumacker(7)  has  the  clinical  impression 
that  sympathetic  interruption  in  well  estab- 
lished necrosis  following  injury  results  in  a 
more  rapid  subsidence  of  edema,  a more  rap- 
id demarcation  of  the  dead  from  viable  parts, 


SUMMARY 

Studies  to  date  indicate  that  once  the  part 
has  frozen,  maximal  tissue  repair  can  be 
brought  about  by : 

1.  Rapid  thawing  at  a temperature  of  86°- 
89°  F. 

2.  The  early  use  of  heparin. 

3.  Avoidance  of  tobacco. 

4.  Institution  of  therapeutic  procedures 
just  presented. 

5.  Allowing  maximum  time  for  tissue  re- 
generation before  amputation. 


TABLE  I 

THE  DISPOSITION  OF  PATIENTS  BY  DEGREE  OF  INJURY 


Degree  of  Injury 


Disposition 

First 

Second 

Thii 

■d 

Fourth  I.  C.  C.* 

Deg 

ree 

Degree 

Degr 

ee 

Degree 

No. 

% 

No.  % 

No. 

% 

No.  % No.  % 

General  duty 

Temporary  or  permanent 

201 

81 

225  41 

47 

6 

0 0 309  8G 

duty 

42 

17 

232  43 

223 

30 

1 ) 46  13 

Zone  of  interior 

5 

2 

88  16 

473 

64 

104  99  2 1 

*111  Classified  Condition 

of  the  Feet 

Manifested  by 

Hyperhidrosis, 

Erythema  and  Maceration. 

a shortened  period  of  hospitalization,  and  a 
decrease  in  the  patient’s  pain. 

Table  I reveals  the  significant  salvage  rate 
brought  about  in  the  Far  East  under  the 
therapeutic  regimen  outlined. 

The  most  outstanding  sequela  to  the  pa- 
tient who  has  satisfactorily  convalesced  is 
the  so-called  post-frostbite  syndrome,  i.e., 
hyperhidrosis,  some  dependent  rubor,  and 
feet  which  continue  to  be  very  sensitive  to 
temperature  fluctuations. 
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NON-BATTLE  INJURIES 

The  peak  of  nonbattle  injuries  occurred  during 
the  first  winter  in  Korea  shortly  after  the  Chinese 
Communists  smashed  their  way  through  the  United 
Nations’  lines. 

Cold  injury  — frostbite  and  trench  foot  • — con- 
tributed heavily  to  the  nonbattle  casualty  rates  of 
admission  during  these  months  and  was  considered 
one  of  the  major  medical  problems  in  Korea. 

The  first  cold  injury  cases  were  reported  in  No- 
vember, 1950,  when  the  Eighth  Army  had  forced 
the  enemy  far  into  North  Korea  near  the  Manchuri- 
an border  where  cold  weather  had  already  set  in. 
The  troops,  however,  were  equipped  with  cold 
weather  clothing  and  because  enemy  resistance  was 
light,  the  incidence  of  cold  injury  was  relatively  low. 

When  the  Chinese  Communists  entered  the  war 
and  forced  the  withdrawal  from  North  Korea,  how- 
ever, cold  injury  rates  soared.  Troops  fought  and 
lived  in  temperatures  as  low  as  25  degrees  below 
zero  Fahrenheit.  Units  were  cut  off  and  pinned  down 
by  enemy  action.  Troops  suffered  from  exposure, 
loss  of  clothing  and  equipment  and  lack  of  supply 
and  warm  meals. 

Cold  injury  incidence  reached  its  peak  during 
December,  1950,  when  155.4  cases  per  thousand  av- 
erage strength  per  year  were  admitted  to  medical 


facilities.  Most  of  these  cases  were  admitted  for 
frostbite,  but  trenchfoot  incidence  was  also  high. 

The  highest  monthly  rate  for  nonbattle  casualty 
admissions  during  the  entire  Korean  campaign  oc- 
curred during  January,  1951  when  352  cases  per 
thousand  average  strength  per  year  were  admitted. 
Of  this  number,  almost  half  were  for  cold  injury 
sustained  during  heavy  defensive  action  in  the  Won- 
ju-Suwan  area.  The  remainder  can  be  attributed  to 
accidents  involving  vehicles  and  weapons. 

To  offset  the  high  incidence  of  cold  injury,  the 
Army  inaugurated  a preventive  program  in  Korea 
and  cold  weather  indoctrination  in  the  United  States 
in  the  fall  of  1950.  Had  this  not  been  done,  the 
rate  would  most  certainly  have  reached  more  seri- 
ous proportions.  Indoctrination  on  the  use  of  cold 
weather  equipment  was  instituted  as  far  down  in 
echelon  as  company  and  platoon  level. 

Since  the  first  winter  in  Korea,  1950-51,  the  inci- 
dence of  cold  injury  cases  has  steadily  declined.  The 
peak  weekly  rate  during  the  1951-52  season  was  51 
cases  per  thousand  average  strength  per  year  as 
against  the  peak  of  293  cases  per  thousand  average 
strength  per  year  expei’ienced  during  the  first  week 
of  December  1950.  The  most  recent  season,  1952-53 
appears  to  represent  a further  improvement  with  the 
peak  rate  at  13.17  cases  per  thousand  average 
strength  per  year. 

— Department  of  the  Army,  Office  of  the  Surgeon  General, 
Technical  Liaison  Office,  Washington  25,  D.C. 
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The  author  presents  a succinct  account  of  those 
items  that  compose  the  rational,  safe  conduct  of  nor- 
mal labor.  He  stresses  the  necessity  for  determination 
of  the  condition  of  the  mother,  from  both  the  ob- 
stetric and  general  viewpoints,  and  emphasizes  con- 
tinuous observations  of  the  condition  of  the  fetus, 
especially  during  the  second  stage.  An  item  from  his 
summary  expresses  the  gist  of  his  discussion:  "Finally, 
the  physician  must  not  do  or  use  any  procedure  or 
drug  which  would  place  the  life  of  the  patient  or  her 
child  in  undue  danger". 

EDITOR 

ADMISSION  PROCEDURES 

Since  each  hospital  prescribes  its  own 
techniques,  no  attempt  will  be  made  to  de- 
tail methods.  In  this  connection  it  should 
be  remembered  that  many  things  may  be 
accomplished  equally  well  in  a number  of 
ways.  The  objectives  are  the  same  every- 
where ; namely,  asepsis  and  antisepsis,  to- 
gether with  a careful  check  of  the  patient 
for  any  abnormalities.  Upon  admission  of 
the  patient  the  following  information  should 
be  obtained  and  recorded:  time  of  onset, 
frequency,  intensity,  and  duration  of  her 
pains;  the  amount  of  show,  if  any;  and 
whether  or  not  the  bag  of  waters  apparent- 
ly has  ruptured.  The  temperature,  pulse, 
respiration,  and,  most  important,  the  blood 
pressure  are  taken  and  recorded.  Unless 
the  patient  is  obviously  progressing  very 
rapidly,  the  collection  of  a urine  specimen, 
the  administration  of  an  enema,  and  the 
shaving  and  cleansing  of  the  pubic  and 
perineal  area  are  accomplished.  The  proce- 
dure of  vaginal  instillation  of  an  antiseptic 
solution  is  very  debatable.  Neither  those 
who  favor,  nor  those  who  are  against  such 
a procedure  have  ever  presented  conclusive 
evidence  that  this  practice  should  be  made 
universal,  or  that  it  should  be  discarded 
completely. 

As  soon  as  possible  after  the  above  ad- 
mission procedures  have  been  completed,  a 
complete  examination  of  the  patient  is  car- 
ried out.  This  examination  is  primarily  di- 
rected toward  the  determination  of  the  fol- 
lowing: 

1.  Is  the  patient  in  labor? 

2.  What  is  the  presentation  and  position  of  the 
fetus  ? 

^Presented  at  the  Annual  Session  of  the  Omaha  Mid-West 
Clinical  Society,  October,  1952. 
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3.  Is  there  any  general  abnormality  of  the  pa- 
tient which  would  contraindicate  the  use  of  general 
anesthesia  ? 

4.  Is  there  any  abnormality  of  the  pregnancy 
which  will  require  special  care  or  procedure? 

It  may  seem  foolish  to  discuss  the  diag- 
nosis of  labor,  a condition  generally  recog- 
nizable by  everyone.  On  the  other  hand, 
false  labor  is  often  indistinguishable  from 
true  labor,  and  it  may  cause  severe  pain. 
What  then  constitutes  labor?  The  only  cer- 
tain criterion  is  progressive  cervical  efface- 
ment  and  dilation. 

The  clinical  diagnosis  of  ruptured  mem- 
branes may  sometimes  be  surprisingly  un- 
certain. Perhaps  the  most  widely  employed 
procedure  is  to  test  the  acidity  or  alkalinity 
of  the  vaginal  fluid.  The  amniotic  fluid  is 
usually  mildly  alkaline.  The  nitrazine  paper- 
test  is  certainly  the  simplest  procedure  and, 
if  allowances  are  made  for  possible  sources 
of  error,  such  as  an  excessive  quantity  of 
vaginal  discharge,  or  a large  amount  of 
bloody  show,  this  test  is  as  accurate  as  any 
of  the  others. 

MANAGEMENT  OF  THE  FIRST  STAGE 
OF  LABOR 

During  the  first  stage  of  labor  the  pa- 
tient usually  prefers  to  move  about,  and  fre- 
quently she  is  more  uncomfortable  when 
lying  down  or  in  a sitting  position.  Activity 
is  permissible  providing  the  membranes  are 
intact  and  analgesia  is  not  being  admin- 
istered. During  this  time  she  should  be 
cautioned  against  any  voluntary  efforts  to 
hasten  labor  by  bringing  her  abdominal 
muscles  into  play,  because  they  have  no  ef- 
fect on  the  dilatation  of  the  cervix,  and  the 
effort  will  only  serve  to  exhaust  h e r 
strength.  The  perineal  pad  should  not  be 
worn  during  this  stage  of  labor  because  the 
vaginal  discharge  may  come  in  contact  with 
the  anus,  and  infectious  material  could 
easily  be  smeared  about  the  external  geni- 
talia. Careful  avoidance  of  undue  distention 
of  the  bladder  is  an  important  part  of  the 
management  of  labor.  The  patient  should  be 
asked  to  void  her  urine  every  three  or  four 
hours ; if  she  is  unable  to  do  so,  and  the  blad- 
der is  distended,  catheterization  should  be 
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carried  out.  Since  the  median  duration  of 
labor  is  ten  hours  or  less,  and  since  the  in- 
gestion of  food  may  create  difficulties  with 
anesthesia  at  delivery,  it  is  best  to  withhold 
solid  food  from  women  in  labor.  The  patient 
may  take  fluid  nourishment  early  in  labor 
when  delivery  is  not  imminent.  If  vomiting 
or  dehydration  occur,  or  if  labor  is  longer 
than  twelve  hours,  the  intravenous  adminis- 
tration of  fluids  is  necessary. 

It  is  desirable  that  the  temperature,  pulse, 
respiration,  and  blood  pressure  readings  be 
recorded  every  two  hours  during  the  prog- 
ress of  labor.  In  cases  of  toxemia  of  preg- 
nancy, blood  pressure  readings  should  be 
taken  much  more  frequently. 

The  behavior  of  the  fetal  heart  during  la- 
bor is  of  great  importance,  and  auscultation 
of  the  fetal  heart  sounds  should  be  carried 
out  at  least  every  two  hours  during  the  first 
stage.  If  repeated  auscultation  of  the  fetal 
heart  shows  any  sign  of  fetal  distress  this 
examination  should  be  repeated  with  great 
frequency. 

The  majority  of  examinations  carried  out 
during  the  first  stage  of  labor  are  abdominal 
and  rectal.  Vaginal  examinations  are  per- 
formed only  for  special  reasons.  The  fre- 
quency with  which  rectal  examinations  are 
required  during  labor  depends  on  the  indi- 
vidual case.  Not  infrequently  one  or  two 
examinations  will  be  all  that  are  required, 
but  in  some  instances  many  are  necessary. 
If  the  findings  on  rectal  examination  are  in- 
conclusive, and  if  the  labor  is  not  progress- 
ing satisfactorily,  vaginal  examination  is  in- 
dicated. Any  vaginal  examination  during 
labor  should  be  carried  out  under  the  strict- 
est aseptic  precautions. 

CONDUCT  OF  THE  SECOND  STAGE 
OF  LABOR 

The  second,  or  expulsive,  stage  of  labor 
begins  with  complete  dilatation,  effacement, 
and  retraction  of  the  cervix  behind  the  pre- 
senting part.  Although  many  adhere  to  the 
idea  the  rupture  of  the  amnionic  sac  marks 
the  onset  of  the  second  stage,  such  is  not 
the  case  because  spontaneous  rupture  may 
and  does  occur  at  any  time.  On  the  other 
hand,  effective  second  stage  of  labor  usually 
does  not  occur  until  after  the  rupture  of  the 
bag  of  waters.  It  is,  therefore,  frequently 
a helpful  procedure  during  the  second  stage 
of  labor  to  perform  a vaginal  examination 
and  to  artificially  rupture  the  bag  of  waters. 


Descent  and  birth  of  the  fetus  are  accom- 
plished by  the  action  of  the  uterus  aided  by 
the  expulsive  forces  of  the  abdominal  mus- 
cles. Descent  of  the  head  during  the  second 
stage  of  labor  dilates  the  vagina,  causes 
pain,  and  establishes  reflexes  which  force 
involuntary  bearing  down  efforts.  Experi- 
enced personnel  will  recognize  this  particu- 
lar occasion  and  should  instruct  the  pa- 
tient to  help  further  the  progress  by  her 
own  voluntary  efforts  with  each  uterine  con- 
traction. 

During  the  second  stage  of  labor  the  fetal 
heart  tones  should  be  checked  regularly,  at 
least  every  fifteen  minutes. 

If  unsatisfactory  progress  is  being  made 
during  the  second  stage  of  labor  a sterile 
vaginal  examination  is  indicated  to  deter- 
mine the  cause,  and  appropriate  treatment 
should  be  instituted  immediately. 

The  chief  concerns  of  the  attending  physi- 
cian during  the  second  stage  of  labor  should 
be:  first,  the  prevention  of  fetal  injury; 
and  secondly,  the  prevention  of  unnecessary 
damage  to  the  mother.  These  objectives 
can  be  accomplished ; by  interfering  with  the 
progress  of  labor  only  upon  adequate  indica- 
tion; by  judicious  selection  and  use  of  anal- 
gesic and  anesthetic  agents ; and  by  ade- 
quate steps  to  prevent  perineal  lacerations. 

To  those  who  have  the  necessary  ability 
and  facilities,  a prophylactic  low  forceps  ap- 
plication and  delivery,  accompanied  by  epi- 
siotomy,  may  well  be  recommended.  There  is 
little  doubt  that  a shallow,  medio-lateral  epi- 
siotomy,  performed  after  the  vulva  is  half  di- 
lated and  with  the  parietal  bosses  under  the 
pubic  arch,  will  shorten  the  labor  by  a half 
a dozen  or  more  pains.  It  is  also  evident 
that  the  use  of  episiotomy  with  breech  or 
other  operative  delivery  will  materially  re- 
duce the  incidence  of  perineal  lacerations 
including  complete  tears.  Episiotomy  means 
incision  of  the  vulvar  orifice,  and  it  is  dif- 
ficult to  understand  how  this  can  affect 
uterine  supports.  Furthermore,  any  pos- 
sible injury  to  essential  supports  has  oc- 
curred before  the  head  distends  the  vulvar 
orifice.  If,  then,  we  recognize  that  episioto- 
my usually  shortens  the  second  stage  of  la- 
bor, helps  prevent  complete  perineal  tears, 
and  relieves  compression  of  the  fetal  head 
during  delivery  its  wide  use  is  justified. 
But,  above  all,  remember  that  no  attempt 
should  be  made  to  hasten  the  second  stage 
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of  labor  except  upon  adequate,  unquestioned 
obstetrical  indication. 

CONDUCT  OF  THE  THIRD  STAGE 
OF  LABOR 

Since  birth  represents  the  climax  of  the 
process  of  reproduction  there  is  too  great  a 
tendency  to  regard  the  placental  stage  as  an 
anticlimax,  and  to  neglect  essential  details 
of  its  management.  Proper  conduct  of  this 
stage  of  labor  is  essential  to  the  well  being 
and  perhaps  to  the  life  of  the  patient.  There 
are  two  phases  of  the  placental  stage  of  la- 
bor, separation  and  expulsion.  It  is  of  the 
utmost  importance  to  make  no  attempt  at 
expulsion  of  the  placenta  until  the  separa- 
tory phase  is  completed.  Manipulation  of 
the  uterus  during  this  phase  inevitably  leads 
to  partial  separation  and  to  excessive  bleed- 
ing. Gentle  palpation  of  the  fundus  to  as- 
certain lack  of  tonicity  that  may  indicate 
concealed  intra-uterine  bleeding,  is  desir- 
able. It  is  obvious  that  the  physician  must 
know  that  the  fundus  remains  firmly  con- 
tracted, otherwise  he  may  and  should  ignore 
it.  After  the  placenta  has  certainly  sep- 
arated, it  may  be  expressed  from  the  va- 
gina. Recognition  of  the  completion  of  the 
separatory  phase  is  based  upon  three  clin- 
ical signs:  first,  the  change  in  the  shape  of 
the  uterus  to  a globular  shape;  secondly,  the 
rising  of  the  uterus  from  the  true  pelvis; 
and  last,  lengthening  of  the  visable  portion 
of  the  umbilical  cord. 

To  effect  expression  of  the  placenta  from 
the  vagina,  the  fundus  may  be  grasped  firm- 
ly and  used  as  a plunger  but  must  not  be 
mashed  into  the  pelvis.  Alternation  of 
downward  pressure  with  elevation  of  the 
fundus  into  the  abdomen  is  an  excellent  pre- 
ventive against  inversion  of  the  uterus. 

In  an  effort  to  improve  the  conduct  of 
the  third  stage  of  labor  the  use  of  an  oxy- 
toxic  drug  immediately  after  delivery  of  the 
anterior  shoulder,  or  immediately  after  de- 
livery of  the  child,  has  been  recommended. 
This  generally  insures  completion  of  the  sep- 
aratory phase  with  the  first  succeeding  con- 
traction after  administration  of  the  drug. 
It  is  claimed  that  this  method  shortens  the 
placental  stage,  decreases  the  average  blood 
loss,  and  reduces  the  number  of  patients  who 
sustain  a postpartum  hemorrhage.  How- 
ever, some  investigators  have  found  that  the 
instance  of  anomalies  of  the  third  stage  of 
labor  has  been  nearly  doubled  with  the  use 


of  this  technique.  The  method  has  consid- 
erable merit,  but  requires  the  presence  of 
an  assistant,  and  is  not  generally  recom- 
mended. An  oxytoxic  drug  should  be  em- 
ployed after  completion  of  the  third  stage. 
This  serves  to  keep  the  uterus  tightly  con- 
tracted, and  to  diminish  blood  loss.  All 
tears,  lacerations,  and  incisions  should  be  re- 
paired immediately  and  the  patient  returned 
to  her  bed  under  close  observation  for  at 
least  one  hour  after  delivery  of  the  placenta. 

A very  brief  summary  of  the  conduct  of 
labor  may  be  stated  as  follows:  As  soon 

as  labor  is  definitely  established,  the  attend- 
ing physician  must  ascertain  beyond  any 
question,  the  exact  physical  and  mental  stat- 
us of  the  patient  herself  to  determine  that 
no  abnormality  exists  so  far  as  the  preg- 
nancy is  concerned ; if  any  abnormality  does 
exist,  immediate  steps  must  be  taken  for 
its  treatment  or  correction ; finally,  the 
physician  must  not  do  or  use  any  procedure 
or  drug  which  would  place  the  life  of  the 
patient  or  her  child  in  undue  danger. 


NEW  BREAST  SURGERY 
PROCEDURE  QUESTIONED 

The  safety  and  efficacy  of  a publicized  surgical 
procedure  for  alleged  correction  of  micromastia 
(abnormal  smallness  of  the  breast),  as  described  in 
a recent  issue  of  a national  magazine  (August,  1953, 
issue  of  Pageant),  is  questioned  in  a recent  issue  of 
the  Journal  of  the  American  Medical  Association. 

The  A.M.A.’s  Bureau  of  Investigation  observes 
that  Dr.  Robert  Alan  Franklyn  told  a writer  that  he 
was  able  to  correct  such  defects,  which  he  said  affect 
about  4,000,000  women,  in  “a  relatively  simple,  25- 
minute  operation”  called  “Breastplasty”. 

“As  can  well  be  imagined,  this  glowing  invita- 
tion to  pectoral  pulchritude  has  caught  the  fancy 
of  a good  many  girls  who  feel  they  are  among  the 
four  million,”  the  bureau’s  report  states.  “A  direct 
statement  on  this  alleged  number  suffering  from 
micromastia  was  made  in  the  published  article  as 
though  it  were  a well-established  scientific  fact,  but 
nothing  is  offered  to  describe  for  the  readers  the 
identity  of  the  poll-taker  or  the  norms  used  in  de- 
termining the  extent  of  the  alleged  affliction.” 


Isoniazid  is  unquestionably  a very  potent  drug, 
but  the  striking  degree  of  immediate  improvement 
which  follows  the  use  of  this  agent  is  not  a 
measure  of  its  worth  in  the  treatment  of  tubercu- 
losis. It  should  not  be  forgotten  that,  in  tuber- 
culosis, antibacterial  agents,  at  best,  enhance  natur- 
al processes  of  healing.  Sooner  or  later  the  tubercle 
bacillus  acquires  resistance,  and  the  disease  re- 
sumes its  preordained  course,  depending  on  factors 
beyond  the  reach  of  therapeutic  weapons.  (Eli  H. 
Rubin,  M.D.,  N.Y.S.  J.  of  Med.,  June  15,  1953.) 
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Modern  Concepts 
Of  Analgesia  in 
Obstetrical  Practice 


Doctor  Anderson  puts  great  stress  on  development 
of  doctor-patient  relationship  as  the  preliminary  step 
in  obstetric  analgesia.  The  confidence  that  the  patient 
has  in  her  attendant  is  a measure  of  the  ease  of  pain- 
control  during  labor.  This  author  decries  the  prema- 
ture publicity  in  popular  magazines  about  methods 
and  drugs  not  yet  proved  to  be  either  safe  or  effica- 
cious and  insists  the  physician  must  be  free  to  choose 
the  type  of  analgesic  best  suited  to  the  case  in  hand. 

He  gives  his  concept  of  the  best  drugs  and  combina- 
tions of  drugs  to  be  used  in  various  obstetric  cir- 
cumstances. 

EDITOR 

Obstetrical  analgesia  is  one  of  the  most 
often  presented  subjects  in  medical  society 
meetings  and  rightfully  deserves  a place  in 
a discussion  of  the  conduct  of  labor.  The 
interest  in  this  subject  lies  in  one  of  the  pri- 
mary precepts  of  the  healing  arts,  namely, 
the  relief  of  pain.  All  patients  look  to  their 
physicians  for  the  alleviation  of  suffering. 
This  is  particularly  true  of  the  young  woman 
who  has  conceived  for  the  first  time  and  is 
anticipating  labor  and  delivery  at  the  ter- 
mination of  a normal  process  of  gestation. 
Often  her  mind  is  filled  with  misconcep- 
tions and  misapprehensions  that  have  been 
instilled  into  her  thinking  by  well  meaning 
relatives  and  friends.  On  the  other  hand 
there  are  patients  that  have  been  delivered 
previously  without  effective  sedation  who 
are  fearful  of  a repetition  of  the  same  pain- 
ful process  and  who  abhor  pregnancy  and 
anticipated  labor.  Many  a physician  has  be- 
come a popular  obstetrician  because  he  has 
successfully  delivered  scores  of  women  who 
retain  a minimum  recollection  of  the  pain 
of  childbearing.  Often  the  pregnant  pa- 
tient selects  her  doctor  on  the  basis  of  his 
success  with  obstetrical  sedation,  rather  than 
on  his  ability,  skill,  and  judgment  in  deliv- 
ering her  successfully  at  the  termination 
of  her  pregnancy. 

There  is  no  substitute  for  a patient’s  con- 
fidence in  her  medical  attendant.  This  is 
particularly  true  in  the  physician-patient  re- 
lationship in  the  practice  of  obstetrics.  The 
doctor  must  gain  his  patient’s  confidence 
early  during  the  prenatal  period.  The  first 

♦Presented  at  the  Annual  Session  of  the  Omaha  Mid-West 
Clinical  Society,  October,  1952. 
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contact  with  the  patient  at  the  obstetrician’s 
office  usually  cements  this  relationship.  It 
is  at  this  first  visit  that  the  seed  of  ob- 
stetrical analgesia  is  planted.  Fear  must  be 
dispelled.  This  can  be  accomplished  suc- 
cessfully by  an  intelligent  and  sincere  discus- 
sion regarding  the  salient  and  pertinent 
points  of  prenatal  care  and  labor.  The  pa- 
tient’s confidence  in  her  physician  must  have 
been  stimulated  sufficiently  so  that,  upon 
leaving  his  office  she  believes,  without  a 
question  of  a doubt,  that  she  had  made  the 
correct  choice  of  her  attendant.  This  is  the 
first  step  toward  effective  obstetrical  anal- 
gesia. Continued  prenatal  office  visits  until 
the  time  of  delivery  strengthen  the  patient’s 
confidence  in  her  doctor.  This  produces  a 
sort  of  “self-hypnosis”  that  has  been  used 
rather  recently  in  the  Grantley  Dick  Reed 
form  of  drugless  labor. 

After  carefully  laying  the  “groundwork” 
for  sedation,  in  the  office,  it  is  usually  neces- 
sary to  supplement  this  with  some  form  of 
drug  therapy  while  the  patient  is  in  labor, 
thus  producing  a well  balanced,  complete 
analgesia.  The  actual  selection  of  a drug,  or 
a combination  of  drugs  to  produce  analgesia, 
depends  upon  a number  of  factors.  The  mul- 
tiplicity of  drugs  that  are  suggested  proves 
that  none  is  uniformily  satisfactory.  The 
ideal  analgesic  has  not  yet  been  discovered. 
Any  method  to  be  effective  should:  possess 
a maximum  of  potency  for  the  relief  of  pain; 
have  minimum  deleterious  effect  on  the  fe- 
tus in  utero;  and  result  in  no  untoward  ef- 
fects in  prolonging  labor.  Very  few  drugs 
can  qualify  under  all  of  these  categories. 
Constant  research  continues  to  seek  the 
ideal,  and  every  year  new  chemicals  are  de- 
scribed and  offered  as  obstetrical  analgesics. 

The  laity  is  alerted,  through  the  daily 
press  and  monthly  periodicals,  to  the  vir- 
tues of  analgesia-producing  drugs  almost 
before  the  profession  has  been  thus  in- 
formed. This  type  of  medical  propaganda 
should  be  curtailed,  and  medical  censorship 
of  all  new  drugs  should  be  enforced  until 
their  merit  has  been  proven.  This  would 
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lessen  the  demand  by  the  laity  for  analgesics 
and  anesthetics  until  such  time  as  the  prod- 
ucts have  been  proved  to  be  efficacious  and 
non-harmful  to  either  the  mother  or  to  her 
unborn  child.  The  choice  of  drugs  should  be 
in  the  hands  of  the  physician.  His  choice 
should  be  prompted  by  careful  clinical  and 
laboratory  investigation,  rather  than  by  the 
demand  of  the  patient  who  has  read  a glow- 
ing account  of  the  pain-relieving  virtues  oi 
some  new  and  spectacular  method  which  has 
been  reported  by  a non-medical  person  in  one 
of  the  popular  current  magazines,  or  news- 
papers. 

It  is  well  to  keep  in  mind  that  if  analgesics 
are  to  be  used  before  delivery,  the  method 
selected  should  be  suited  to  the  patient  rath- 
er than  the  patient  to  the  drug  at  hand. 
Thus  a patient  in  active  labor  will  doubtless 
require  different  management  than  a pa- 
tient coming  to  the  hospital  for  an  elective 
cesarean  section.  A primigravida,  facing  a 
relatively  long  labor,  requires  different  con- 
sideration than  a multiparous  patient  who 
may  deliver  rapidly,  and  who  frequently  re- 
quires no  analgesia.  Dystocia,  from  what- 
ever cause,  usually  produces  prolonged  labor, 
and  absolute  rest  becomes  imperative.  This 
may  best  be  produced  by  judicious  dosage 
with  morphine,  which  would  ordinarily  be 
frowned  on  if  the  patient  were  progressing 
normally.  The  sedation  required  for  an 
eclamptic,  such  as  an  intravenous  injection 
of  one  of  the  barbiturates  to  control  con- 
vulsions, is  far  different  from  the  usage  or- 
dinarily prescribed  in  the  normal,  non-toxic 
patient  in  labor. 

Personal  pain  threshhold  plays  a deciding 
role,  in  many  instances,  in  the  selection  of 
the  method  of  sedation  employed.  Many  pa- 
tients are  naturally  stoic  and  unemotional 
as  a result  either  of  racial  background  or  of 
early  childhood  psychological  training;  this 
type  of  patient  usually  requires  limited 
amounts  of  relief.  Conversely,  a patient 
who  is  well  balanced  psychologically,  but  has 
a low  pain  threshhold,  may  require  “every- 
thing in  the  book”  for  relief  of  her  apparent 
discomfort.  Thus  it  becomes  clear  that  a 
certain  amount  of  flexibility  in  the  selection 
of  drugs  must  be  practiced  in  order  to  cope 
with  the  various  conditions,  pathological  or 
otherwise,  which  present  themselves  in  the 
course  of  an  obstetrical  practice. 

Earnest  research  in  analgesia  and  anes- 
thesia actually  has  been  carried  on  for  only 


some  forty-odd  years.  During  this  time  col- 
laboration between  obstetricians,  physiolo- 
gists, pathologists,  psychologists,  pharma- 
cologists, and  anatomists,  have  produced 
countless  chemical  compounds,  and  various 
methods  for  their  usage  have  been  un- 
earthed. At  first,  derivatives  of  opium  and 
more  recently  the  vast  number  of  organic 
compounds  of  barbituric  acid  have  been  in- 
vestigated. To  these  pain  relieving  drugs 
an  addition  of  compounds  that  produce  loss 
of  memory  for  pain  and  are  known  as  am- 
nesics have  been  employed  in  combination 
with  many  of  the  analgesics.  This  latter 
group  are  alkaloids  and  are  known  as  scopo- 
lamine. Opiates  and  barbiturates  have  been 
given  orally,  intramuscularly,  and  intraven- 
ously. 

Timing  of  the  administration  of  sedation 
is  extremely  important.  It  is  often  given 
too  early  in  labor  thus  producing  a diminu- 
tion of  uterine  contractions  and  hence,  either 
stopping  labor  completely,  or  prolonging  it 
markedly.  The  optimum  time  for  initiating 
analgesia  is  when:  1.  The  patient  is  defin- 

itely in  labor;  2.  she  has  progressed  in  labor 
to  the  point  that  the  cervix  is  at  least  two 
fingers  dilated ; and,  3.  she  is  asking  for 
something  to  relieve  her  discomfort. 

The  selection  of  one  drug  or  a combination 
of  drugs  to  produce  pain-relief,  is  all  im- 
portant. The  proper  choice  should  not  be 
haphazard,  but  should  be  made  only  after  a 
great  deal  of  thought  to  select  the  com- 
pounds that  have  been  used  experimentally 
and  proven  safe,  as  well  as  effectual.  After 
finding  suitable  combinations  that  are  effec- 
tive, these  should  be  used  for  the  majority 
of  the  uncomplicated  cases.  Constant  usage 
produces  experience  in  their  handling.  Ex- 
perience is  most  important. 

Demerol,  a synthetic  analgesic,  can  be 
used  alone  or  in  combination  with  scopola- 
mine. It  is  given  either  intramscularly  or 
intravenously.  At  present  this  drug  has 
gained  more  apparent  favor  than  any  other. 
Demerol  is  given  intramuscularly  in  a dose 
of  100  mg.  in  combination  with  scopolamine 
gr.  1/150  (0.4  mg.)  as  soon  as  the  patient’s 
complaints  warrants  relief.  Demerol  is  re- 
peated in  a dosage  of  50  to  100  mg.  at  vari- 
ous intervals  during  the  patient’s  labor,  de- 
pending upon  its  progress.  Small  doses  of 
scopolamine  (1/200  to  1/300  gr.  — 0.3  to 
0.2  mg.)  may  also  be  repeated  to  furnish 
amnesia,  if  this  seems  desirable.  For  the 
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multiparous  patient  who  is  progressing  rap- 
idly in  labor  a much  more  prompt  action 
may  be  obtained  if  50  mg.  of  Demerol  are 
given  intravenously  and  50  mg.,  intramuscu- 
larly. Universally,  at  present,  this  method 
of  analgesia  seems  fairly  satisfactory,  al- 
though not  absolutely  ideal.  There  is  def- 
initely less  diminution  of  uterine  contractions 
than  with  morphine,  and  certainly  the  fetus 
is  not  as  gravely  affected  as  with  the  stand- 
ard opium  derivatives. 

For  years  we  have  used  Evipal  (a  bar- 
biturate) rectally  (1.5  gms.)  in  combination 
with  scopolamine  (given  intramuscularly) 
and  have  been  very  well  pleased  with  the  anal- 
gesic and  amnesic  qualities  of  this  combina- 
ation.  The  Evipal  is  mixed  with  40  cc.  of 
tap  water  and  given  rectally  after  a cleans- 
ing enema.  Its  action  is  rapid,  the  patient 
becoming  drowsy  in  about  three  minutes. 
Its  analgesic  action  lasts  about  six  hours, 
thus  repetition  of  the  drug  is  not  necessary. 
Small  doses  of  scopolamine  may  be  added,  if 
necessary,  throughout  labor  to  help  maintain 
complete  amnesia.  This  drug  is  rapidly 
broken  up  in  the  liver  and  carries  an  un- 
usual margin  of  safety  when  used  for  pa- 
tients in  labor.  In  over  1,500  cases  we  have 


felt  that  little  respiratory  difficulty  was  en- 
countered in  the  fetus.  No  cases  of  proc- 
titis were  noted  in  our  series.  Most  primi- 
paras  were  pleased  with  its  action  and  usual- 
ly ask  if  they  may  have  the  same  sort  of  se- 
dation during  their  subsequent  deliveries. 

Regional  anesthesia  for  the  actual  delivery 
alters  the  amount  of  sedation  required.  If 
pudendal  block  is  selected  as  the  anesthetic 
of  choice,  heavier  sedation  is  required.  If 
saddle-block  anesthesia  is  decided  upon,  ob- 
viously a lesser  amount  of  analgesia  is  neces- 
sary. 

In  summarizing  the  pertinent  points  con- 
cerning modern  analgesia,  we  find  that  as 
the  primary  step  it  is  all  important  to:  1. 
Gain,  and  then  retain,  the  patient’s  confi- 
dence by  banishing  fear;  2.  to  be  acquaint- 
ed with  the  action  of  many  drugs  used  as 
analgesics,  but  from  personal  experience  to 
master  the  use  of  .just  a few  of  the  most  ef- 
ficacious for  the  majority  of  cases  in  labor; 
3.  to  judiciously  time  the  administration 
of  the  drug  so  that  labor  will  not  be  unduly 
prolonged;  4.  not  to  be  too  extravagant  in 
our  claims  to  the  patient  in  promising  that 
her  labor  will  be  absolutely  painless. 


THREE  YEARS  OF  MEDICAL  SERVICE 
IN  KOREA 

During  the  three  yeai'S  that  the  fighting  has 
been  going  on  in  Korea,  the  Army  Medical  Service, 
with  some  help  from  other  nations  and  services, 
has  had  the  monumental  task  of  maintaining  the 
health  of  and  caring  for  wounded  and  injured  sol- 
diers from  some  fifteen  nations  of  the  world. 

The  primary  interest  of  the  Medical  Service,  how- 
ever, was  the  troops  of  the  United  States  Army 
who  had  come  from  the  relatively  tranquil  life  of 
occupation  duty  in  Japan  to  fight  a series  of  de- 
moralizing battles  in  the  extreme  heat  of  the  Korean 
summer,  the  extreme  cold  of  the  Korean  winter, 
over  frozen  ridges,  in  insect-infested  rice  paddies 
and  through  monsoons. 

When  American  troops  were  first  committed,  their 
strength  was  less  than  a battalion,  and  casualties 
from  disease,  wounds  and  combat  exhaustion  were 
crippling.  As  troop  strength  was  increased  to  a di- 
vision and  finally  to  seven  divisions,  the  problem  of 
obtaining  sufficient  medical  personnel  was  crucial. 
Fortunately,  hospitals  and  depots  had  been  set  up  in 
occupied  Japan  and  personnel  and  initial  stocks  of 
supplies  were  available. 

The  Medical  Service  has  been  faced  with  the  pros- 
pect of  epidemics  of  many  diseases  all  during  the 
three  years  of  the  Korean  campaign,  but  the  prob- 
lem was  never  so  serious  as  it  was  shortly  after 


troops  were  first  committed.  The  already  critical 
problem  was  further  aggravated  by  the  hordes  of 
refugees  and  homeless  wanderers  who  jammed  roads 
and  represented  a mobile  source  of  infection  and 
disease  which  was  almost  impossible  to  control. 

As  soon  as  possible  after  landing,  the  Medical 
Service  began  forceful  campaigns  of  preventive 
medicine  designed  to  halt  the  advance  of  disease 
and  impress  upon  the  individual  soldier  the  need 
of  taking  necessary  sanitary  measures  to  protect 
himself.  The  result  of  this  campaign  is  self  evi- 
dent in  the  subsequent  decline  of  the  disease  rates. 

The  preventive  medicine  program  was  backed  up 
later  by  regular  medical  inspections  of  troop  areas, 
especially  in  the  rear,  to  assure  that  proper  sanitary 
measures  were  being  taken.  Medical  surveillance 
of  water  purfication  units  was  continual.  As  time 
went  on  and  the  tactical  situation  became  less  fluid, 
more  and  more  medical  units,  field  hospitals,  evacua- 
tion hospitals,  mobile  Army  surgical  hospitals  and 
medical  battalions,  were  brought  in  to  give  greater 
support  to  combat  and  rear  area  troops. 

The  end  result  of  the  role  played  by  the  Army 
Medical  Service  has  been  that  troops  in  Korea  have 
received  the  best  medical  care  that  eould  possibly 
be  administered.  Korea  has  shown  that  the  Medical 
Service  is  constantly  prepared  to  support  the  Amer- 
ican soldier  wherever  he  is  engaged  in  combat. 

- Department  of  the  Army,  Office  of  the  Surgeon  General, 

Technical  Liaison  Office,  Washington  25,  D.C. 
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Clinical  Notes  on 
An  Epidemic  of 
Poliomyelitis 


Doctor  Phillips  records,  in  this  paper,  a succinct  ac- 
count of  the  overall  picture  of  229  cases  of  acute 
poliomyelitis  admitted  to  one  hospital  during  the  epi- 
demic of  1952.  He  analyzes,  in  particular,  the  prog- 
nostic features  as  observed  from  the  viewpoints  of  the 
pathologist  and  of  the  clinician.  He  relates  the  compli- 
cations that  were  observed,  and  notes  the  position 
occupied  by  pregnancy  in  relation  to  this  disease. 

EDITOR 

This  is  a report  of  the  1952  poliomyelitis 
epidemic  as  seen  in  the  Lincoln  General  Hos- 
pital. A total  of  262  patients  were  admitted 
with  tentative  diagnoses  of  poliomyelitis.  Of 
these,  12  proved  to  have  another  disease,  and 
21  were  admitted  in  the  convalescent  stage, 
leaving  a total  of  229  patients  admitted  in 
the  acute  stage  of  the  disease.  It  is  this  lat- 
ter group  upon  which  this  discussion  is 
based. 

Only  one  patient  was  admitted  who  previ- 
ously had  had  a definite  diagnosis  of  polio- 
myelitis. 

In  22  cases  the  disease  proved  to  be  fatal, 
a mortality  of  9.6  per  cent.  However,  in  the 
58  cases  with  bulbar  involvement  the  mor- 
tality rose  to  37.9  per  cent. 

The  aid  of  a mechanical  respirator  was 
needed  by  a total  of  41  patients  of  which  12 
had  spinal  involvement  only,  and  29  had 
spinobulbar  involvement.  Although  the  mor- 
tality was  zero  in  the  purely  spinal  group,  it 
rose  sharply  to  62  per  cent  in  the  bulbar 
group. 

Tracheotomies  were  performed  on  ten  pa- 
tients all  of  whom  had  bulbospinal  involve- 
ment, and  needed  the  aid  of  a mechanical 
respirator.  Half  of  these  were  done  after  the 
use  of  a respirator  was  imperative.  None  of 
these  five  patients  survived.  Of  the  remain- 
ing five,  who  received  a tracheotomy  before 
entering  an  iron  lung,  two  recovered. 

PROGNOSTIC  SIGNS 

As  the  cases  were  reviewed  an  attempt 
was  made  to  discover  what  signs,  evident  in 
the  early  stage  of  the  disease,  might  have 
prognostic  value. 


ROBERT  K.  PHILLIPS,  M.D  * 

Lincoln  General  Hospital 
Lincoln,  Nebraska 

To  facilitate  evaluation,  the  cases  were  di- 
vided into  three  groups  according  to  the  ex- 
tent of  involvement.  The  mild  group  includ- 
ed the  nonparalytic  cases  as  well  as  those 
who  did  not  have  complete  loss  of  function 
of  any  major  muscle  group.  The  moderate 
group  included  those  cases  with  at  least  one 
major  group  involved  but  witli  less  than  one- 
third  of  the  total  musculature  involved.  The 
severe  group  included  those  with  paralysis 
of  over  one-third  of  the  total  body  muscula- 
ture, or  with  paralysis  of  the  muscles  of 
respiration,  or  bulbar  involvement. 

In  this  study  of  229  cases,  41  per  cent  of 
the  cases  were  classified  as  mild,  23  per  cent 
moderate,  and  36  per  cent  severe. 

FIGURE  1 


Duration  1-2  3-4  5 days 

Fever  Days  Days  and  over 

Mild  70%  30%  15% 

Moderate 23%  27%  43% 

Severe  1%  43%  75% 


As  will  be  noted  in  Figure  1,  a definite 
correlation  was  found  between  the  duration 
of  temperature  elevation  and  the  severity 
of  the  disease.  Of  those  cases  in  which  the 
duration  of  fever  was  less  than  three  days, 
70  per  cent  had  minimal  involvement  com- 
pared with  only  7 per  cent  of  those  with  se- 
vere involvement.  On  the  other  hand,  in 
those  cases  in  which  the  fever  lasted  five 
days  or  over  only  15  per  cent  escaped  with 
mild  cases  while  75  per  cent  progressed  into 
the  severe  group.  Therefore  it  must  be  con- 
cluded, at  least  in  this  epidemic,  that  each 
additional  day  of  temperature  elevation 
makes  the  prognosis  more  grave. 

FIGURE  2 


Peak  Under  102  103  Over 

Temperature  102  102.9  103.9  104 

Mild  64%  36%  9%  13% 

Moderate 21%  32%  23%  3% 

Severe  15%  32%  68%  84% 


It  was  also  noted  that  a definite  correla- 
tion existed  betwen  the  degree  of  elevation 
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of  temperature  and  the  course  of  the  disease. 
For  this  purpose  the  highest  recorded  tem- 
perature was  used.  In  Figure  2 it  can  be 
seen  that  in  those  cases  in  which  the  tem- 
perature did  not  reach  102°  F,  64  per  cent 
had  minimal  involvement.  On  the  other  ex- 
treme 84  per  cent  of  those  whose  tempera- 
ture exceeded  104°  F.,  had  severe  involve- 
ment. Also,  it  should  be  added  that  in  the 
seven  cases  in  which  the  temperature  ex- 
ceeded 105°  F.  the  disease  was  uniformly 
fatal. 

FIGURE  3 


Spinal  Less  than  20-45  Over 

Protein  20  mg%  mg%  45  mg% 

Mild  67%  48%  26% 

Moderate 33%  20%  25% 

Severe  0%  32%  49% 

Total 120  cases 


Spinal  fluid  protein  values  were  deter- 
mined in  120  cases.  The  distribution  of 
these,  as  shown  in  Figure  3,  suggests  that  a 
low  protein  value  is  a favorable  sign,  while 
increased  protein  is  unfavorable. 

FIGURE  4 


Spinal  Slight 

Globulin  Normal  Increase  Increase 

Mild  61%  50%  8%> 

Moderate 21%  13%  46  % 

Severe  18%  37%  46% 

Total 54  cases 


Spinal  fluid  globulin  determinations  were 
made,  by  the  Pandy  test,  in  54  cases.  Figure 
4 shows  that  a normal  amount  of  globulin  ap- 
peared to  be  a favorable  finding  and  an  in- 
creased globulin,  unfavorable. 

Serial  serum  protein  studies  with  controls 
were  not  carried  out.  However,  in  the  thir- 
ty-two cases  in  which  studies  were  made, 
composite  findings  are  similar  to  those  re- 
ported by  Bower(1’2).  It  was  found  that  se- 
vere cases  had  a more  marked  shift  in  the 
A/G  ratio  than  did  the  mild  cases.  This 
shift  became  most  noticeable  at  about  the 
third  day,  and  continued  at  least  to  the  tenth 
day.  In  those  cases  in  which  the  condition 
was  treated  with  human  plasma,  or  with 
serum  albumin,  the  albumin  level  and  the 
A/G  ratio  were  raised  to  a level  consistently 
higher  than  in  the  untreated  cases.  How- 
ever, since  protein  therapy  was  carried  out 
only  in  severe  cases,  no  definite  evidence 
of  improvement  of  the  clinical  course  could 
be  established,  but  merely  suggested. 

In  this  series  it  was  noticed  that  only 
thirteen  patients  entered  the  hospital  with  an 
erythrocyte  count  over  5.5  million.  How- 


ever, ten  of  these,  or  77  per  cent,  went  on  to 
develop  a severe  form  of  the  disease.  It  is 
believed  that  this  polycythemia  represents 
dehydration,  which  is  a severe  prognostic 
sign  in  a critically  ill  patient. 

COMPLICATIONS 

Myocarditis  proved  to  be  the  most  common 
complication  with  27  proven  cases,  an  inci- 
dence of  12  per  cent.  Out  of  16  autopsies, 
9 showed  the  microscopic  findings  of  toxic 
degeneration  and  lymphocytic  infiltration. 
This  is  in  agreement  with  the  consistent  my- 
ocardial changes  described  by  Saphir(3>. 

In  the  remainder  of  the  proven  cases  elec- 
trocardiographic studies  showed  T-wave  or 
ST-segment  changes  as  evidence  of  myo- 
cardial damage.  These  changes  returned  to 
normal  in  the  four  cases  in  which  follow-up 
electrocardiograms  were  made.  Electrocar- 
diographic changes  in  12  per  cent  of  155  pa- 
tients were  reported  by  Brodford(4)  with  the 
T-wave  change  being  the  most  prominent  ab- 
normality. 

Clough (5)  has  stated  that  myocarditis  is  a 
common  entity  in  acute  poliomyelitis,  and  is 
caused  directly  by  the  virus.  It  is  also  his 
belief  that  many  so-called  respiratory  deaths 
are  actually  due  to  circulatory  failure  result- 
ing from  myocarditis.  This  suggests  that 
myocarditis  is  not  a complication  but  a mani- 
festation of  the  disease. 

Second  in  frequency  were  the  pulmonary 
complications  which  were  present  in  10  per 
cent  of  all  patients.  In  this  group  are  in- 
cluded broncho-pneumonia,  diffuse  pneumon- 
itis, atelectasis,  and  pulmonary  adema,  but 
not  respiratory  failure  per  se.  Respiratory 
failure  and  loss  of  deglutition  were  the  chief 
factors  leading  to  these  complications.  How- 
ever, myocardial  involvement,  with  failure, 
can  lead  to  pulmonary  edema  and  a secon- 
dary pneumonia. 

Cystitis  ranked  third  in  frequency  with  an 
overall  incidence  of  9 per  cent.  This  is  not 
surprising  in  view  of  the  fact  that  the  blad- 
der musculature  is  frequently  involved  in 
poliomyelitis  with  resultant  stasis  or  fre- 
quency of  catheterization. 

Other  complications  which  occurred  in  less 
than  3 per  cent  of  cases  listed  in  order  of  fre- 
quency include:  pyelitis;  upper  respiratory 

infection;  gastric  hemorrhage;  acute  asth- 
ma ; vaginitis ; conversion  hysteria,  and 
thrombophlebitis. 
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PREGANACY  — FIGURE  5 

Pregnant  Over  All 

Mild  43%  41% 

Moderate 24%  23% 

Severe  33%  36% 

Out  of  a total  of  57  women  in  the  child- 
bearing  age — ages  16  to  40,  21  proved  to  be 
pregnant.  From  the  vital  statistics  it  was 
roughly  calculated  that  the  incidence  of  preg- 
nancy in  this  age  group  should  be  less  than 
8 per  cent.  However,  in  the  poliomyelitis 
patients  the  incidence  proved  to  be  31  per 
cent.  This  would  indicate  that  the  incidence 
of  poliomyelitis  is  considerably  higher  in  the 
gravid  female.  These  findings  are  similar  to 
those  reported  by  Weinstein('6>,  who  found 
31/2  times  the  number  of  pregnant  patients 
than  would  be  expected  by  chance  alone. 
Fox(7)  also  reported  a similar  increase  in  in- 
cidence. 

In  Figure  5 it  can  be  seen  that  the  severity 
of  the  disease  in  pregnant  patients  did  not 
vary  significantly  from  the  over-all  severity 
of  the  epidemic  as  a whole.  The  patients 
were  equally  divided  into  the  three  trimest- 
ers of  pregnancy,  as  one  would  expect,  by 
chance.  However,  two  of  the  three  fatalities 
in  pregnant  poliomyelitis  patients  occurred 
in  cases  in  the  third  trimester.  Of  the  four 
cases  who  survived  severe  involvement, 
three  were  in  the  last  trimester.  This  evi- 
dence of  increased  severity  of  involvement 
during  late  pregnancy  is  similar  to  that 
found  by  Weinstein (6). 

After  a review  of  586  cases,  Bowers(8) 
concluded  that  pregnancy  had  little  effect 
upon  the  extent  of  residual  paralysis.  How- 
ever, he  did  find  a marked  increase  in  mor- 
tality during  the  third  trimester.  It  was  his 
belief  that  the  additional  respiratory  em- 
barrassment provided  by  a large  gravid  uter- 
us is  a key  factor  in  this  increased  mortality. 

Horn(9>  concurs  that  only  during  the  last 
trimester  does  pregnancy  alter  the  course  of 
poliomyelitis.  He  has  recommended  termin- 
ation of  the  pregnancy  in  order  to  reduce  the 
respiratory  embarrassment,  but  only  in  those 
cases  where  the  fetus  has  reached  a viable 
state.  McGooganll0)  has  also  recommended 
interruption  of  pregnancy  as  therapy  for 
respiratory  distress. 

In  this  series  there  were  no  abortions  dur- 
ing the  acute  stage  of  the  disease.  In  other 
cases  during  the  acute  stage  there  were: 
three  normal  deliveries ; one  stillbirth ; one 
moribund  section,  producing  a live  infant; 


and  two  cases  in  which  the  fetus  remained 
in  utero  with  the  death  of  the  mother.  In 
the  remaining  fourteen  cases  there  was  no 
demonstrable  effect  of  acute  poliomyelitis 
upon  the  course  of  the  pregnancy,  and  the 
patients  were  dismissed  with  their  pregnancy 
uninterrupted. 

The  above  findings  do  not  indicate  that 
poliomyelitis  has  any  effect  upon  the  course 
of  pregnancy  except  in  those  cases  where 
the  disease  is  fatal  to  the  mother.  This  find- 
ing has  previously  been  recorded  by  many 
authors*6- 7' 8' 9-  10>. 

SUMMARY 

A review  of  229  cases  of  acute  poliomyeli- 
tis has  been  presented.  In  this  group  there 
were  58  bulbar  cases,  and  41  respirator  cases. 
There  were  22  fatal  cases  for  a mortality  of 
9.6  per  cent. 

A markedly  elevated  temperature,  or  a 
long  duration  of  fever  were  found  to  be  grave 
prognostic  signs. 

Some  correlation  between  the  course  of 
the  disease  and  increase  in  spinal  fluid  pro- 
teins was  found.  Also,  a correlation  be- 
tween serum  proteins  and  the  course  of  the 
disease  was  noted. 

The  most  common  complications  encoun- 
tered were  myocarditis,  pneumonia,  atelec- 
tasis, pulmonary  edema,  cystitis,  and  pyelitis. 
It  is  suggested  that  myocarditis  may  be  a 
manifestation  of  the  disease  rather  than  a 
complication. 

An  increased  incidence  of  poliomyelitis  in 
pregnancy  was  noted.  However,  no  adverse 
effect  of  pregnancy  on  the  course  of  polio- 
myelitis could  be  established,  except  in  the 
last  trimester.  Conversely,  no  effect  of 
poliomyelitis  upon  the  course  of  pregnancy 
could  be  discovered. 
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A Case  of 
Hermaphroditism 


The  author  presents  a case  of  hermaphroditism  that 
illustrates  the  difficulty  in  differentiating  between  the 
true  and  false  varieties.  This  difficulty  is  not  always 
resolved  by  histologic  examination  of  the  gonadal 
tissue  retrieved  from  the  patient.  He  stresses,  on  the 
other  hand,  the  necessity  for  helping  place  these  peo- 
ple in  a definite  category,  male  or  female,  so  far  as 
possible,  in  order  to  promote  happiness  and  contented 
adjustment. 

EDITOR 

Abnormalities  of  the  external  genitalia 
may  cast  considerable  doubt  relative  to  the 
true  sex  of  a person.  When  such  is  the  case, 
abdominal  exploration  with  careful  examina- 
tion of  the  pelvic  organs  and  biopsy  of  the 
gonads  is  often  required  to  determine  the 
true  sex.  Such  persons,  in  addition  to  being 
medical  curiosities,  are  individuals  very  much 
in  need  of  the  physician’s  assistance  in  order 
to  make  a satisfactory  adjustment  to  society. 

The  case  herein  described  illustrates  such 
a problem,  and  also  the  difficulty  that  can 
be  encountered  in  differentiating  a true  from 
a pseudohermaphrodite.  However,  the  im- 
portance of  this  differentiation  would  appear 
to  be  chiefly  one’s  desire  to  demonstrate  the 
rarer  condition  of  true  hermaphroditism, 
that  in  which  both  ovarian  and  testicular  tis- 
sue may  be  definitely  demonstrated.  Young 
notes,  “All  true  and  pseudohermaphrodites 
are  genetic  intersexes;’’  and  Novak  states, 
“The  so-called  true  hermaphrodite  represents 
a lesser  degree  of  intersexuality  than  some 
individuals  with  only  one  type  of  gonadal 
tissue  and  spoken  of  as  mere  pseudoherma- 
phrodites.” 

CASE  REPORT 

A 30-year-old  patient,  Beth  Israel  Hospital  ad- 
mission No.  262865,  who  was  raised  and  always  had 
lived  as  a female,  was  referred  by  Dr.  Morton  Ves- 
sell  to  the  female  ward,  on  December  10,  1952.  The 
clitoris  had  been  abnormally  large  since  birth. 
From  the  age  of  14  onward  an  occasional  bloody 
spotting  was  found  on  the  toilet  tissue.  This  spot- 
ting occurred  for  a day  or  two  every  2 to  3 months 
for  approximately  10  years.  In  recent  years,  how- 
ever, it  assumed  no  particular  regularity.  At 
the  age  of  14  the  patient  believed  that  there  was 
slight  enlargement  of  the  breasts.  Several  years 
ago  a diffuse  hairiness  of  the  face  was  noted,  and 
this  was  treated  by  electrolysis.  The  patient  never 
doubted  her  actual  sex  and  expressed  normal  female 
libido.  Occasional  erection  of  the  clitoris  occurred. 
This  was  usually  associated  with  early  morning 
urination.  There  was  no  history  of  abnormally  ac- 
celerated body  growth.  Past  history  was  non- 
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contributory,  and  family  history  revealed  normal 
development  of  parents  and  4 siblings,  2 female 
and  2 male.  She  was  the  youngest  of  the  children. 

Physical  examination  revealed  a well  nourished, 
feminine  appearing  patient,  56  inches  tall  and 
weighing  111  pounds  (Fig.  1).  The  general  body 
build  was  stocky  and  masculine,  with  a relatively 
large  shoulder  girdle  and  stocky  lower  extremities. 
The  hair  distribution  was  feminine  with  a female 
escutcheon.  The  skin  had  a fine  texture.  There 
was  moderately  prominent  webbing  of  the  neck.  The 


Figure  1 


carrying  angle  at  the  elbows  was  not  exaggerated. 
No  significant  breast  development  was  noted,  and 
no  breast  tissue  was  palpable. 

Examination  of  the  external  genitalia  revealed  a 
hooded  phallus  measuring  4 cm.  in  length  and  2 cm. 
in  diameter  and  resembling  a small  penis  with  no 
urethra  (Fig  2).  Posterior  to  the  base  of  the  phal- 
lus and  separated  from  it  by  2 cm.  of  skin  was  an 
introitus  with  a small  vaginal  orifice.  No  in- 
ternal genitalia  were  palpated  on  bimanual  rectal 
examination.  Vaginal  examination  under  anesthesia 
revealed  a smooth,  tubular,  narrow  vagina  of  nor- 
mal length.  A cervix  could  not  be  identified  either 
digitally  or  on  vaginoscopy.  Uterus  or  adnexa  were 
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not  noted  on  bimanual  examination.  The  urethral 
orifice  was  in  normal  female  position  just  anterior 
to  the  vaginal  orifice. 

Laboratory  examinations  including  glucose  tol- 
erance test,  serum  cholesterol  and  cholesterol 
esters,  calcium,  phosphorous,  total  protein  and  A/G 
ratio  were  all  within  normal  limits.  Twenty-four- 
hour  urine  excretion  of  the  17-ketosteriods  was  20.1 
mgm,  this  representing  a slight  elevation  for  a fe- 
male. No  evidence  of  estrogenic  activity  was  found 
in  vaginal  smears.  X-rays  of  the  chest  and  skull 
were  not  abnormal.  Excretory  urography  was  not 


of  the  removal  of  the  phallus.  Postoperative  de- 
termination of  the  urinary  17-ketosteroids  was  12.6 
mgm  in  24  hours.  This  was  before  any  hormone 
therapy  was  instituted,  and  represents  a significant 
drop  from  the  preoperative  level. 

PATHOLOGICAL  REPORT 

Gross  Examination  — Specimen  removed  from  the 
right  side  consists  of  a pear  shaped  portion  of  en- 
capsulated tissue  measuring  1.5x0. 8x0. 5 cm.,  cov- 
ered for  the  most  part  by  a smooth  glistening 
opaque  surface.  The  cut  surface  is  dark  brown  in 


Figure  2 


abnormal.  Laminography  following  presacral  air 
insufflation  revealed  no  apparent  enlargement  of 
either  adrenal.  Cystoscopy  and  urethroscopy  re- 
vealed no  abnormality  of  the  lower  urinary  tract. 

Exploratory  laparotomy  was  performed  on  De- 
cember 18,  1952,  through  a left  paramedian  incision. 
The  findings  revealed  what  appeared  to  be  an  infan- 
tile uterus  and  broad  ligaments  containing  small 
but  otherwise  normal  appearing  fallopian  tubes, 
each  with  a fimbriated  end.  A smooth,  white  oval- 
shaped gonad,  measuring  2x1. 5x1. 5 cm.  was  noted 
attached  to  the  right  broad  ligament  and  in  the  po- 
sition normally  occupied  by  the  ovary.  On  the  left 
side,  in  a comparable  position,  there  was  a flat, 
white  band  of  tissue  measuring  4x12  mm.  Further 
exploration  of  the  abdomen  failed  to  reveal  any 
other  gonadal  structures.  The  gonad  from  the  right 
side  and  the  flat  band  of  tissue  from  the  left  side 
were  removed,  each  with  its  accompaying  distal  seg- 
ment of  tube.  Following  closure  of  the  abdomen, 
amputation  of  the  phallus  was  performed. 

The  postoperative  course  was  uneventful,  and 
was  characterized  by  the  marked  release  of  mental 
tension  and  improved  morale  of  the  patient  because 


color.  Also  present  is  a portion  of  tubular  tissue 
measuring  1.3  cm.  in  length  and  0.2  cm.  in  diameter. 

The  specimen  removed  from  the  left  side  con- 
sists of  an  irregular  flat  triangular  piece  of  grey 
hemorrhagic  tissue  measuring  3x2  cm.  with  a thick- 
ness varying  from  less  than  0.1  cm.  to  0.3  cm.  At 
either  side  are  thicker  areas  suggestive  of  tubular 
structures.  Smooth-lined  cysts  0.1  cm.  to  0.2  cm. 
in  diameter  are  attached  to  the  tubular  structure. 

The  clitoris  measures  2x1. 3x1. 2 cm.,  and  contains 
a corpus  cavernosum  but  no  urethra.  Attached  to 
the  base  is  an  elliptical  portion  of  skin  measuring 
3x2.5  cm. 

Histologic  Examination  — The  gonad  removed 
fi’om  the  right  side  consists  of  atrophic  germinal 
tubules  in  varying  stages  of  fibrosis  (Fig.  3).  In- 
tersposed  between  the  tubules  there  are  varying 
sized  islands  of  interstitial  cells  which  contain  an 
abundant  eosinophilic  cytoplasm,  often  w i t h a 
brownish  cast,  and  at  times  granular.  They  occur 
in  nests  as  well  as  larger  masses  covering  compara- 
tively extensive  portions  of  the  organ.  In  places 
there  is  a suggestion  of  acinar  arrangement.  The 
arterioles  are  thickened  and  hyalinized.  At  one 
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surface  there  is  loose  fibrous  tissue  which  contains 
an  occasional  tubular  structure  the  identity  of  which 
cannot  be  ascertained.  Near  the  periphery  of  the 
gonad  there  is  a nodular  structure  which  is  com- 
posed of  elongated  cells  with  varying  amounts  of 
stroma  (Fig.  4).  This  abutts  against  the  capsule 
but  is  not  well  delimitted  from  the  adjacent  inter- 


Fipure  3 


stitial  cell  proliferation  and  fibrosed  tubules.  The 
nuclei  of  the  cells  in  this  nodule  are  elongated  and 
contain  a diffuse,  granular  chromatin  material.  In 
places  the  cells  appear  in  whorls.  Between  the  in- 
terlacing cells  there  are  occasional  interstitial  cells 
appearing  singly  and  in  small  groups.  The  tu- 
bular structure  described  above  in  gross  specimen 
consists  for  the  most  part  of  a thickened  blood  ves- 
sel. 

On  the  left  side  there  are  structures  with  multiple 
lumina  surrounded  by  smooth  muscle  (Fig.  5). 
Within  the  lumen  of  these  are  large  vacuolated  cells 
resembling  lipoid  laden  cells.  A tubular  structure 


Figure  4 


resembling  the  fallopian  tube  is  also  present  (Fig. 
6).  There  are  a few  islands  composed  of  interstitial 
cells,  and  also  a few  areas  of  elongated  cells  with 
varying  amounts  of  stroma,  both  with  essentially 
the  same  structure  as  seen  on  the  right  side.  Tubu- 
lar structures  similar  to  those  seen  in  the  subcap- 
sular  area  on  the  right  side  are  present. 

COMMENT 

From  careful  examination  of  all  the  gona- 
dal tissue  found  at  laparotomy  it  cannot  be 


Figure  5 

conclusively  determined  that  this  patient  is  a 
true  hermaphrodite.  The  unequivocal  pres- 
ence of  male  gonadal  tissue,  and  the  absence 
of  definite  female  gonadal  tissue  indicates 
this  to  be  a relatively  strong  sex  reversal. 
The  right  gonad  proved  to  be  testicle  with 
poorly  developed  tubules  and  marked  inter- 
stitial cell  overgrowth,  but  an  unidentified 
tissue  which  could  not  be  classified  structur- 


Figure  6 


ally  was  also  present  at  the  periphery.  The 
left  gonad  also  contained  testicular  tissue 
and  small  areas  of  the  same  unidentified  tis- 
sue noted  on  the  right. 

This  case  bears  similarity  to  a case  of  true 
hermaphroditism  reported  by  Davis  and 
Scheffey.  Their  findings  at  laparotomy 
were  a gonad  in  one  broad  ligament  which 
proved  to  be  testis  and  a flat  band  of  gonadal 
tissue  in  the  other  broad  ligament  which 
they  interpreted  as  ovary  in  nature  (on  a 
biopsy  section).  Their  published  section  of 
undeveloped  ovary  shows  no  follicles  but  a 
stroma  with  a few  cells  interpreted  as  primi- 
tive ova  which  they  considered  to  be  ovarian. 
This  tissue  resembles  very  closely  the  un- 
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identified  tissue  found  in  both  gonads  of  the 
present  case. 

The  uterus  and  proximal  fallopian  tubes 
were  left  intact.  Whether  removal  of  these 
structures  might  have  revealed  any  ovarian 
tissue  cannot  be  stated. 

Brewer,  Jones,  and  Culver  stress  that  re- 
construction of  the  genitalia  in  pseudoherma- 
phrodites or  true  hermaphrodites  does  not 
include  castration.  However,  this  case  illus- 
trates the  difficulty  in  actual  diagnosis  with 
all  the  known  gonadal  tissue  available  for 
microscopic  examination.  Certainly  there 
would  have  been  considerable  doubt  had  only 
biopsy  specimens  been  taken.  Also,  in  adher- 
ing to  the  importance  of  leaving  adults  in 
their  psychological  rather  than  genetic  sex, 
castration  was  indicated. 

The  patient  is  unqestionably  more  of  a fe- 
male now,  and  a much  happier  one.  Follow- 
up studies  for  six  months  have  revealed  sat- 
isfactory progress  on  estrogen  therapy.  The 
patient  was  discharged  on  stilbesterol  3.0 
mg.  daily  and  kept  on  the  medication  for 
two  and  one-half  months.  During  this  time 
she  had  three  menstrual  periods,  the  last 
coming  22  days  after  the  preceding  one  and 
consisting  of  a moderately  heavy  flow  last- 
ing for  four  days.  Stilbesterol  was  then  ad- 
ministered for  ten  days  only,  during  the  ap- 
proximate middle  of  the  next  cycle,  and  the 
patient  had  a three  day  period  of  moderate 
flow  six  days  after  discontinuance  of  thera- 
py. Intermitent  therapy  has  been  continued 
since  then,  Estinyl  .05  mg.  twice  daily  for 
12  days  being  substituted  for  stilbesterol  be- 
cause of  nausea  with  the  latter.  She  has  had 
4 day  periods  of  good  flow  5 days  after  with- 
drawal of  Estinyl  each  time.  The  vagina  has 
been  gently  dilated  on  each  follow-up  visit,  and 
now  admits  two  fingers  with  some  difficulty. 
The  breasts  have  shown  mild  enlargement. 
The  significant  decrease  in  the  urinary  17- 
ketosteroids,  postoperatively,  indicates  the 
removal  of  considerable  androgenic  hormone, 
and  this  should  enhance  the  effectiveness  of 
the  estrogenic  therapy. 

The  short,  stocky  stature  and  webbed  neck 
of  Turner’s  syndrome,  or  ovarian  hypogona- 
dism with  plural  congenital  anomalies,  was 
noted  in  this  patient.  The  commonly  asso- 
ciated anomaly  with  cubitus  valgus  is  absent. 
Although  one  might  be  inclined  to  classify 
the  above-described  patient  under  this  syn- 
drome with  the  additional  anomaly  of  the 


genitalia,  the  finding  of  either  only  testicu- 
lar, or  predominately  testicular,  gonadal  tis- 
sue precludes  such  an  assumption.  However, 
this  body  build  is  not  specifically  associated 
with  intersexuality,  and  a possible  variation 
of  Turner’s  syndrome  is  to  be  considered. 

SUMMARY 

A case  of  hermaphroditism  is  presented  in 
a 30-year-old  person  who  had  always  lived  as 
a female.  The  external  genitalia  were  fem- 
inine but  included  a well-formed  phallus.  The 
duct  systems  were  Mullerian  with  an  infan- 
tile uterus  and  fallopian  tubes. 

Microscopic  examination  of  both  gonadal 
structures,  one  of  which  was  undeveloped 
grossly,  revealed  testicular  elements.  The 
exact  nature  of  certain  areas  of  tissue  in  both 
gonads  could  not  be  identified.  The  similar- 
ity of  this  tissue  with  that  reported  else- 
where and  interpreted  as  ovarian  is  noted. 

It  cannot  be  definitely  stated  whether  this 
is  a case  of  true  or  pseudohermaphroditism. 
However,  this  is  not  pertinent  to  the  treat- 
ment which  consisted  of  removal  of  the 
gonads,  amputation  of  the  phallus,  and  post- 
operative estrogenic  therapy. 

The  author  wishes  to  express  his  apprecia- 
tion to  Drs.  Seymour  F.  Wilhelm,  Attending 
Urological  Surgeon,  and  Morton  Vesell,  As- 
sociate Obstetrician  and  Gynecologist  (for 
Gynecological  Endocrinology),  for  their 
guidance  and  assistance  in  the  management 
of  this  case  and  to  Dr.  William  Antopol,  Di- 
rector of  Laboratories  and  Pathologist,  for 
his  generous  aid  in  the  histological  interpre- 
tation of  the  specimens. 
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THE  A.M  A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carrv  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6 Establishment  of  local  public  health  units 
and  service-*. 

7.  The  development  of  a p-oqram  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal aaencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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Organization  Section 

AMA  TO  SURVEY  POSTGRADUATE  MEDICAL 
EDUCATION— 

Since  keeping  abreast  of  the  latest  develop- 
ments in  medicine  is  essential  to  the  physi- 
cian who  wishes  to  bring  the  best  possible 
medical  care  to  his  patients,  the  AMA’s 
Council  on  Medical  Education  and  Hospitals 
currently  is  undertaking  an  extensive  sur- 
vey of  the  entire  problem  of  postgraduate 
education.  To  get  first-hand  information 
from  the  doctors  themselves,  the  Council  is 
distribuiting  questionnaires  to  about  18,000 
practicing  physicians  in  all  parts  of  the  coun- 
try. Doctors  are  asked  to  evaluate  the  va- 
rious methods  employed  to  keep  them  up-to- 
date  in  medicine  such  things  as  medical  pub- 
lications, medical  society  meetings,  post- 
graduate medical  school  courses  and  so  forth. 
This  study  should  result  in  an  extension  and 
improvement  of  the  ways  and  means  avail- 
able for  postgraduate  medical  education. 

AMEF  ’53  GOAL  IN  SIGHT— 

Nearing  its  1953  goal  of  one  million  dol- 
lars, the  American  Medical  Education  Foun- 
dation reported  that  donation  through  No- 
vember 1953  had  amounted  to  more  than 
$950,000  from  15,151  contributors.  These 
figures  have  already  established  a new  rec- 
ord. In  1951,  the  first  year  of  operation,  the 
Foundation  raised  $745,000  from  1,836  con- 
tributors and  last  year’s  receipts  totaled 
$906,533  from  7,259  donors.  In  reporting  the 
new  income  figures,  Dr.  Louis  H.  Bauer, 
Foundation  Vice  President,  pointed  out  that 
almost  every  state  and  local  committee  has 
stepped  up  activity  in  conjunction  with  the 
national  direct  mail  campaign  in  an  effort 
to  raise  additional  funds  for  the  country’s 
medical  schools. 


ACCIDENT  TOLL  HIGH  AMONG  THE  AGED 

Accidents  are  a major  threat  to  the  life  of  the 
aged,  outranking  every  other  cause  of  death  except 
the  cardiovascular  disease  and  cancer.  Of  the  100,- 
000  deaths  from  accidents  in  the  United  States 
annually,  about  25,000  occur  among  people  at  ages 
65  and  over.  These  elders  thus  contribute  one 
fourth  of  all  the  victims  of  fatal  accidental  injury, 
although  they  comprise  only  8 percent  of  the  total 
population.  As  the  chart  on  page  6 shows,  the  death 
rate  from  accidents  reaches  its  highest  level  at  ages 
65  and  over,  where  it  is  three  times  the  rate  at  ages 
45-64  and  seven  times  that  at  ages  1-14. 


22 


Nebraska  S.  M.  J. 


News  and  Views 


WORTHY  OF  YOUR  SUPPORT— 

The  estimated  cost  of  $7,500,000  for 
vaccine  validity  field  trials  combined 
with  an  estimated  expenditure  of  $19,- 
000,000  for  increased  supplies  of  gam- 
ma globulin  in  1954  places  an  additional 
heavy  load  on  the  National  Foundation 
for  Infantile  Paralysis  during  the  com- 
ing year. 

We  are  all  aware  of  the  fine  work  al- 
ready being  done  by  this  voluntary 
agency  in  the  field  of  patient  care,  pro- 
fessional education,  emergency  epidemic 
aid,  and  research  — all  with  voluntary 
contributions  from  the  American  peo- 
ple and  with  no  governmental  subsidies! 

Undoubtedly,  every  Nebraska  physi- 
cian will  want  to  encourage  substantial 
contributions  to  the  current  fund  appeal 
of  this  agency. 


FROM  THE  OMAHA  WORLD-HERALD  — 

Dr.  Robert  L.  Grissom,  Chicago,  has  been 
named  to  a full-time  associate  professorship 
in  the  Department  of  Internal  Medicine  at 
the  University  of  Nebraska  College  of  Medi- 
cine. The  selection  of  Dr.  Grissom  is  in 
line  with  the  college’s  six-million-dollar  ex- 
pansion program,  said  Dr.  J.  P.  Tollman, 
Dean  of  the  College.  Additional  appoint- 
ments will  be  made  “to  strengthen  and  am- 
plify programs  now  being  carried  out  by 
volunteer  and  part-time  faculty  members,” 
Doctor  Tollman  stated.  Also  approved  was 
the  appointment  of  Dr.  F.  Lowell  Dunn,  to  a 
five-thousand-dollar-a-year  job  as  head  of 
the  Medical  College’s  building  program. 

OGALLALA  NEWS— 

Dr.  E.  A.  Harvey,  Ogallala,  has  announced 
his  retirement  from  the  practice  of  medicine 
after  forty  years  of  active  practice.  Around 
the  1st  of  January  Dr.  and  Mrs.  Harvey  will 
move  to  New  Plymouth,  Idaho,  where  they 
will  make  their  home.  “The  climate  is  mild 
and  its  all  irrigated  country,”  said  Dr.  Har- 
vey. He  also  isn’t  overlooking  the  fact  that 
it  offers  ideal  fishing  and  hunting. 

Dr.  Harvey  first  practiced  in  the  small 
town  of  Ohiowa,  Nebraska  and  practiced 
many  years  at  Fairfield  before  coming  to 
Ogallala  in  1933.  Doctor  Harvey  pointed  out 


that  during  the  early  days  the  doctor  was 
expected  to  battle  through  mud,  snow,  and 
blizzards  several  miles  into  the  country  to 
aid  the  ill  and  injured. 

The  flu  days  of  1918  were  the  “worst 
thing”  he  encountered  during  his  career  as 
a general  practitioner,  Dr.  Harvey  said. 

Taking  over  Dr.  Harvey’s  practice  is  Dr. 
S.  L.  (Lee)  Larson,  a graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

FEDERAL  SCHOLARSHIPS  FOR  MEDICAL 
STUDENTS— 

For  months  the  Defense  Department  has 
been  working  on  proposed  legislation  to  pro- 
vide federal  scholarships  for  students  in  med- 
ical, dental,  nursing,  and  other  health  fields. 
This  legislation  is  now  at  the  stage  of  final 
checking  before  being  sent  to  the  Budget 
Bureau  for  approval.  The  objectives  are  to 
meet  armed  forces  needs  after  the  expiration 
of  “doctor  draft”  in  1955,  and  to  interest 
more  young  officers  in  regular  military  ca- 
reers. Essential  provisions  of  the  plan  are 
as  follows:  1.  Any  medical,  dental,  nursing, 
or  veterinary  student  accepting  a scholar- 
ship would  be  obligated  for  one  year  of  fed- 
eral service  for  each  scholarship  year;  2. 
payment  would  be  made  directly  to  the 
schools  for  tuition  and  other  incidentals,  and 
to  the  student  for  living  expenses;  3.  schol- 
arships, limited  to  four  years,  would  not  ap- 
ply to  preprofessional  training;  4.  deans 
would  make  recommendations,  but  final  se- 
lection would  be  by  the  Defense  Department. 

NEW  DRUG  TO  THIN  BRONCHIAL 
SECRETIONS— 

Many  of  you  probably  first  heard  of  this 
drug  through  the  Saturday  Evening  Post! 
Alevaire  is  said  to  contain  a “soapless  soap,” 
in  other  words  a wetting  agent,  which  quick- 
ly dissolves  thick,  tenacious  mucus  when  the 
solution  is  nebulized  and  inhaled.  It  is  said 
to  be  life-saving  in  neonatal  atelectasis, 
croup,  asthma,  bronchitis,  and  other  condi- 
tions often  associated  with  plugging  of  bron- 
chi by  tenacious  secretions,  and  consequent 
asphyxiation. 

ARE  INFLUENZA  PANDEMICS  BECOMING 
MORE  FREQUENT?— 

WHO  points  out  that  large  influenza  epi- 
demics have  tended  to  occur  at  intervals  of 
4 to  8 years,  with  less  important  outbreaks 
every  2 to  3 years.  The  fact  that  the  epi- 
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demies  of  1951  and  1953,  though  mild  and 
due  to  “A”  viruses,  spread  over  the  whole 
northern  hemisphere  and  could  be  called  pan- 
demics. This  raises  the  question  of  whether 
severe  or  extensive  epidemics  are  tending  to 
greater  frequency. 

CRUSHED  ICE  OFTEN  CONTAMINATED  BY 
COLIFORM  ORGANISMS— 

An  editorial  in  the  November  JAMA  cites 
the  frequent  contamination  of  crushed  ice 
by  all  sorts  of  bacteria,  but  very  often  by 
coliform  organisms.  Of  the  many  oppor- 
tunities for  contamination,  handling  by  those 
who  dispense  the  ice  is  most  frequent.  This 
source  of  human  disease  should  be  controlled, 
and  methods  to  accomplish  control  are  point- 
ed out. 

DOCTOR  DRAFT— 

Present  Defense  Department  planning  en- 
visions no  extension  of  doctor  draft  after 
July  1,  1955.  In  order  to  meet  the  present 
needs,  however,  Dr.  Howard  Rusk  suggests 
further  “belt-tightening”  by  further  reduc- 
ing the  physician-troop  ratio  from  3.2  to  2.9. 
Even  so,  about  1,250  doctors  in  Priority  III, 
in  their  early  30s  will  be  called  to  service  in 
the  late  summer.  Doctor  McCormick  be- 
lieves this  is  the  most  propitious  time  to  de- 
vise a program  that  will  clearly  eliminate 
any  further  need  for  doctor-drafting.  One 
of  his  suggestions  is  that  improved  utiliza- 
tion of  medical  personnel,  partly  by  elimina- 
tion of  non-professional  duties,  be  instituted. 

NEBRASKA  CHAPTER  OF  ACS  MEETING— 

The  Nebraska  chapter  of  the  American 
College  of  Surgeons  met  in  Grand  Island  at 
the  Veterans  Administration  Hospital  on 
Nov.  19th,  1953.  Talks  by  Don  Steenburg, 
Lowell  Dunn,  Earl  Leininger,  Clayton  An- 
drews, William  Sucha,  and  Burton  Bancroft, 
were  followed  by  a tour  of  the  hospital  and 
then  a steak  dinner  attended  by  members  and 
their  wives. 

“HAND  TALKING  CHART”— 

Dr.  Hamilton  Cameron  of  New  York  City, 
when  he  was  aphasic,  devised  twenty  hand 
signs  that  are  easily  taught  to  the  aphasic 
patient,  and  that  enable  the  victim  to  com- 
municate with  those  about  him.  A chart 
showing  these  hand-signs  and  how  to  teach 
them  may  be  obtained  free  of  charge,  by  ad- 
dressing Hamilton  Cameron,  M.D.,  601  West 
110th  Street,  Suite  3LL,  New  York  25,  N.Y. 


McCORMICK  CROWNED,  DRESSED,  AND 
COMMISSIONED— 

According  to  the  Secretary’s  Letter,  Presi- 
dent McCormick  recently  visited  Oklahoma 
City  where  an  elaborate  ceremony  was  ar- 
ranged by  the  Chamber  of  Commerce.  Chief 
Jasper  Saunkeah  of  the  “predatory  and 
blood-thirsty  tribe  of  Plains  Indians” 
crowned  the  president  and  named  him  Doy- 
Om-Keah-Kah-Ti-Kei  (Chief  Medicine  Man). 
The  Oklahoma  State  Medical  Association 
dressed  him  up  in  a pair  of  “fine  hand-tooled 
western  dress  boots.”  The  Governor  com- 
missioned him  a commodore  in  the  Oklahoma 
Navy.  The  communication  does  not  say  that 
he  had  cephalalgia  and  sore  feet  the  next 
morning. 

MORE  THAN  HALF  A MILLION  CHILDREN 
TO  RECEIVE  POLIO  VACCINE— 

More  than  200  counties  in  the  Nation  will 
be  the  locale  for  further  testing  of  new  polio 
vaccine  developed  by  Dr.  Jones  E.  Salk,  a re- 
search grantee  of  the  National  Foundation 
for  Infantile  Paralysis.  The  counties  select- 
ed will  be  determined  by  a number  of  factors 
including  high  incidence,  high  epidemic  rate, 
and  high  attack  rate  in  the  specific  group  se- 
lected for  testing,  during  the  past  five  years. 
Children  in  the  second  grade  will  be  given 
the  vaccine  while  those  in  the  first  and  third 
grades  will  form  the  control  series.  Admin- 
istration will  begin  early  in  the  year  and 
must  be  completed  before  June  1,  1954. 

PROBLEM  OF  OVERCHARGING  HIT— 

Overcharging  remains  one  of  the  four 
items  about  which  the  public  most  frequent- 
ly criticizes  the  medical  profession.  A few 
overcharges  cast  more  road-blocks  in  the  way 
of  good  public  relations  than  any  one  other 
complaint.  The  Hartford,  Conn.,  867-mem- 
ber medical  society  recently  did  something 
about  it,  by  passing  an  amendment  to  their 
by-laws  which  empowers  the  Committee  on 
Ethics  and  Deportment  to  hold  special  hear- 
ings and  determine  a fair  fee.  Failure  of  the 
member  to  abide  by  their  decision  constitutes 
grounds  for  preferring  charges  of  unprofes- 
sional conduct. 

LIFE  INSURANCE  MEDICAL  RESEARCH 
FUND— 

The  Life  Insurance  Medical  Research  Fund 
was  organized  in  1945  by  a group  of  United 
States  and  Canadian  life  insurance  compa- 
nies. One  hundred  and  forty-six  companies 
now  support  the  fund  and  contribute  an  an 
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nual  sum  in  proportion  to  the  volume  of  their 
business.  The  1952-1953  contributions  to- 
taled $814,311.  During  the  years  since  1945, 
grants  for  research  have  totaled  $5,501,297. 
These  grants  have  been  a powerful  stimulus 
to  the  study  of  cardiac  and  vascular  disease, 
the  disease-groups  that  constitute  the  point 
of  attack  by  the  donors  of  the  money.  In  all, 
1,100  articles  have  appeared  in  the  literature 
on  these  subjects,  contributed  by  grantees  of 
this  fund.  One  hundred  and  fifty  articles 
were  contributed  in  1953. 

CORONARY  OCCLUSION,  LONGEVITY,  AND 
ABILITY  TO  WORK— 

As  reported  in  its  Statistical  Bulletin  for 
October,  1953,  the  Metropolitan  Life  Insur- 
ance Company  studied  results  of  its  policy 
holders,  166  in  number,  who  were  admitted 
to  disability  because  of  coronary  thrombosis 
between  1934  and  1936.  At  the  end  of  fif- 
teen years,  approximately  35  per  cent  sur- 
vived. The  mortality  rate  during  the  first 
five  years  was  5%  the  normal,  but  had  fallen 
to  about  3 times  normal  during  the  third 
five-year  period.  All  of  these  men  were,  at 
first,  considered  to  be  totally  disabled,  yet 
during  the  first  five  years  about  one  sixth 
returned  to  work,  or  were  judged  able  to  do 
so  by  competent  medical  opinion.  Undoubt- 
edly a group  having  no  disability  payment 
coming  regularly  would  have  been  more  like- 
ly to  resume  work,  and  the  statistics  of  the 
insurance  company  are,  therefore,  conserva- 
tive. 

“FEDERAL  MEDDLING”  BLAMED  FOR  ENDING 
NEBRASKA’S  HEALTH  PLAN— 

“Basically,  the  Manion  Commission  is  at- 
tempting to  determine  if  there  aren’t  some 
areas  of  operations  where  the  work  would  be 
done  better,  and  perhaps  more  economically, 
if  the  federal  government  withdrew  and  left 
the  states  and  communities  in  charge.  It  is 
interesting  that  Nebraska  already  had  made 
one  decision  in  this  direction  without  help 
from  the  commission.  The  commission’s  sur- 
vey may  turn  up  a number  of  states  that  feel 
the  way  Nebraska  does  about  certain  federal 
programs  . . This  quotation  from  the 
AM  A Washington  Letter  of  Nov.  27  th,  refers 
to  testimony  before  the  commission  that 
Nebraska  has  “decided  to  leave  medical  care 
entirely  to  county  officials.” 

OMAHA  MID-WEST  ELECTS  OFFICERS 
FOR  NEW  YEAR— 

At  the  Annual  Dinner  and  Business  Meet- 


ing of  the  Omaha  Mid-West  Clinical  Society 
held  Monday,  December  14th,  Dr.  B.  Carl 
Russum  was  installed  as  President.  Newly 
elected  officers  are  Dr.  Friedrich  W.  Nie- 
haus,  President-Elect,  and  Dr.  Maurice  E. 
Grier,  member  of  the  Executive  Committee. 
Dr.  Payson  Adams  was  reappointed  Director 
of  Clinics.  Dr.  Louis  E.  Moon,  Secretary- 
Treasurer  and  Dr.  J.  D.  McCarthy,  Counselor 
carry  over  in  their  offices.  The  aforemen- 
tioned, along  with  Drs.  Herbert  H.  Davis, 
Donald  J.  Wilson  and  Arthur  J.  Offerman, 
will  make  up  the  Executive  Committee. 

Dr.  Herman  M.  Jahr  was  appointed  Editor 
of  the  Journal  of  the  Omaha  Mid-West  Clin- 
ical Society.  Others  on  the  Editorial  Board 
are  Drs.  R.  Russell  Best,  Maurice  E.  Grier 
and  Friedrich  W.  Niehaus. 

The  following  doctors  were  elected  chair- 
men of  the  various  specialty  sections  of  the 
society:  basic  sciences,  Harry  W.  McFad- 
den,  Jr.;  dermatology,  Zeno  N.  North;  gyne- 
cology and  obstetrics,  W.  Riley  Ivovar ; medi- 
cine, Joseph  A.  Pleiss  and  Robert  S.  Long; 
neoropsychiatry,  J.  Whitney  Kelley;  ophthal- 
mology and  otolaryngology,  Oscar  Carp;  or- 
thopedic surgery,  Herman  F.  Johnson ; pedi- 
atrics, Herman  M.  Jahr;  radiology,  Clyde  C. 
Hardy ; surgery,  Harry  H.  McCarthy  and 
Robert  C.  Thirien;  and  urology,  W.  Joseph 
McMartin. 

News  From  Our  Medical 
Schools 

UN  DOCTORS  UTILIZING  NEW  MEDIA  TO 
EDUCATE  STUDENTS 

Striving  to  keep  pace  with  rapidly  chang- 
ing trends  in  modern  medicine  and  medical 
teaching,  staff  members  of  the  University 
of  Nebraska  College  of  Medicine  in  Omaha 
have  turned  to  television  and  three-dimen- 
sional pictures  as  teaching  aids  for  under- 
graduate as  well  as  postgraduate  sessions. 

A television  camera  so  simple  that  it  can 
be  operated  by  a nurse  or  trained  technician 
may  prove  valuable  in  the  treatment,  re- 
search, and  teaching  areas  of  the  Nebraska 
Psychiatric  Institute,  now  under  construc- 
tion on  the  medical  campus. 

The  closed-circuit  telecasting  equipment 
got  its  first  tests  recently  at  the  College  of 
Medicine  by  Jesse  Crump,  research  engineer 
and  sophomore  medical  student,  and  Dr.  Cecil 
L.  Wittson,  Institute  Director.  According  to 
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Dr.  Wittson,  the  equipment  will  be  purchased 
for  the  new  Institute  if  the  present  tests 
prove  it  practical  in  medical  teaching  situa- 
tions. 

Weighing  less  than  five  pounds,  the  port- 
able camera  is  about  the  size  of  a home  movie 
camera  and  requires  only  one  person  to  oper- 
ate it.  There  is  a small  control  box  between 
the  camera  and  its  receiver,  an  ordinary 
home  television  set.  Reception  is  limited  to 
sets  within  the  Institute. 

“The  new  television  equipment  will  have 
its  greatest  benefit  in  treatment  and  ob- 
servation of  certain  types  of  mental  patients 
who  should  be  under  constant  watch,  but 
where  such  care  becomes  too  expensive  to  as- 
sign a private  nurse,”  Dr.  Wittson  says.  “A 
TV  receiver  can  be  set  up  near  the  nurse’s 
station,  where  she  can  watch  several  pa- 
tients at  a time.” 

“As  far  as  teaching  is  concerned,  students 
and  instructors  will  gather  before  the  receiv- 
ers to  observe  patients  who  often  are  too  ill 
to  be  brought  to  an  amphitheater  but  who 
are  suffering  from  a type  of  illness  the  stu- 
dent needs  most  to  see,”  comments  Dr.  Witt- 
son. 

The  equipment  originally  was  designed  for 
use  in  industry. 

Pioneers  in  three  - dimensional  medical 
teaching,  Drs.  Edwin  Davis,  Sr.,  and  Leroy 
W.  Lee,  had  two  machines  designed  and  con- 
structed by  Don  Bohlsen  of  the  cardiovas- 
cular lab  at  the  medical  college  for  three- 
dimensional  color  slides. 

Adapted  from  a simplified  version  used  at 
Iowa  University,  each  box  enables  Drs.  Lee 
and  Davis  to  show  eighteen  three-dimension- 
al color  slides  of  operations  or  other  urologi- 
cal procedures  to  students  and  other  groups 
during  teaching  sessions.  Using  two  boxes 
with  thirty-six  slides,  the  instructors  can  il- 
lustrate the  highlights  of  complete  opera- 
tions with  increased  detail  that  was  not  ob- 
tainable before  with  movies  or  regular  slides. 

Proof  of  the  acceptance  of  the  medical  pro- 
fession of  this  three-dimensional  teaching 
was  evident  at  the  recent  Omaha  Midwest 
Clinical  Meeting,  where  Drs.  Davis  and  Lee 
walked  off  with  the  blue  ribbon  (prime 
award)  for  excellence  of  presentation  of  a 
medical  subject. 

These  ventures  into  television  and  three- 
dimensional  slides  are  just  two  additional 
bits  of  evidence  that  University  faculty 


members  at  the  College  of  Medicine  are  mov- 
ing actively  toward  the  realization  of  a true 
medical  center  on  our  Omaha  campus  that 
will  provide  medical  services  to  the  people 
of  Nebraska  that  are  second  to  none  in  the 
nation. 

SELECTION  OF  FULL-TIME  STAFF  DOCTOR  IN 
LINE  WITH  EXPANSION  PROGRAM— 

Dr.  Robert  L.  Grissom,  of  Chicago,  recent- 
ly was  named  a full-time  Associate  Profes- 
sor in  the  Department  of  Internal  Medicine 
at  the  University  of  Nebraska  College  of 
Medicine.  Doctor  Grissom’s  selection  as  a 
full-time  staff  member  is  in  line  with  the 
College’s  six-million-dollar  expansion  p r o- 
gram.  Dr.  J.  Perry  Tollman,  Dean  of  the 
College  of  Medicine,  stated  that  additional 
appointments  will  be  made  “to  strengthen 
and  amplify  programs  now  being  carried  out 
by  volunteer  and  part-time  faculty  mem- 
bers.” 


DOCTOR  ROBERT  L.  GRISSOM 


Doctor  Grissom  will  aid  in  developing  the 
teaching  and  research  programs  now  under 
way.  His  special  field  includes  cardiology 
and  circulatory  disorders,  pulmonary  dis- 
eases, body  fluid  compartments,  radioactiv- 
ity, and  thyroid  diseases. 

Following  his  graduation  from  the  Uni- 
versity of  Illinois  College  of  Medicine,  Doctor 
Grissom  served  on  the  staffs  of  Presbyterian 
and  Research  and  Education  Hospitals  in 
Chicago. 
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Doctor  Grissom  is  a member  of  the  Central 
Clinical  Research  Club,  American  Federation 
of  Clinical  Research,  American  Heart  Asso- 
ciation, the  American  College  Physicians  As- 
sociation, and  the  Chicago  Society  of  Internal 
Medicine. 

NATIONAL  PHI  CHI  CONVENTION— 

The  thirty-third  grand  chapter  convention 
of  Phi  Chi  Medical  Fraternity  was  held  at 
the  Fontenelle  Hotel  in  Omaha,  December  27- 
30.  Host  chapters  were  Chi  Upsilon,  of 
Creighton  University  School  of  Medicine,  and 
Upsilon  Nu,  of  the  University  of  Nebraska 
College  of  Medicine.  Co-chairmen  for  the 
affair  were  Jay  J.  Carduff,  Creighton,  and 
Vernon  G.  Ward,  University  of  Nebraska; 
Alumni  Advisors  were  Dr.  Michael  J.  Carey 
and  Dr.  Leroy  W.  Lee. 

The  program  included  the  following  activ- 
ities : 

December  28 — “Omaha  Steak  Night”  at 
the  Union  Stockyards  Exchange,  featuring 
entertainment  by  “The  Kernels.” 

December  29 — Grand  Chapter  Banquet  in 
the  Ballroom  of  the  Fontenelle  Hotel.  Guest 
speaker  was  Mr.  George  Starr  Lasher,  of  the 
University  of  Ohio. 

December  30 — Grand  Ball  at  Peony  Park 
Ballroom.  Jimmy  Palmer  and  his  band  pro- 
vided the  music. 

In  addition  to  the  above  scheduled  events, 
meetings  and  sightseeing  filled  up  the  re- 
mainder of  the  three-day  conclave. 

Greetings  From  Our 
Past  Presidents 

Twenty-one  past  presidents  of  the  Nebras- 
ka State  Medical  xAssociation  are  living  at 
this  date.  One  of  them  held  the  office  of 
president  thirty-nine  years  ago.  There  is  a 
tendency  for  each  of  us  to  be  absorbed  in  the 
present,  and  to  forget  the  past.  Indeed,  this 
is  the  best  way  of  life,  yet  it  is  not  a bad  prac- 
tice to  review  the  past,  providing  we  do  not 
permit  ourselves  to  live  in  the  past.  Grace- 
ful aging  probably  depends  on  living  zestfully 
in  the  present  and  planning  fully  for  the  fu- 
ture, utilizing  the  past  for  what  it  is  worth 
in  experience.  Many,  if  not  all,  of  our  past 


presidents  are  following  this  pattern  in  grow- 
ing old  gracefully. 

The  twenty-one  men  who  constitute  our 
group  of  living  past  presidents  have  lived  a 
total  of  approximately  1,450  years,  and  have 
been  observing  and  participating  in  the  prac- 
tice of  medicine  for  nearly  1,000  years.  They 
must  have  accumulated  a vast  store  of  knowl- 
edge. They  undoubtedly  have  profited  by 
their  experiences  as  they  have  continued  to 
work  in  the  present  and  to  plan  for  the  fu- 
ture. They  have  seen  and  participated  in  a 
glorious  revolution  in  the  science  and  in  the 
practice  of  medicine— -a  revolution  that  still 
moves  ahead  with  ever  increasing  speed. 

With  these  thoughts  in  mind  we  communi- 
cated with  our  past  presidents,  and  invited 
them  to  write  to  their  colleagues  in  the  Ne- 
braska State  Medical  Association,  through  the 
pages  of  the  Journal.  It  was  suggested  that 
each  of  them  might  give  us,  also,  his  personal 
appraisal  of  the  changes  in  the  practice  of 
medicine  that  he  has  observed.  The  response 
to  this  invitation  has  been  encouraging,  al- 
though not  as  complete  as  was  anticipated.  It 
is  probable  that  others  will  write  us  during 
the  next  few  months. 

In  this  issue  we  will  print  the  list  of  past 
presidents  with  their  present  addresses,  and 
indicate  the  year  in  which  each  took  office 
as  president.  Following  this  we  will  print 
two  of  the  letters  that  have  come  to  the  edi- 
tor. It  would  be  a fine  gesture  in  human  re- 
lations if  those  who  read  these  letters  would 
find  the  time  to  write  a card  or  a letter  to 
each  of  these  men. 


E.  W.  Rowe,  Lincoln 1915 

H.  W.  Orr,  Lincoln 1920 

M.  S.  Moore,  5718  Hollywood  Blvd., 

Los  Angeles 1921 

Morris  Nielsen,  Blair 1924 

Palmer  Findley,  Omaha 1925 

K.  S.  J.  Hohlen,  Lincoln 1930 

Adolph  Sachs,  Omaha 1933 

Claude  A.  Selby,  Sinton,  Texas 1935 

George  W.  Covey,  Lincoln 1936 

Homer  Davis,  Genoa— 1938 

A.  L.  Miller,  3809  V St.,  S.E., 

Washington,  D.C.  1939 

Clayton  F.  Andrews,  Lincoln 1940 

F.  L.  Rogers,  Lincoln 1944 

Charles  McMartin,  Omaha 1945 

Earle  G.  Johnson,  Grand  Island 1946 

C.  E.  Charlton,  Norfolk 1947 

J.  E.  M.  Thomson,  Lincoln 1948 

J.  D.  McCarthy,  Omaha 1949 

C.  H.  Sheets,  Cozad 1950 

D.  B.  Steenburg,  Aurora 1951 

Harold  S.  Morgan,  Lincoln 1952 
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October  19,  1953 

Doctor  George  W.  Covey 
805  Sharp  Building 
Lincoln,  Nebraska 

Dear  Doctor  Csvey  : 

I am  indeed  sorry  that  there  has  been  such  a long 
delay  in  answering  your  good  letter  and  request 
for  an  expression  on  medical  practices  as  they  exist 
today  in  comparison  to  the  time  when  I served  as 
President  of  the  Nebraska  State  Medical  Associa- 
tion. 

I served  as  President  during  the  years  1939- 
1940.  Since  that  time  I have  been  a Member  in 
the  Congress  of  the  United  States.  I have  kept  an 
active  interest  in  the  affairs  of  medicine  and  have 
my  license  to  practice  in  the  District  of  Columbia, 
where  I have  the  privilege  of  attending  many  out- 
standing lectures  pertaining  to  medicine  and  sur- 
gery. 

Certainly,  medicine  and  surgery  have  been  an  im- 
portant part  of  the  great  parade  of  progress.  The 
antibiotics  and  new  drugs  have  revolutionized  the 
treatment  of  many  stubborn  diseases.  I am  con- 
vinced that  the  deep,  keen  research  now  being  car- 
ried on  will  bring  to  humanity  many  blessings  yet 
to  be  uncovered.  The  end  products  of  the  atomic 
bomb,  and  intensive  research  being  carried  on  to 
make  these  end  products  a blessing  instead  of  a 
curse  to  mankind,  will  all  be  unveiled  in  the  years 
ahead. 

I do  have  one  concern.  The  patient,  who  is  now 
aware  of  all  of  these  new  advances,  is  demanding 
that  the  medical  profession  be  ready  to  furnish  these 
new  ideas  to  either  prevent  or  cure  their  illnesses. 
The  patient  demands  more  and  more  and  the  cost 
of  medical  and  hospital  care  has  gone  up  beyond 
the  limit  of  their  ability  to  pay.  They’re  just  not 
able  to  meet  the  unusual  and  large  emergencies, 
which  sooner  or  later  seem  to  come  to  most  people. 

Since  my  term  as  President  of  the  State  Medical 
Association,  there  has  been  a great  upsurge  in  pre- 
paid medical  plans.  1 believe  they  are  now  being 
adjusted  to  a point  where  they  can  be  wholehearted- 
ly recommended  to  all  groups  of  people.  There  are 
plans  which  will  help  the  individual  meet  the  grave 
emergencies  of  life.  In  my  opinion,  these  plans 
should  be  promoted  by  the  medical  profession. 

I am  finishing  my  12th  year  in  Congress.  I have 
many  days  with  a nostalgic  feeling,  and  an  urge  to 
return  to  a busy  practice  of  medicine,  such  as  I had 
in  Kimball,  Nebraska.  There,  the  personal  contacts, 
the  little  intimacies,  the  knowledge  that  you  are  able 
to  do  something  constructive  for  individuals  which, 
if  done  in  the  proper  spirit,  places  a doctor  in  a small 
town  on  a pedestal,  which,  when  accompanied  with 
a humble  and  contrite  heart,  makes  the  physician’s 
position  in  society  an  enviable  one.  It  seems  during 
the  past  few  years,  physicians  are  losing  some  of 
that  respect  and  high  esteem  which  they  formerly 
held  in  many  communities.  It  is  to  be  regretted  that 
such  a loss  of  esteem  and  position  should  come  to 
members  of  a noble  profession.  Perhaps  we  as  in- 
dividuals are  at  fault. 

My  life  membership  in  the  American  College  of 
Surgeons  and  my  many  years  of  practice  will  make 
me  ever-mindful  of  the  problems  of  the  medical 
profession  and  the  huge  segments  of  society  which 
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must  have  the  physician’s  service.  I hope  we,  as  a 
profession,  will  not  lose  sight  of  these  finer,  intangi- 
ble things  of  life.  We  must  continue  to  be  a part 
of  a great,  marching  parade  of  humanity  and  work 
unceasingly  toward  the  goal  that  will  bring  health, 
contentment  and  prosperity  to  future  generations. 

With  kindest  personal  regards. 

Sincerely  yours, 

A.  L.  MILLER.  M.C., 

Fourth  District,  Nebraska 

September  25,  1953 

Dr.  G.  W.  Covey 
805  Sharp  Building 
Lincoln,  Nebraska' 

My  Dear  Dr.  Covey: 

Thank  you  very  much  for  the  invitation  to  say  a 
few  words  to  your  readers  from  the  point  of  view 
of  an  ex-president  of  the  Nebraska  State  Medical 
Association. 

Even  to  me,  it  seems  a bit  strange  that  I was 
Editor  of  the  Western  Medical  Review  at  “the  turn 
of  the  century”  and  president  of  the  Association 
more  than  thirty  years  ago.  At  that  time,  we  were 
just  out  of  World  War  I and  had  the  impression 
that  our  wars  were  over.  Although  much  has  gone 
wrong  with  our  Country,  and  with  international  af- 
fairs, since  then,  depression  (personal)  and  dis- 
couragement have  been  more  prevalent  I think  than 
they  should  have  been. 

Actually,  in  our  profession,  and  in  domestic  and 
social  affairs,  conditions  are  so  much  improved, 
that  we  may  well  spend  a good  deal  of  time  enjoying 
what  we  have,  and  watching  the  improvements  that 
are  developing  around  us. 

Several  years  ago,  I was  sitting  by  Dr.  “Will” 
Mayo  at  one  of  their  Wednesday  evening  Staff  meet- 
ings in  Rochester,  and  he  turned  to  me,  after  some 
of  the  reports  had  been  read,  and  said,  “Isn’t  it 
wonderful  what  these  boys  are  doing  nowadays.” 
This  was  a sentiment  in  which  I agreed  with  Dr. 
Mayo  at  the  time,  and  which  I have  expressed  many 
times  since.  The  younger  men  in  the  profession 
have  had  so  much  better  training  than  we  had,  and 
have  mastered  so  many  methods,  for  the  benefit  of 
patients,  that  were  entirely  unknown  to  us,  that  re- 
sults in  both  medicine  and  surgery  are  vastly  better 
than  fifty  years  ago. 

Having  known  all  of  the  men  in  the  Nebraska  pro- 
fession for  all  these  years,  I cannot  concede  that 
the  spirit  of  the  doctors  of  today  has  gained  as  much. 
It  will  still  do  our  younger  men  no  harm  to  read 
the  records  of  service,  to  patients  and  to  the  profes- 
sion, by  such  ex-presidents  of  the  Nebraska  Associa- 
tion as  von  Mansfelde,  Gifford,  Jonas,  Davis  and 
others  of  Omaha,  Mitchell  and  Rowe  of  Lincoln, 
Livingstone  of  Plattsmouth,  Long  of  Madison, 
Salter  of  Norfolk,  teachers  like  Lord,  Bridges, 
Brown,  Cutter,  and  Crammer,  and  the  early  efforts 
of  Simmons  who  founded  the  Western  Medical  Re- 
view, and  became  Editor  of  the  Journal, of  the  Amer- 
ican Medical  Association,  A.  L.  Muirhead  of  Omaha 
and  Tyler  with  the  First  History  of  Medicine  in  Ne- 
braska on  behalf  of  Medical  journalism  in  this  area. 
If  our  members  of  the  present  day  will  keep  up  the 
work,  as  many  of  them  are,  and  keep  a watchful  eye 
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on  the  welfare  of  their  patient  (as  most  of  them 
also  are  doing),  the  profession  will  regain,  and  re- 
tain, some  of  the  prestige  that  has  either  been  lost, 
or,  by  fair  means  or  foul,  taken  away  from  us. 

In  a word,  I find  the  present  time  so  much  better 
than  it  was,  that  I am  most  grateful  for  having 
“endured”  to  enjoy  it. 

Very  truly  yours, 

H.  WINNETT  ORR,  M.D. 

Announcements 

CHEST  SURGEONS  ANNOUNCE  REGIONAL 
PG  COURSES— 

The  American  College  of  Chest  Surgeons, 
in  cooperation  with  state  chapters,  local  hos- 
pitals and  medical  schools,  will  sponsor  the 
Second  Regional  Postgraduate  Course  on  dis- 
eases of  the  chest  in  New  Orleans,  Febr.  15- 
19,  1954,  and  the  Seventh  Annual  Postgradu- 
ate Course  to  be  held  at  the  Bellevue-Strat- 
forcl  Hotel,  Philadelphia,  March  15-19,  1954. 
Tuition  for  each  course  is  seventy-five  dol- 
lars. Further  information  obtainable  from 
Executive  Director,  ACCP,  112  East  Chest- 
nut St.,  Chicago  11,  111. 

MEDICAL  PROFESSION  INVITED  TO  ACS 
REGIONAL  MEETINGS— 

The  American  College  of  Surgeons  invite 
the  profession  at  large  to  attend  any  of  the 
six  Sectional  Meetings  to  be  held  at  various 
cities  in  the  United  States,  as  well  as  in  Mon- 
treal, Quebec  and  London,  England.  Each 
sectional  meeting  will  present  speakers  of 
national  and  international  renown,  and  will 
cover  a great  variety  of  subjects.  The  places 
and  dates  of  these  meetings  are  as  follows: 
Charlotte,  North  Carolina,  Febr.  1-3;  Reno, 
Nevada,  Febr.  25-26;  Omaha,  Nebraska, 
March  1-4 ; French  Lick  Springs,  Indiana, 
March  15-17 ; Montreal,  Quebec,  March  31- 
April  2;  and  London,  England,  May  17-19. 
Fur  further  information,  address  H.  P.  Saun- 
ders, M.D.,  American  College  of  Surgeons,  40 
East  Erie  St.,  Chicago  11,  ill. 

DOCTORS  IN  ALCOHOL  ANONYMOUS 
WILL  MEET— 

Fifth  Annual  International  Group  of  Doc- 
tors in  Alcoholic  Anonymous,  Mayflower  Ho- 
tel, Akron,  Ohio,  May'l4,  15  and  16,  1954. 
For  information  and  reservations  address: 
Doctors,  Mayflower  Hotel,  Akron,  Ohio. 

NEBRASKA  FORMULARY  PLAN  GETS 
NATIONAL  ACCLAIM— 

The  New  York  State  Pharmaceutical  As- 


sociation has  just  announced  that  the  Formu- 
lary plan  of  the  Nebraska  State  Medical  As- 
sociation has  received  national  recognition. 
Daniel  F.  Moravec,  Chief  Pharmacist,  Lin- 
coln General  Hospital,  who  submitted  the 
plan,  has  been  selected  as  the  winner  of  the 
first  prize,  a cash  award  of  $500.00,  in  a na- 
tion-wide contest  to  determine  ways  and 
means  of  overcoming  the  economic  problems 
resulting  from  the  widespread  duplication  of 
medicinal  products  manufactured  and  sold 
under  trade  names.  The  winners  were  an- 
nounced recently  at  a meeting  held  at  the 
New  York  Academy  of  Medicine.  The  com- 
petition was  open  to  everyone  for  the  purpose 
of  “encouraging  thought  and  action”  in  deal- 
ing with  duplication.  The  Executive  Com- 
mittee of  the  New  York  Pharmaceutical  As- 
sociation pointed  out  that  they  were  seeking 
a program  which  would  strike  at  the  basic 
prob’em  which  was  described  as  “the  eco- 
nomically unsound  practice  of  marketing  du- 
plicate items.”  According  to  the  rules  of  the 
contest,  the  entries  were  required  to  be  legal 
in  concept  under  existing  federal  laws,  or  at 
least  not  requiring  the  enactment  of  new 
legislation  of  doubtful  constitutionality, 
should  avoid  anything  which  might  suggest 
boycotting  methods  or  procedures  and  should 
be  practical  in  nature  and  not  visionary. 

The  winning  program,  submitted  by  Mr. 
Moravic,  is  the  Formulary  Plan  of  the  Ne- 
braska State  Medical  Association,  and  pub- 
lished under  the  supervision  of  the  Commit- 
tee on  Uniform  Fee  Schedule  and  Advisory  to 
Governmental  Agencies,  of  the  association. 
It  has  been  approved  by  Nebraska  Pharma- 
ceutical Association.  This  formularly  has 
been  made  available  to  all  physicians  and 
pharmacists  in  Nebraska  for  use  on  a volun- 
tary basis.  It  is  also  being  used  by  the  state 
institutions  and  the  Public  Assistance  Pro- 
gram, all  under  the  State  Board  of  Control. 
An  increasing  number  of  hospitals  are  using 
this  formulary. 

MISSISSIPPI  VALLEY  1954  ESSAY  CONTEST— 

The  Mississippi  Valley  Medical  Society 
again  offers  a cash  prize  of  $100.00,  a gold 
medal,  and  a certificate  of  award  for  the  best 
unpublished  essay  on  any  subject  of  general 
medical  interest,  and  of  practical  value  to 
the  general  practitioner.  Contestants  must 
be  citizens  of  the  U.S.,  and  members  of  the 
AMA.  The  winner  may  read  his  paper  be- 
fore the  annual  meeting  of  the  M.V.M.S.  to 
be  held  in  Chicago,  Sept.  23-24,  1954.  The 
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essay  becomes  the  property  of  the  M.V.M.S. 
For  further  important  details,  write  Harold 
Swanberg,  M.D.,  Secretary,  Mississippi  Val- 
ley Medical  Society,  209-224  W.C.U.  Building, 
Quincy,  111. 

Human  Interest  Tales 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  William  M.  Fitch,  Albion,  has  resumed  his 
practice  of  medicine  after  being  discharged  from 
the  Marine  Corps. 

Dr.  Leo  Anderson,  Omaha,  has  opened  his  medical 
office  in  York. 

Dr.  James  T.  Googe,  Lincoln,  director  of  the  City- 
County  Health  Department  attended  the  recent  inter- 
national  convention  of  the  American  Public  Health 
Association  in  New  York  City. 

Dr.  James  P.  Tollman,  Dean  of  the  University  of 
Nebraska  College  of  Medicine,  spoke  on  the  subject 
“Public  Health  Needs  of  Nebraska”  at  the  annual 
convention  of  the  Nebraska  Public  Health  Associa- 
tion in  November  in  Lincoln. 

Dr.  C.  J.  Miller,  Ord,  is  back  at  work  following  a 
recent  illness. 

Dr.  Sanford  O.  Staley,  Kearney,  gave  a talk  on 
“Making  Life  Longer  and  Better”  at  a meeting  of 
the  Kearney  Woman’s  Club  recently. 

Dr.  Ben  Bishop,  Crawford,  was  in  charge  of  the 
clinic  which  gave  immunization  shots  to  all  school 
age  children  in  Harrison. 

Free  smallpox  vaccinations  were  offered  to  all 
school  age  children  in  Hastings,  Dr.  G.  L.  Pinney 
was  in  charge  of  the  program. 

Dr.  Edward  E.  Houfek,  a former  Schuyler  resident, 
is  now  associated  with  Drs.  G.  A.  Young,  K.  S. 
Wigton  and  J.  A.  Aita  of  Omaha. 

Dr.  Harold  S.  Morgan,  Lincoln,  was  recently 
named  a fellow  in  the  American  Association  of  Ob- 
stetricians, Gynecologists  and  Abdominal  Surgeons. 

Dr.  Ed  Riddell,  Scottsbluff,  will  give  immuniza- 
tion shots  to  children  in  the  Scottsbluff  public 
schools  during  the  immunization  program. 

Dr.  C.  A.  Tompkins,  Omaha,  was  the  speaker  at 
the  fall  Sunday  School  Teachers  Institute  of  Greater 
Omaha,  held  recently  at  Murdock. 

Dr.  W.  0.  Brown,  Scottsbluff,  gave  a talk  on  the 
history  of  pathology  at  a recent  meeting  of  the  Cos- 
mopolitan club  in  that  city. 

Dr.  William  Gentry,  Gering,  presented  a talk  on 
polio  at  a meeting  of  the  Gering  West  Ward  Parent 
Teachers  Association  recently. 

Dr.  Z.  E.  Matheny,  Lincoln,  estimated  a loss  of 
$3,000  from  a fire  which  started  in  a business  estab- 
lishment below  the  doctor’s  office. 

The  Nebraska  chapter  of  the  American  College 
of  Surgeons  met  at  the  Veterans  Hospital  in  Grand 
Island,  November  19,  for  their  annual  fall  session. 

Dr.  Frank  Tanner,  Lincoln,  presented  a talk  on 
the  value  of  autopsy  at  a recent  meeting  of  the  Lin- 
coln Exchange  Club. 


Dr.  S.  I.  Feunning,  Director  of  the  Student  Health 
Service  of  the  University  of  Nebraska,  Lincoln, 
spoke  at  a meeting  of  the  Ainsworth  Pai'ent  Teach- 
ers Association  recently. 

Dr.  Charles  W.  McLaughlin,  Jr.,  Omaha,  is  one 
of  242  editors  of  a new  book  on  medical  information 
which  is  an  encyclopedia  of  medicine  for  the  layman. 

The  Last  Man’s  Club  made  up  of  fourteen  doctors 
who  returned  to  Lincoln  after  World  War  I,  had 
their  yearly  meeting  on  Armistice  Day.  This  group 
meets  each  year  at  this  time  and  prior  to  a luncheon, 
place  wreaths  on  the  graves  of  the  deceased  mem- 
bers. Members  of  the  club  are:  Drs.  George  Walker, 
A.  D.  Munger,  H.  W.  Orr,  George  W.  Covey,  J.  E. 
M.  Thomson,  H.  E.  Flansburg,  E.  W.  Rowe,  C.  C. 
Hickman  and  J.  J.  Hompes  all  of  Lincoln. 

Dr.  D-  B.  Foote,  Hastings,  recently  received  his 
certification  to  the  American  Board  of  Otolaryn- 
gology. 

Dr.  Fred  W.  Harb  is  now  practicing  in  Cairo. 

Dr.  C.  F.  Heider  and  Dr.  Max  Raines  were  in 
charge  of  arrangements  for  the  one  day  refresher 
course  for  doctors  from  North  Platte  and  surround- 
ing territories  recently.  The  program  was  spon- 
sored by  the  University  of  Nebraska  College  of 
Medicine  Alumna  Association. 

Dr.  A.  D.  Munger,  Lincoln,  has  been  hospitalized 
following  a heart  attack  during  the  middle  of  No- 
vember. 

Dr.  D.  P.  McCleery,  Beatrice,  has  moved  to  Tucson, 
Arizona. 

Dr.  Raymond  W.  Jensen  is  now  associated  with 
the  Beatrice  Medical  Group.  Dr.  Jensen  is  a grad- 
uate of  the  University  of  Nebraska  College  of  Medi- 
cine. 

Deaths 

Harry  A.  Scott,  M.D.,  Lincoln.  Doctor  Scott  died 
suddenly  of  a cardiac  condition,  while  attending  a 
meeting  of  County  Service  Officers  in  the  Senate 
chamber  at  the  capitol,  the  afternoon  of  Nov.  12, 
1953.  He  was  the  manager  of  the  Veterans  Hos- 
pital at  Lincoln,  a position  he  had  held  since  1946. 
He  had  been  on  the  staff  of  that  hospital  since 
1931.  Doctor  Scott  is  survived  by  his  wife,  Gladys, 
a daughter,  Barbara,  of  Jacksonville,  Florida,  and 
two  grandchildren. 

Guy  W.  Clark,  M.I).,  Bertrand.  Doctor  Clark  died 
at  the  hospital  in  Holdrege  on  October  27,  1953,  at 
the  age  of  eighty.  He  was  a native  Nebraskan  and 
had  practiced  medicine  in  Bertrand  since  1919.  He 
is  survived  by  his  wife,  Rena;  two  daughters,  Mrs. 
Jack  Haggstrom  of  Portland,  and  Mrs.  Henry  Stone- 
street  of  Santa  Ana,  Calif.;  two  sons,,  Harold  of 
Elwood  and  L.  B.  of  Kansas  City;  a brother  and  a 
sister. 

A.  David  Cloyd,  M.D.,  Omaha.  Doctor  Cloyd,  who 
had  practiced  medicine  in  Omaha,  the  city  of  his 
birth,  for  more  than  twenty-five  years,  died  in  an 
Omaha  hospital  on  Nov.  9,  1953.  Doctor  Cloyd  was 
a graduate  of  the  University  of  Nebraska  College,  of 
Medicine  and  was  an  associate  professor  of  medicine 
on  the  faculty  of  the  College.  He  is  survived  by  his 
wife,  two  sons,  and  a daughter,  all  of  Omaha. 
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Robert  Baker,  M.D.,  Livermore,  Calif.  Doctor 
Baker  previously  practiced  medicine  in  Benkelman, 
Nebraska,  and  was  a member  of  Southwest  Nebras- 
ka County  Medical  Society.  He  died  on  November 
4,  1953  at  Livermore,  at  the  age  of  thirty-two  years. 
He  is  survived  by  his  wife  and  three  children. 

0.  V.  Calhoun,  M.D.,  Lincoln.  Doctor  Calhoun 
died,  after  an  illness  of  only  a few  hours,  on  the  eve- 
ning of  Monday,  November  2,  1953.  He  was  fifty- 
two  years  old.  The  doctor  graduated  from  Western 
Reserve  University  from  which  he  received  his  med- 
ical degree  in  1932.  He  began  his  practice  in  Lin- 
coln in  1934,  and  had  been  here  continuously  ex- 
cepting the  years  of  service  in  the  U.S.  Navy  during 
World  War  II.  Those  surviving  Doctor  Calhoun  are 
his  wife,  Marjorie;  a son,  David;  two  daughters, 
Jane  Ann  and  Mary  Lou;  his  mother,  and  three 
brothers. 

Know  Your 
Blue  Shield  Plan 

DOCTOR  . . . Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 

A supply  of  new  medical  report  forms  for  use  in 
reporting  all  Blue  Shield  cases  after  January  1 was 
sent  last  month  to  all  physicians.  Doctors  are  re- 
quested to  destroy  all  of  the  old  type  forms  they 
had  on  hand  January  1.  The  new  forms  are  readily 
distinguishable  because  they  list  the  subscriber’s 
name  as  the  first  item.  Other  changes  in  the  form 
relate  mainly  to  the  coding  of  reports  in  the  Blue 
Shield  office,  and  will  result  in  faster,  more  eco- 
nomical processing  of  cases. 

When  patients  ask  your  advice  as  to  what  health 
coverage  they  should  buy,  these  four  features  of  Blue 
Cross-Blue  Shield  should  be  mentioned: 

1.  Non-profit  operation  enables  these  Plans  to 
pay  a high  per  cent  of  income  in  benefits. 

2.  Members  may  keep  their  protection  after  age 
65,  or  if  they  leave  a group. 

3.  All  eligible  family  dependents  are  entitled  to 
equal  benefits. 

4.  Benefits  are  paid  promptly,  with  a minimum 
of  red  tape. 


payments  is  the  lack  of  information  as  to  the  pa- 
tient’s age.  Benefits  are  provided  for  dependent 
children  between  the  ages  of  three  months  and 
nineteen  years,  and  if  the  age  is  not  shown  on  the 
report,  eligibility  for  benefits  cannot  be  determined. 
Age  of  patient  is  needed  also  for  compiling  neces- 
sary actuarial  statistics.  It  is  suggested  that  doc- 
tors check  all  reports  carefully  before  submitting 
them,  making  sure  that  all  items  are  filled  in. 

Nearly  200  secretaries  and  office  assistants  of 
Omaha  doctors  were  guests  at  two  dinner  meetings 
co-sponsored  by  the  Nebraska  Blue  Cross-Blue 
Shield  Plans  and  the  Omaha-Douglas  County  Medi- 
cal Society.  The  meetings  were  held  November  11 
and  18  at  the  Omaha  Athletic  Club.  Speakers  rep- 
resenting the  sponsoring  organizations  presented 
information  about  prepayment  health  care  plans 
and  discussed  the  role  of  doctors’  office  personnel  in 
medical  public  relations.  Plans  are  being  made  to 
hold  similar  meetings  in  several  cities  over  the  state. 

The  Woman's  Auxiliary 

HAPPY  NEW  YEAR!! 

May  the  new  year  bring  new  hope,  new 
energy  and  new  ambition  to  the  growth  of 
the  Nebraska  State  Medical  Auxiliary.  As 
always,  there  is  the  need  for  improvement 
as  shown  by  comparative  progress  in  other 
states. 

The  December  National  Bulletin  was  the 
Chicago  Conference  number.  Reading  it 
carefully  can  give  you  the  same  information 
which  those  in  attendance  received.  But  the 
inspiration  and  “lift”  which  we  received 
through  association  with  the  many  wonderful 
women  dwiwn  to  the  conference  prompt  me 
to  express  my  gratitude  to  the  membership 
in  Nebraska  for  financing  the  state  presi- 
dent’s attendance  there. 

It  is  a valuable  and  enriching  experience — 
one  that  each  of  you  could  aspire  to  have.  It 
is  one  of  the  rewarding  experiences  for  the 
years  of  service  you  give,  first  to  your  local 
auxiliary,  and  then  to  the  state  board. 


REMINDER:  Blue  Shield  payments  can  be  made 
to  the  doctor  only  if  the  assignment  form  on  the 
medical  report  is  signed  by  the  subscriber.  When 
the  assignment  is  not  filled  out,  Blue  Shield  is  re- 
quired by  the  Department  of  Insurance  to  make  the 
payment  to  the  subscriber. 

Following  negotiations  between  Swift  and  Com- 
pany management  and  unions,  Nebraska  Blue  Cross- 
Blue  Shield  Plans  were  selected  to  provide  the  spe- 
cial hospital-medical-surgical  coverage  for  the  pack- 
ing company’s  eligible  employees  in  Nebraska.  Ap- 
proximately 2,600  Swift  and  Company  employees 
and  their  dependents  are  entitled  to  the  expanded 
benefits  which  became  effective  December  1. 

One  of  the  main  causes  of  delays  in  Blue  Shield 


Mrs.  George  Turner,  chairman  of  the  con- 
ference, said  it  was  the  occasion  for  the  ex- 
change of  our  dreams.  Mrs.  Schaefer,  Presi- 
dent of  the  Auxiliary  to  the  American  Medi- 
cal Association,  reported  a long  list  of  na- 
tional meetings,  conferences,  and  committee 
appointments  which  she  has  attended.  She 
was  so  right  when  she  said,  “He  who  would 
leave  footprints  in  the  sands  of  time  must 
wear  work  shoes.” 

MRS.  JAMES  P.  DONELAN. 

Legislation  soon  to  come  before  Congress  and  of 
special  interest  to  the  medical  profession  was  dis- 
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cussed  at  the  November  meeting  of  the  Adams 
County  Medical  Society  Auxiliary. 

Mrs.  O.  A.  Kostal  presided  at  the  session  which 
followed  a joint  dinner  of  the  Auxiliary  and  the 
Medical  Society  at  the  Hastings  State  Hospital. 

Mrs.  E.  C.  Foote  reported  on  progress  of  the  Mary 
Lanning  Memorial  Hospital  Auxiliary  which  was 
sponsored  by  the  Medical  Society  Auxiliary. 

Dr.  John  Aita  was  guest  speaker  for  the  Decem- 
ber meeting  of  the  Omaha-Douglas  County  Medical 
Society  Woman’s  Auxiliary  luncheon  held  at  the 
Athletic  Club. 

Dr.  Aita  is  associate  professor  of  neurology  and 
psychiatry  at  the  University  of  Nebraska  College 
of  Medicine. 

Members  of  the  Holt  County  Medical  Society, 
including  guests  from  some  other  counties,  held  their 
quarterly  meeting  and  had  dinner  at  the  Humphreys 
Grill  in  Atkinson. 

Dr.  Payson  Adams  of  Omaha  addressed  the  group 
on  “Acute  Injuries  to  the  Kidneys.” 

Wives  of  the  doctors  were  guests  of  the  society 
at  the  dinner,  and  enjoyed  a social  hour  during  the 
business  meeting. 

The  Scottsbluff  Medical  Auxiliary  were  sponsor's 
of  a book  review  given  by  Mrs.  Max  Gentry  of  Ger- 
ing. 


Mrs.  Gentry  reviewed  the  historical  novel  “De- 
siree” which  has  been  at  the  top  of  the  best  seller 
list  for  months,  in  three  languages. 

To  promote  its  project  of  Nurse  Recruitment,  the 
Lancaster  County  Medical  Auxiliary . will  entertain 
at  a series  of  teas  throughout  the  winter.  The  first 
tea  was  held  at  the  Orthopedic  Hospital  Nurses’ 
home  in  November. 

Special  guests  at  the  tea  were  40  members  of  the 
Future  Nurses  Club  of  Lincoln  High  School,  and 
present  to  assist  the  auxiliary  members  as  hostesses 
were  two  student  nurses  from  each  hospital  in  the 
city,  Miss  Delphine  Jewell,  president  of  the  Student 
Nurses  Association,  and  Mrs.  Dell  Watson,  president 
of  District  No.  3 of  the  Nebraska  State  Nurses  As- 
sociation. 

Mi’s.  Fritz  Teal  was  chairman  of  the  tea  commit- 
tee assisted  by  Mrs.  John  Brown,  Mrs.  Lee  Stover 
and  Mrs.  R.  E.  Garlinghouse. 

Mrs.  K.  S.  J.  Hohlen  was  program  chairman  for 
the  November  tea. 

Doctors’  Wives’  Club  of  Omaha  met  for  luncheon 
on  December  8th  at  the  home  of  Mrs.  Gerald  O’Neil. 
Seventy-five  members  attended  the  Christmas  party. 

Mrs.  O’Neil  was  assisted  by  Mrs.  W.  A.  Muehlig, 
co-chairman  and  Mmes.  C.  H.  Newell,  William  Krou- 
pa,  J.  Calvin  Davis,  J.  J.  O’Heam,  E.  L.  MacQuid- 
dy,  Werner  P.  Jensen,  Francis  I.  Simonds,  David 
Findley  and  Richard  H.  Young. 
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Johnson,  Mi’s.  Rodney  K. 
Lynn,  Mrs.  V.  S. 
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Tuberculosis  Abstracts 

THE  AGE  RELATIONSHIP  OF  CASES  OF 
PULMONARY  TUBERCULOSIS  AND 
THEIR  ASSOCIATES 

The  most  significant  recent  trend  in  the  epi- 
demiology of  tuberculosis  is  the  degree  to  which 
the  disease  is  affecting  older  people,  particularly 
older  men.  In  1932,  37  per  cent  of  the  deaths  from 
pulmonary  tuberculosis  in  New  York  City  occurred 
in  individuals  45  years  and  over,  and  78  per  cent 
of  these  deaths  were  among  males.  At  this  time 


only  one-quarter  of  the  newly  reported  cases  of  pul- 
monary tuberculosis  developed  in  this  age  group, 
and  less  than  one-fifth  among  older  men. 

By  1950,  less  than  20  years  later,  the  proportion 
of  new  cases  and  deaths  from  pulmonary  tuber- 
culosis occurring  in  persons  45  and  over  had  doubled. 
More  than  65  per  cent  of  the  residents  of  New  York 
City  who  died  of  the  disease  were  45  and  over,  and 
men  were  responsible  for  85  per  cent  of  these 
deaths.  Similarly,  almost  half  of  the  newly  reported 
cases  of  pulmonary  tuberculosis  were  now  found  in 
people  45  and  over,  and  males  in  this  age  group  con- 
tributed 36  per  cent  of  all  new  cases. 
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During  this  same  period  a sharp  decline  in  the 
per  centage  of  children  reacting  to  the  tuberculin 
test  was  noted.  The  mortality  from  all  forms  of 
tuberculosis  in  persons  under  10  years  of  age 
reached  an  all-time  low.  A major  factor  in  these 
reductions  was  undoubtedly  the  decrease  in  tuber- 
culous  infection  in  the  community.  This  decline 
can  be  attributed  to  the  presence  of  fewer  com- 
municable cases  of  the  disease,  their  more  effective 
isolation,  and  the  increased  resistance  of  exposed  in- 
dividuals resulting  from  their  improved  standard  of 
living.  In  addition,  another  possible  explanation  of 
the  much  sharper  decline  in  tuberculous  infection 
in  childhood  presents  itself.  Could  fewer  children 
under  10  have  been  exposed  to  household  infection 
during  recent  years  because  source  cases  were  older 
and  less  likely  to  have  younger  children  living  with 
them  ? 

To  test  this  hypothesis  a study  of  the  households 
of  persons  with  pulmonary  tuberculosis  first  re- 
ported in  1950  was  undertaken.  Only  male  index 
cases  were  included,  since  it  had  been  demonstrated 
that  the  postponement  of  the  age  of  peak  morbidity 
and  mortality  from  tuberculosis  was  due  primarily 
to  the  shift  toward  the  older  ages  in  males.  A sam- 
ple of  778  cases  was  selected  at  random  from  the 
total  of  3,467  men  more  than  25  years  old  with  pul- 
monary tuberculosis  reported  for  the  first  time  in 
1950.  The  results  may  be  summarized  as  follows: 

1.  Study  of  representative  samples  of  the  house- 
holds of  males  25-44  years  of  age  with  pulmonary 
tuberculosis  and  those  45  and  over,  reported  in  New 
York  City  in  1950,  reveals  characteristic  variations 
in  their  composition. 

2.  Older  individuals  with  tuberculosis  have  fewer 
household  members,  and  their  associates  are  less 
frequently  under  10  years  of  age,  than  younger 
persons  with  the  disease. 

3.  These  differences  may  have  been  a major 
factor  in  the  relatively  greater  reduction  in  tuber- 
culous infection,  morbidity,  and  mortality  in  child- 
hood over  the  past  20  years. 

4.  This  factor  may  contribute  materially  to  the 
rapid  rise  in  the  incidence  of  tuberculosis  which 
occurs  in  adolescents  and  young  adults. 

The  observations  show  some  of  the  effects  pro- 
duced by  the  shift  in  tuberculosis  morbidity  to  the 
older  ages,  particularly  in  men.  As  previously  men- 
tioned, the  proportion  of  new  cases  reported  in 
males  45  and  over  has  doubled  in  less  than  a gen- 
eration. Not  only  is  pulmonary  tuberculosis  more 
frequent  in  older  men,  but  it  is  also  in  a more  ad- 
vanced stage  at  the  time  of  discovery.  Fifty-six  per 
cent  of  males  45  and  over,  compared  with  less  than 
40  per  cent  of  men  25-44,  newly  reported  as  tubercu- 
lous in  New  York  City  in  1950,  had  far  advanced  dis- 
ease at  the  time  of  report.  The  difference  in  the 
number  of  associates  exposed  to  massive  infection 
in  the  household  of  the  two  groups  was  even 
greater. 

As  a result  of  these  differences  the  risk  of  tuber- 
culous infection  in  certain  segments  of  the  popula- 
tion has  been  materially  altered.  The  danger  of  con- 
tagion has  become  greater  for  the  associates  of 
older  patients,  and  less  for  the  associates  of  younger 
patients  of  tuberculosis.  This  statement  applies 


particularly  to  the  immediate  households  of  tuber- 
culous individuals.  Study  of  such  households  show 
that  they  vary  in  several  important  respects.  Par- 
ents and  siblings  make  up  a larger  proportion  of 
the  associates  of  male  patients,  25-44  years  of  age, 
than  of  the  associates  of  older  men  with  the  dis- 
ease. Descendants  of  all  ages  are  somewhat  more 
frequently  present  in  the  homes  of  patients  45  and 
over.  On  the  other  hand,  if  consideration  is  given 
to  the  size  of  the  household,  a different  picture  is 
presented.  Two-thirds  of  the  older  men  with  tuber- 
culosis are  without  household  associates,  or  list  only 
one,  presumably  a spouse.  By  contrast,  53  per  cent 
of  the  younger  patients  have  no,  or  only  one,  house- 
hold contact.  The  sample  studied  contains  an  aver- 
age of  1.9  household  associates  for  each  male  patient 
with  tuberculosis  under  45,  and  1.4  household  asso- 
ciates for  each  45  and  over  at  time  of  report. 

The  aspect  of  the  subject  of  greatest  interest 
is  the  age  of  the  associates  in  relationship  to  the 
age  of  the  index  case.  Comparison  of  the  house- 
holds of  the  two  groups  of  patients  indicates  a 
marked  concentration  of  young  children  in  the 
homes  of  younger  men  with  tuberculosis.  When 
marital  partners  are  excluded,  more  than  37  per 
cent  of  the  associates  of  the  younger  group  are 
under  10  years  of  age,  which  is  more  than  twice 
the  proportion  of  children  found  among  the  asso- 
ciates of  males  45  and  over.  Individuals  between 
10  and  34  form  a significantly  greater  part  of  the 
households  of  older  patients,  primarily  as  a result 
of  the  large  number  of  15-to-24-year  olds  included 
among  them.  The  same  trends,  with  minor  varia- 
tions, characterize  the  age  distribution  of  male  and 
female  household  members  considered  separately. 

The  implications  of  these  findings  in  the  epi- 
demiology of  tuberculosis  are  far-reaching.  There 
is  general  agreement  that  the  level  of  tuberculosis 
infection  in  the  community  has  become  lower  dur- 
ing the  past  20  years  as  a result  of  the  reduction 
in  the  number  of  communicable  cases.  A more 
rapid  decrease  in  the  extent  of  the  tuberculosis 
problem  in  children  has  also  been  noted,  but  no 
adequate  explanation  for  it  has  been  advanced. 
This  study  would  suggest  that  the  relationship  be- 
tween the  age  of  household  associates  and  tuber- 
culosis may  be  the  major  factor  responsible. 

It  has  been  demonstrated  that  a selective  reduc- 
tion in  the  opportunities  for  exposure  of  young 
children  accompanies  the  aging  of  the  tuberculosis 
population.  Its  superimposition  on  the  universal 
drop  in  infection  could  readily  account  for  the 
phenomenal  recent  decline  in  the  percentage  of 
tuberculin  reactors  under  10  years  of  age.  The 
same  influence  would  also  lead  to  a relatively  in- 
creased risk  from  tuberculosis  among  adolescents 
and  young  adults.  Having  escaped  contact  with 
the  tubercle  bacillus  in  childhood,  they  would  be 
more  apt  to  encounter  it  for  the  first  time  between 
10  and  34.  The  sharp  rise  in  the  incidence  of  new 
cases  characteristic  of  this  age  group  may  well 
be  a reflection  of  the  greater  morbidity  which  fol- 
lows the  resulting  primary  infections. in  adult  life. 
There  is  reason  to  believe  that  the  relationship  be- 
tween the  age  of  associates  and  tuberculosis  will 
be  a factor  of  growing  importance  in  tuberculosis. 

— By  Arthur  B.  Robins,  M.D.,  American  Journal  of  Public 
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“LADY  LUCK”  FORMULA  AIDED 
IN  MANY  MEDICAL  ADVANCES 

An  alert  mind,  coupled  at  times  with  chance, 
accident  or  error,  often  equals  what  some  people 
refer  to  as  “Lady  Luck.” 

This  “Lady  Luck”  formula  has  played  a prom- 
inent role  in  many  of  the  great  advances  of  medi- 
cine, some  of  which  were  recounted  by  Dr.  H.  E. 
Kleinschmidt,  Manhasset,  N.  Y.,  in  the  current  To- 
day’s Health  magazine,  published  by  the  American 
Medical  Association. 

The  stethoscope,  for  instance,  was  invented  in 
1816  by  a young  French  physician,  Rene  Theophile 
Hyacinthe  Laennec,  after  he  chanced  to  observe  a 
group  of  young  boys  playing  in  a lumber  pile. 
One  of  the  boys  would  tap  lightly  with  his  finger- 
tips at  one  end  of  a long  plank  while  the  others 
would  press  their  ears  to  the  opposite  end  and 
listen  to  the  tapping  coming  clearly  through  the 
board.  Laennec  hurried  to  the  hospital,  rolled  a 
paper-backed  book  into  a tube,  pressed  the  tube 
to  a patient’s  chest,  and  clearly  and  crisply  heard 
the  heart  beat. 

Chance  also  played  a role  in  bringing  to  the 
medical  profession  the  valuable  technique  known 
as  “thumping  the  chest.”  Leopold  Auenbrugger,  a 
Viennese  physician,  wondered  one  day  if  he  could 
obtain  different  sounds  from  the  human  chest  by 
tapping  it  as  his  innkeeper  father  tapped  the  wine 
casks  to  determine  how  much  wine  was  left  in  the 
casks.  Dr.  Auenbrugger  was  able  to  recognize  the 
different  characteristic  sounds  produced  by  various 
conditions  of  the  chest. 

The  invention  of  the  x-ray  machine  is  another 
valuable  diagnostic  aid  which  occurred  through 
astute  observation  of  an  incident  of  chance.  The 
discoverer,  Wilhelm  Roentgen,  was  experimenting 
with  a sort  of  a light  bulb,  known  as  Crookes’  tube, 
in  a light-proof  box  when  he  happened  to  observe 
a screen  in  the  room  glowing.  The  screen  was 
made  of  a sensitive  fluorescent  substance  that 
glowed  when  the  slightest  beam  of  light  struck  it. 
Roentgen  could  think  of  no  answer  for  this  phenom- 
enon other  than  that  the  Crookes’  tube  gave  off 
rays  through  the  box  that  caused  this  to  happen. 
He  later  found  that  these  rays  also  would  affect 
a photographic  plate  and  make  a shadow  picture 
of  the  solid  objects  penetrated. 

Ephedrine,  a valuable  drug  used  by  doctors  to 
shrink  the  mucous  membranes  of  the  air  passages 
when  they  are  swollen  and  cause  stuffiness,  is 
a product  of  China  and  “Lady  Luck.”  Used  for 
centuries  in  China,  the  drug  was  brought  to  the 
attention  of  Western  medicine  by  a Chinese  lab- 
oratory assistant  following  his  visit  to  an  uncle 
who  operated  a Chinese  apothecary  shop.  During 
an  animal  experimentation  in  the  United  States, 
Dr.  Carl  F.  Schmidt  and  his  Chinese  assistant,  Dr. 
Chen,  used  the  drug  to  revive  an  animal  which  was 
dying.  Further  experiments  led  to  the  refinement 
of  this  respiratory  stimulant. 

In  bacteriology  there  are  many  examples  of  how 
the  prepared  mind  takes  advantage  of  accidental 
happenings,  Dr.  Kleinschmidt  pointed  out  in  the 
article.  A classic  example  may  be  drawn  from 
the  experience  of  Louis  Pasteur,  father  of  bac- 


teriology. One  day  while  working  on  chicken 
cholera,  Pasteur  accidentally  used  old  cultures  of 
the  cholera  instead  of  fresh  ones  and  found  that 
chickens  injected  with  the  old  cultures  became  ill 
but  did  not  die  as  expected.  Upon  infection  later 
with  virulent  cholera  germs,  they  did  not  even  get 
sick.  Further  experiments  established  the  principle 
which  now  protects  us  from  a number  of  deadly 
diseases  — vaccination. 

Robert  Koch,  discoverer  of  the  tubercle  bacillus, 
discovered  how  more  clearly  to  stain  bacilli  as  a 
result  of  accidentally  leaving  a slide  containing 
the  bacilli  and  a dye  on  a warm  stove  over  night. 
The  next  morning,  upon  looking  at  the  slide,  he 
could  see  the  bacilli  more  clearly. 

A more  recent  example  of  how  “Lady  Luck”  and 
an  alert  mind  have  worked  together  for  the  bene- 
fit of  mankind  is  the  story  of  how  Sir  Alexander 
Fleming  discovered  penicillin.  While  working  on 
some  bacteria  cultures  he  noted  they  had  become 
“contaminated”  with  a mold  which  destroyed  the 
bacteria.  Intensive  study  as  to  why  this  occurred 
led  to  the  discovery  that  penicillin  is  an  antagonist 
of  many  disease  germs  in  the  body. 

Still  another  modern-day  example  is  the  story 
of  Selman  Waksman’s  discovery  of  streptomycin. 
In  1915,  while  working  as  an  agricultural  chemist, 
he  accidentally  discovered  a fungus  that  destroyed 
the  tubercle  bacillus.  It  turned  out,  however,  that 
this  fungus  was  a deadly  poison  for  animals.  For 
28  years,  Waksman  and  his  helpers  worked  to 
develop  a strain  that  could  be  used  safely. 

“Today  most  research  work  is  organized,”  Dr. 
Kleinschmidt  concluded.  “A  goal  is  set  and  each 
worker  is  given  a specific  problem  to  solve.  The 
day  of  the  spectacular  lone  eagle  is  past.  Group 
thinking  and  experimentation  and  coordination 
bring  substantial  results.  The  true  research  worker 
keeps  doggedly  to  the  main  road.  But  he  has  one 
ear  always  cocked  to  the  call  of  ‘Lady  Luck,’  who 
may  pop  but  of  any  unexpected  byway.” 


MALARIA 

Malaria  has  been  considered  a disease  of  prime 
military  importance  in  almost  every  campaign  the 
Army  has  fought.  It  has  been  considered  as  such 
in  Korea,  but  developments  in  recent  malaria  re- 
search have  eliminated  the  disease  as  one  which 
renders  combat  soldiers  ineffective. 

Two  new  drugs,  developed  by  the  Army  Medical 
Service  after  World  War  II,  when  atabrine  and 
quinine  were  used  as  supperssants,  are  now  in 
routine  use.  Chloroquine  is  now  the  drug  of  choice 
as  the  suppressant  and  primaquine  as  a cure. 

There  is  a noteworthy  difference  between  sup- 
pressants of  today  and  those  of  World  War  II. 
Atabrine  usually  caused  a sallow  hue  to  the  body 
and  often  was  responsible  for  nausea,  cramps  in 
the  abdomen,  diarrhea  and  headaches.  Similarly, 
quinine  often  caused  ringing  in  the  ears,  dizziness 
and  deafness  in  the  patient.  To  be  effective,  both 
suppressants  had  to  be  administered  daily.  Chloro- 
quine, on  the  other  hand,  has  none  of  the  untoward 
effects  of  atabrine  or  quinine  and  as  an  effective 
malaria  suppressant  has  to  be  administered  only 
once  a week. 
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During  World  War  II,  there  was  no  actual  cure 
for  malaria.  Now,  the  Medical  Service  is  making 
use  of  primaquine  which  attacks  and  kills  the  ma- 
laria infection  in  the  tissue  stage.  It  is  given  daily 
for  fourteen  days  to  all  troops  returning  to  the 
United  States  by  surface  transport,  whether  or  not 
they  have  shown  symptoms  of  malaria  infection. 

During  the  first  days  of  the  Korean  campaign 
malaria  rates  were  relatively  high  but  they  declined 
steadily  to  2 cases  per  thousand  strength  in  No- 
vember as  cooler  weather  set  in. 

The  peak  malaria  rate  for  1951  was  set  at  18 
per  thousand  strength  per  year  reported  during 
July.  This  decline  in  peak  rates  was  caused  by  the 
brevity  of  the  1951  season,  the  improved  tactical 
situation  and  supply  lines  and  the  ability  of  the 
Medical  Service  to  apply  standard  control  measures. 

During  1952  the  rate  for  malaria  attacks  rose  to 
a high  of  34.7  per  thousand  strength  per  year  in 
June.  This  increase,  however,  stems  from  the  re- 
assignment of  two  divisions  from  Korea  to  Japan 
during  the  year.  It  must  be  remembered  that 
troops  returning  to  the  United  States  were  given 
primaquine  while  those  who  were  transferred  from 
Korea  to  Japan  were  not.  Also,  all  cases  which 
developed  after  the  transfer  of  the  troops  were 
charged  back  to  the  Korea  rate.  This  transfer 
had  the  effect  of  retaining  in  the  Far  East  during 
1952  a larger  reservoir  of  individuals  who  had  been 
exposed  to  malaria  than  had  been  the  case  during 
1951  when  ti’oops  were  generally  returned  to  the 
United  States. 

The  rate  of  recurrence  of  malaria  in  the  United 
States  among  returnees  has  been  very  slight.  This 
is  due  primarily  to  the  use  of  primaquine,  which 
is  administered  daily  aboard  ship  on  the  return  trip 
to  the  United  States.  Similarly,  the  rate  of  in- 
cidence in  Korea  has  been  much  less  than  dui'ing 
World  War  II  because  of  chloroquine,  which  is 
administered  weekly  to  all  troops. 

Compared  to  Woi’ld  War  II  rates  of  incidence, 
the  Korean  rate  of  10.07  per  thousand  strength  from 
July  1950  through  29  April  1953,  which  includes 
both  new  cases  and  readmissions,  has  been  slight 
as  against  the  World  War  II  rate  in  the  China- 
Burma-India  Theater  of  102  per  thousand  strength. 


YOU  CAN’T  ESCAPE  TENSION 
BUT  YOU  CAN  MINIMIZE  IT 

Today’s  living  makes  tension  unavoidable  — but 
you  can  learn  how  to  deal  with  it. 

“Mankind  is  ti’oubled  by  disorder  within  and  dis- 
sension without,”  according  to  Dr.  Joseph  L.  Fet- 
terman,  Cleveland.  “Inner  frailties  and  extexmal 
exposures,  human  and  natural,  and  the  fears  that 
accompany  them,  lead  to  all  manner  of  tensions. 
They  affect  not  merely  thinking,  but  all  emotional 
and  bodily  processes  as  well. 

“Thoughts  revolve  in  a whirlpool  of  worry.  Phys- 
ical symptoms  become  manifest:  the  heart  may 

beat  faster,  the  muscles  become  tense  and  tremu- 
lous.  Once  initiated,  such  tension  may  grow  fi'om 
its  own  momentum.  Indigestion,  irritability,  weak- 
ness, pains,  tightness  may  be  felt.” 

Yet  it  is  usually  possible  to  prevent  tension  or 


to  immunize  oneself  so  as  to  cope  wtih  ti'oubles 
with  minimum  discomfort,  Dr.  Fetterman  wrote  in 
the  current  Todays’  Health  magazine,  published 
by  the  American  Medical  Association,  adding: 

“To  begin  with,  the  person  who  follows  a health 
routine  of  work,  exercise,  rest  and  nutritious  food 
is  more  apt  to  remain  composed  in  times  of  stress. 
Secondly,  one  must  learn  to  avoid  situations  which 
ai’e  charged  with  fear.  Everyone  is  allergic  to 
specific  situations,  and  should  try  to  avoid  them.” 

Because  prevention  of  tension  is  not  always  feas- 
ible and  there  ai’e  situations  one  cannot  escape,  a 
person  is  compelled  to  find  means  of  relaxation. 
The  roads  to  relaxation  ai’e  many  and  each  person 
should  select  those  which  are  suitable  to  his  make- 
up, physique,  intei’est  and  opportunity,  according 
to  Dr.  Fetterman.  Ways  to  relax  include: 

1.  Muscular  ease  — The  physical  comfort  of 
muscular  ease  can  initiate  a temporary  feeling  of 
well-being.  Complete  physical  and  mental  l’est  is 
the  first  road  to  relaxation. 

2.  Water  treatment  — Mankind  loves  the  water 
and  can  find  relaxation,  rest  and  refreshment  from 
it. 

3.  Exei'cise — Physical  activtiy,  whether  work  or 
play  and  sometimes  of  a strenuous  degree,  may 
alone  provide  escape  from  tension. 

4.  Hobbies  — As  it  is  not  always  possible  for 
a person  to  participate  actively  in  exercise  or  hai’d 
physical  work,  hobbies  offer  a wide  variety  of 
ways  to  relax. 

5.  Entertainment  — When  conditions  of  health 
and  climate  pi'eclude  active  pai’ticipation,  enter- 
tainment such  as  that  pi’ovided  by  movies,  tele- 
vision, concerts  or  the  theater  relieve  tension. 

6.  A change  of  scenei’y  — It  is  often  advisable 
to  get  physically  away  from  the  annoyances  of 
everyday  living,  the  routine  and  the  harshness  that 
surround  one,  the  demands  of  the  family,  the  jang- 
ling of  the  telephone,  and  the  ever-recurring  prob- 
lems. 

7.  Reading  and  music  — For  most  people,  read- 
ing and  music  ai’e  inviting  pathways  to  relaxation 
and  are  relatively  inexpensive  of  time  and  energy. 

8.  Fraternization — The  tenseness  one  feels  when 
alone  may  vanish  when  he  or  she  participates  in  a 
group. 

9.  Chemical  aids  — When  efforts  of  relaxation 
fail,  a physician  may  prescribe  a sedative  to  be 
taken  at  the  necessary  time. 

10.  Psychologic  aids  — In  certain  instances  re- 
laxation cannot  be  achieved  by  physical  measures 
alone  and  will  require  psychological  techniques. 

1.  Professional  assistance  — When  the  degree 
of  tension  and  its  persistence  are  beyond  self-help, 
it  becomes  necessary  to  rely  on  the  assistance  of 
those  professionally  trained  and  experienced. 

12.  Psychiatric  help  — When  the  tension  arises 
from  causes  not  easily  relieved  by  the  family  physi- 
cian, specialized  psychiatric  care  is  in  order. 
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FOR  RENT  — Physician’s  residential  office. 
New  building,  air  conditioned,  private  entrance,  re- 
ception, alcove,  three  examining  rooms,  laboratory 
and  private  office.  Write  Drs.  Seberg  & Seberg, 
515  West  9th  Street,  Hastings,  Nebraska. 


ANNOUNCEMENT  — Orthopedic  Appliance, 
Brace  and  Shoe  Shop,  Henry  J.  Stoehr,  in  charge, 
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ods. Our  hours  are  from  8 to  5,  except  that  the 
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(2)  ACMI  Examining  Gastroscope,  minimal  use, 
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State  Medical  Association,  1315  Sharp  Building, 
Lincoln,  Nebraska. 


FOR  SALE  — 2 walnut  and  glass  panels,  45-in. 
x 63-in.  each,  for  enclosing  secretary’s  desk.  Also 
Cambridge  Electrocardiograph  1947  Model.  All  in 
excellent  condition.  Write  Dr.  Arthur  M.  Greene, 
918  Medical  Arts  Building,  Omaha,  Nebraska. 
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32-102— ANTI-RHo  (ANTI-D)  TYPING  SERUM. 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM. 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 
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POSTGRADUATE  COURSES 

in 

Physical  Diagnosis  and 
Auscultation  of  the  Heart 

March  22,  23,  24  and  25 

GUEST  INSTRUCTORS 

ERNEST  CRAIGE,  M.D.,  University  of  North  Carolina. 
J.  WILLIS  HURST,  M.D.,  Emory  University. 

GORDON  S.  MYERS.  M.D.,  and  three  additional  staff 
members,  Cardiac  Laboratory,  Massachusetts  General 
Hospital. 


PERIPHERAL  BLOOD  AND  BONE  MARROW 
STUDIES  (Laboratory  Course)— March  11-12 

Under  the  personal  direction  of  Sloan  J.  Wilson, 
M.D.,  Associate  Professor  of  Medicine  and 
Hematologist  to  the  University  of  Kansas  Med- 
ical Center. 

ADDITIONAL  COURSES 

RADIOLOGY— 3 days,  February  15  to  17 
PEDIATRICS-3  days,  March  15  to  17 


For  program  announcement  and  information,  write: 

Extension  Program  in  Medicine 

University  of  Kansas  School  of  Medicine 

Kansas  City  12,  Kansas 


•REPRINTS: 

of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints— write 
us  for  prices. 


The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms  - Quality 
Printing  at  the  Right  Price 

Norfolk,  Nebraska 


United  Cerebral  Palsy  allotted  research  and  train- 
ing' grants  totaling  $392,874  during  the  twelve 
months  ending  September  30,  Leonard  H.  Golden- 
son,  UCP  president  and  president  of  American 
Broadcasting-Paramount  Theaters,  Inc.,  announced 
in  his  annual  report  which  has  just  been  made  pub- 
lic. 

Mr.  Goldenson  stated  that  research  grants  totaled 
$254,940,  a 69  per  cent  increase  over  the  previous 
year.  Speaking  of  the  importance  of  research,  Mr. 
Goldenson  said:  “The  eventual  conquest  of  cerebral 

palsy  will  come  in  the  same  manner  that  has  proved 
successful  with  other  health  foes  — through  organ- 
ized research.  Only  through  research  can  we  dis- 
cover the  basic  causes,  better  methods  or  techniques 
of  treatment,  and  above  all,  possible  means  of  pre- 
vention.” 

BOVINE  BRUCELLOSIS  VACCINE 
CAUSES  INFECTION  IN  HUMANS 
The  first  definite  proof  that  direct  contact  with 
the  vaccine  used  to  immunize  cattle  against  brucel- 
losis can  cause  human  brucellosis  (undulant  fever) 
was  reported  in  an  article  and  an  editorial  in  the 
November  28  Journal  of  the  American  Medical  As- 
sociation. 

SENSITIVITY  TO  PENICILLIN 
COUNTERACTED  BY  ANTIHISTAMINES 
Use  of  an  antihistamine  in  conjunction  with  pen 
icillin  in  a penicillin-sensitive  patient  may  permit 
the  patient  to  receive  full  benefit  from  the  drug 
without  danger  of  severe  reactions,  according  to  Dr. 
C.  A.  Beck,  Chicago. 


PALLIATION  IN  LIVER  CANCER 

The  first  palliative  treatment  in  patients  with  ad- 
vanced liver  cancer,  previously  regarded  as  “hope- 
less,” has  been  reported  from  the  Memorial  Center 
for  Cancer  in  New  York.  A group  of  physicians, 
using  large  amounts  of  x-ray  delivered  directly  to 
the  liver,  have  reported  improvement  in  liver  func- 
tion, temporary  relief  of  pain,  abdominal  distention, 
nausea,  weakness,  fever,  and  loss  of  appetite.  In 
some  instances,  abnormally  large  livers  were  re- 
duced in  size  and  the  patients  showed  a gain  in 
weight.  Improvement  lasted  from  two  to  seven 
months.  Since  no  evidence  of  damage  to  normal 
liver  tissue  resulted  from  even  the  highest  dose  I 
of  x-rays,  these  studies  may  prove  that  patients 
with  advanced  cancer  involving  the  liver  may  now 
be  regarded  as  amendable  to  palliative  therapy. 
(From  the  Cancer  Bulletin,  Sept. -Oct.,  1953.) 

Among  patients  admitted  to  general  hospitals, 
the  prevalence  of  definite  and  suspected  tuberculosis 
and  of  probably  active  tuberculosis  is  twice  as  high 
as  among  individuals  X-rayed  in  mass  surveys. 
Thus  14  (1.4  per  cent)  of  every  1,000  patients 
show  on  admission  X-ray  the  presence  of  definite 
or  suspected  tuberculosis  as  against  seven  for  every 
1,000  in  mass  surveys.  Two  of  every  1,000  X-rayed 
on  admission  to  general  hospitals  show  probably  ac- 
tive tuberculosis  as  against  one  for  mass  surveys. 
(N.Y.S.  Dept,  of  Health,  Div.  of  TB  Control,  1952 
Annual  Report.) 
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Nebraska  State  Medical  Association  Officers  and  Committees 

OFFICERS  BOARD  OF  TRUSTEES 


James  F.  Kelly,  Omaha President 

Earl  F.  Leininger,  McCook President-Elect 

Wm.  M.  McGrath,  Grand  Island Vice  President 
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L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 

Neil  J.  Everitt,  Chm Omaha 

G.  P.  Charlton Hastings 

J.  J.  Freymann Omaha 

J.  T.  Hanna Scottsbluff 

J.  P.  Redgwick Omaha 

Hospital  and 
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Howard  B.  Hunt,  Chm Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

J.  P.  Tollman Omaha 

Insurance 
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L.  T.  Heywood Omaha 
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George  Stewart Norfolk 
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George  Salter,  Chm Norfolk 

Forrest  Rose Lincoln 

W.  E.  Wright Creighton 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

C,  H.  Sheets Cozad 

E.  F.  Leininger McCook 

Floyd  L.  Rogers Lincoln 

Henry  J.  Lehnhoff Omaha 

Earle  G.  Johnson Grand  Island 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


E.  B.  Reed,  Chm Lincoln 

J.  S.  Broz — Alliance 

M.  C.  Howard Omaha 

Wm.  L.  Rumbolz Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Walter  Benthack Wayne 

Morris  Nielsen Blair 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm Fremont 

John  Brush Omaha 

Frank  Tanner Lincoln 

Public  Relations 

Leroy  W.  Lee,  Chm Omaha 

H.  F.  Elias Beatrice 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Kenneth  D.  Rose Lincoln 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

R.  E.  Penry Hebron 

Walter  Reiner Holdrege 

Scientific  Assembly 

W.  W.  Waddell,  Chm Beatrice 

T.  T.  Smith Omaha 

A.  C.  Johnson Omaha 

Horace  V.  Munger Lincoln 

Lee  Stover  Lincoln 

R.  B.  Adams Lincoln 

Speakers  Bureau 
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John  E.  Courtney Omaha 
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R.  O.  Garlinghouse Lincoln 
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United  Health  Fund 

James  F.  Kelly,  Chm Omaha 
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RESEARCH 
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M.  C.  Howard,  Chm Omaha 
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F.  L.  Dunn Omaha 
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John  T.  McGreer,  Jr Lincoln 
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C.  Thompson,  Chm. Omaha 

Fred  W.  Niehaus Omaha 
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Fracture 

Stanley  M.  Bach,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

E.  J.  Kirk,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

L.  S.  McGoogan,  Chm. Omaha 

Hamilton  H.  Morrow Fremont 

S.  L.  Wolters Lincoln 

Menial  Hygiene 

Robert  S.  Wigton,  Chm.-_Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Polio  Coordinating  (Interim) 

Harold  N.  Neu,  Chm Omaha 

F.  G.  Gillick Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

E.  W.  Hancock Lincoln 

Wm.  Gentry Gering 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

S.  I.  Fuenning Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Mui-phy,  Chm Omaha 

Arthur  Anderson  _! Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

0.  J.  Cameron,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company, 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties:  Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties: 
Burt,  Washington.  Dodge,  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties:  Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman.  Howard.  Dawson.  Buf- 
falo, Grant,  Hooker,  Thomas. 
Blaine,  Wheeler.  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn.  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix. -Dak. -Th. -Wayne  (4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (17) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Fillmore 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11)  — 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11)- 

Madison  Six  (4)- 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebraska  (10) 

Thayer  (7) 

Washington  (5^ 

Webster  (10) 

York  (6) 


PRESIDENT  SECRETARY 

H.  J.  O’Donnell,  Ingleside C.  L.  Kleager,  Hastings 

W.  J.  Reeder,  Cedar  Rapids Roy  J.  Smith,  Alhion 

W‘.  L.  Howell,  Hyannis J.  Wendell  Ford,  Hemingford 

R.  O.  Johnson,  Kearney R.  D.  Johnson.  Kearney 

L.  Morrow,  Tekamah J.  G.  Allen,  Tekamah 

L.  J.  Ekeler;  David  City D.  E.  Burdick,  David  City 

L.  Kunkel,  Weeping  Water Howard  Liston.  Elmwood 

R.  P.  Carroll,  Laurel D.  O.  Craig.  Winside 

R.  B.  Rundquist,  Chappel James  Thayer,  Sidney 

Wm.  Berrick,  Edgar.. H.  V.  Nuss,  Sutton 

. L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

P.  H.  J.  Carothers,  Broken  Bow__Theo.  Koefoot,  Jr.,  Broken  Bow 

S.  H.  Perry,  Gothenburg- M.  J.  Ayres,  Gothenburg 

Charlotte  Seivers,  Fremont C.  C.  Nelson,  Fremont 

C.  F.  Ashby,  Geneva V.  V.  Smrha,  Milligan 

Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 
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EVACUATION  AND  MOBILE  ARMY 
SURGICAL  HOSPITAL 

While  the  saving  of  a great  many  lives  can  be 
attributed  to  the  increased  administration  of  whole 
blood,  two  other  factors  have  also  helped  immeas- 
urably — rapid  air  evacuation  and  the  Mobile  Army 
Surgical  Hospital. 

During  the  three  years  of  the  Korean  campaign, 
both  helicopters  and  large  transport-ambulance 
planes  have  played  an  extremely  important  role. 

The  little  helicopter,  capable  of  carrying  two 
litter  patients  and  one  patient  in  a sitting  position 
at  a time,  can  go  as  far  forward  as  a battalion 
aid  station  and  at  times  even  farther,  pick  up 
severely  wounded  soldiers  and  quickly  fly  them  to 
a hospital  near  the  front  lines.  Without  them,  a 
long  and  ofttimes  fatal  litter  haul  would  be  neces- 
sary. 

The  confidence  that  the  Medical  Service  has  in 
its  helicopters  is  attested  to  by  the  recent  organ- 
ization of  an  Aviation  Section  in  the  Medical  Plans 
and  Operations  Division  of  the  Office  of  The  Sur- 
geon General.  One  of  their  first  tasks  was  the 
formulation  of  the  helicopter  ambulance  detach- 
ment and  the  integration  of  helicopter  pilots  into 
the  Medical  Service  Corps.  Just  recently,  the  first 
group  of  Medical  Service  Corps  officers  was  grad- 
uated from  the  helicopter  pilot  school  at  Ft.  Sill, 
Oklahoma,  and  assigned  to  the  first  medical  heli- 
copter detachment. 

The  role  of  the  larger  aircraft  is  equally  as 
important  as  the  helicopter.  They  can  take  wounded 


men  from  field  hospitals  and  in  just  a few  hours 
make  available  to  them  all  of  the  services  of  a 
large  general  hospital.  Similarly,  in  just  about 
two  days  these  large  ambulance-transports  can 
fly  wounded  men  from  Korea  to  general  hospitals 
near  their  homes  in  the  United  States.  These 
planes,  opeated  almost  continually  by  the  Military 
Air  Transport  Service,  have  carried  thousands  of 
men  from  the  combat  area  to  Japan  and  the  United 

States. 

The  small  but  gallant  Mobile  Army  Surgical 
Hospital,  a post-World  War  II  development,  offers 
severely  wounded  men  definitive  surgery  shortly 
after  they  have  been  hurt,  often  within  a few 
minutes.  Located  in  a division  area  near  the  front 
lines,  the  MASH  receives  patients  by  helicopter 
and  ambulance,  provides  them  with  immediate  sur- 
gery and  keeps  them  until  they  can  safely  be 
evacuated  further  to  the  rear. 

Originally  designed  to  care  for  60  patients  at 
a time,  many  of  these  little  field  hospitals  have 
taken  care  of  hundreds  of  patients  at  a time.  A 
typical  MASH  is  composed  of  14  physicians,  12 
nurses,  2 Medical  Service  Corps  officers  and  97 
enlisted  men. 

It  usually  sets  up  in  the  field  in  much  the  same 
manner  as  a circus.  In  addition  to  its  tentage, 
the  MASH  carries  with  it  sufficient  organic  trans- 
portation so  that  it  can  move  from  place  to  place 
without  help  from  another  source.  This  versatile 
hospital  can  be  dismantled  and  all  of  its  equipment 
can  be  packed  and  moved  from  a location  in  less 
than  three  hours.  Thirty  minutes  after  arrival 
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at  the  new  location,  a patient  can  be  on  an  operating 
table  undergoing  major  surgery  and  the  entire 
hospital  can  be  functioning  less  than  four  hours 
after  arrival. 

PROGESTERONE  SIMPLIFIES  DIAGNOSIS 
OF  AMENORRHEA 

A relatively  simple  but  valuable  method  of  de- 
terming  the  cause  of  primary  and  secondary  amen- 
orrhea prior  to  extensive  therapy  has  been  described 
by  Herbert  S.  Kuppermann,  M.D.,  of  New  York 
City,  and  his  associates  in  the  Journal  of  the  Amer- 
ican Academy  of  Obstetrics  and  Gynecology  1:650 
(June)  1953. 

This  diagnostic  scheme,  clinically  tested  on  65 
patients  at  Bellevue  Medical  Center  is  based  on 
the  premise  that  in  the  absence  of  common  physi- 
ological or  psychogenic  causes,  one  of  three  organs: 
the  uterus,  the  ovary,  or  the  pituitary  may  be 
responsible. 

In  an  attempt  to  rectify  a situation  wherein 
hormone  administration  is  frequently  undertaken 
without  adequate  knowledge  of  underlying  path- 
ology, Kuppermann  and  his  associates  used  proges- 
terone as  the  first  of  three  procedures  to  diagnose 
accurately  the  dysfunctioning  organ  causing  the 
amenorrhea. 

Failure  of  menses  following  Proluton  administra- 
tion continued  to  implicate  the  three  organs  in- 
volved. The  next  step  was  cyclic  therapy  with  the 
estrogen,  Estinyl,  and  Proluton.  If  menstruation 
followed  this  therapy,  it  indicated  the  relative  in- 
tegrity of  the  uterus  and  the  possible  fault  of  the 
pituitary  or  ovary. 


The  role  of  these  two  organs  was  then  deter- 
mined by  gonadotrophic  assay,  administration  of 
pregnant  mares’  serum,  or  both.  High  gonadotro- 
phic excretion  associated  with  a failure  of  response 
to  pregnant  mares’  serum  implied  ovarion  failure, 
while  decreased  gonadotrophic  secretion  associated 
with  adequate  response  to  pregnant  mares’  serum 
indicated  the  pituitary  as  the  cause  of  the  amenor- 
rhea. 

According  to-  the  authors,  these  procedures  have 
proved  of  real  value  in  simplifying  diagnostic  prob- 
lems involving  the  role  of  the  glands  of  internal 
secretion  in  primary  and  secondary  amenorrhea. 

SHOCK  CONTROLLED  BY  LEVOPHED 
IN  WIDE  VARIETY  OF  CONDITIONS 

Six  of  14  patients  recovered  from  myocardial 
infarction  accompanied  by  severe  shock  and  other 
complications,  most  of  them  “already  in  congestive 
heart  failure,”  following  intravenous  infusions  of 
Levophed  (nor-epinephrine)  which  elevated  blood 
pressures  to  normal,  according  to  a report  in  the 
American  Journal  of  Medicine  (Sept.,  1953). 

The  pressor  agent  was  administered  to  a total 
of  44  patients  in. shock,  with  the  blood  pressure 
of  42  rising  to  normal  levels,  state  Drs.  John  H. 
Moyer,  James  M.  Skelton  and  Lewis  C.  Mills  , of 
Houston,  Texas.  In  addition  to  the  14  cardiogenic 
cases,  the  study  covered  nine  patients  in  shock 
caused  by  overwhelming  infections,  six  with  exces- 
sive hypotension  secondary  to  medications,  and  15 
due  to  postoperative  reactions. 
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ANNOUNCING  A WHOLE  GROUP  OF  NEW  IDEAS  IN  A SINGLE  UNIT- 

The  JONES  AIR-BASAL  Metabolism  Unit 

The  New  BMR  Unit  Requires  No  Oxygen  Tank 
or  Oxygen  Cartridge  of  Any  Type 

The  20%  oxygen  in  air  — just  plain  air  — - can  be  used  to 
make  a metabolism  test  of  exactly  the  same  percentage  rate  as 
is  obtained  when  using  richer  oxygen  mixtures. 

If  your  metabolism  service  uses  only  one  tank  per  month, 
this  exclusive  feature  of  the  new  Jones  AIR-BASAL  will  save 
you  more  than  the  total  cost  of  fhe  unit. 

Another  new  and  exclusive  feature  of  the  Jones  AIR-BASAL 
is  its  instantly-operated  control  on  the  timer  for  making  a tracing 
with  the  correct  "down-slope,"  regardless  of  the  rate  at  which 
oxygen  is  removed,  or  the  size  of  the  patient,  or  his  breathing 
irregularities. 

Its  ease  of  breathing,  simplicity  of  technique,  smooth,  noiseless  performance,  ar- 
tistic design  and  color,  are  features  which  will  delight  you  if  you  like  accuracy  and 
beauty  in  combination. 

A demonstration  of  these  new  features  in  actual  practice  will  leave  no  doubt  in 
your  mind  as  to  the  practical  value  of  these  new  ideas  in  making  accurate  BMR  graphs. 

FOR  A DEMONSTRATION  WITHOUT  OBLIGATION 


WRITE  — WIRE  — PHONE 

CROSBY  SURGICAL  COMPANY 

111  No.  18th  St.  PHYSICIAN'S  & HOSPITAL  SUPPLIES  OMAHA,  NEBRASKA 


ACUTE  HEMORRHAGIC  FEVER 

In  June  of  1951  the  first  case  of  acute  hem- 
orrhagic fever,  a relatively  unknown  disease  to 
western  military  medicine,  was  reported  in  Korea. 
When  it  was  followed  in  subsequent  months  by 
other  cases,  the  Medical  Service  launched  a cam- 
paign of  research  into  the  disease,  including  an 
exhaustive  screening  of  all  Russian  and  Japanese 
literature  on  the  subject. 

The  disease  encountered  in  Korea  is  character- 
ized by  fever,  prostration,  loss  of  appetite,  vomit- 
ing, hemorrhages,  and  cardiovascular  instability. 
Before  being  observed  in  Korea,  in  an  area  ex- 
tending northward  from  the  vicinity  of  Seoul  to 
the  present  battle  line,  the  endemic  area  was  con- 
sidered to  be  limited  to  Manchuria  and  Far  Eastern 
Siberia.  All  infections  are  apparently  acquired  in 
rural  areas  during  the  late  spring  and  fall  months 
With  sporadic  cases  occurring  during  all  other 
months  of  the  year. 

The  incubation  period  for  hemorrhagic  fever  is 
usually  between  12  and  16  days,  but  may  be  as 
short  as  9 days  or  as  long  as  5 to  6 weeks.  The 
disease  has  been  seen  in  all  United  Nations  per- 
sonnel regardless  of  age  or  race,  and  Russian  re- 
ports indicate  that  the  disease  also  occurs  in 
women. 

The  vector  and  mode  of  transmission  of  hem- 
orrhagic fever  are  unknown.  Chiggers  or  mites 
appear  to  fulfill  the  requirements  for  transmission, 


which  include  wide  distibution  throughout  rural 
areas,  activity  throughout  the  year,  limited  range 
of  motion  and  ability  to  infect  man  without  leaving 
evidence  to  indicate  the  site  and  mode  of  transmis- 
sion. The  reservoir  of  hemorrhagic  fever  is  prob- 
ably some  species  of  rodent  which  is  indigenous  to 
the  endemic  areas  — probably  the  rat. 

To  date  no  cure  as  such  has  been  found  for 
the.  disease.  Treatment  of  symptoms  has  been 
followed  and  the  mortality  rate  has  been  reduced 
from  over  10  per  cent  in  the  early  days  of  the 
hostilities  to  approximately  4 per  cent  at  the  pres- 
ent time.  An  important  factor  in  this  mortality 
reduction  has  been  the  establishment  of  a field 
hospital  for  the  express  treatment  of  the  disease. 
Suspected  cases  are  evacuated  to  this  hospital  by 
helicopter  for  diagnosis  and  treatment. 

Besides  carrying  on  research  and  administering 
treatment,  the  Medical  Service  has  also  been  con- 
ducting preventive  measures  directed  toward  the 
general  control  of  the  chiggers,  mites  and  rodents 
to  prevent  exposure.  This  program  includes  the 
use  of  clothing  impregnants,  rodenticides  such  as 
Warfarin  and  miticides  for  spraying. 

The  rates  for  hemorrhagic  fever  ■ generally  have 
been  low  with  the  high  incidence  rate  coming  in 
November,  1951,  with  17.73  cases  per  thousand 
average  strength  per  year.  The  high  rate  for  1952 
was  observed  in  June  when  the  rate  was  9.2  cases 
per  thousand  average  strength. 
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EDITORIAL 

CARDIAC  DISEASE 

February,  the  month  devoted  to  special 
consideration  of  cardiac  disease,  has  rolled 
around  again,  and,  following  the  custom  of 
recent  years,  the  current  issue  of  your  Jour- 
nal is  dedicated  to  this  subject. 

Diseases  of  the  heart  still  constitute  our 
greatest  killer.  In  1952,  there  were  4,795 
deaths  from  all  forms  of  cardiac  disease  in 
Nebraska.  This  constituted  36.7  per  cent  of 
the  total  number  of  deaths  in  our  state  for 
that  period.  The  nearest  competitor  for 
that  doubtful  honor  was  “cancer”  with  a 
score  of  only  14.2  per  cent.  During  the  first 
six  months  of  1953,  the  score  for  each  of 
these  calamitous  conditions  remained  almost 
exactly  the  same  as  in  the  previous  year. 

What  we  publish  in  our  Journal  may  seem 
to  promise  little  appreciable  effect  on  mor- 
bidity due  to  cardiac  disease.  It  is  conceiv- 
able, however,  that  as  we  learn  more  about 
the  etiology  of  this  group  of  afflictions,  we 
may  gradually  learn  to  prevent  the  develop- 
ment of  an  increasingly  important  percent- 
age of  them.  If  we  can  learn  to  prevent 
cardiac  disease,  we  can  win  the  fight  against 
it. 

Mortality  resulting  from  diseases  of  the 
heart  conceivably  may  be  lowered  somewhat 
as  we  acquire  increasingly  efficient  methods 
of  treatment.  Life  may  be  prolonged,  and 
may  be  rendered  more  comfortable  and  more 
productive.  More  of  the  severe  “cardiacs” 
may  even  live  to  die  of  other  conditions. 
While  adequate  treatment  of  heart-disease 
after  its  advent  may  make  only  a small  dent 
in  the  total  mortality  rate,  the  best  known 
therapy  is  of  the  highest  significance  to  the 
individual  patient. 


It  is  exceptional  that  any  one  of  us 
reaches  the  state  of  perfection  in  our  knowl- 
edge of  cardiac  diseases,  or  in  our  ability 
to  treat  them.  Most  of  us  can  learn  some- 
thing worthwhile  by  reading  any  carefully 
prepared  article  on  cardiac  disease  in  any  of 
its  many  aspects.  The  five  papers  on  this 
subject  presented  in  this  issue  of  the  Journal 
may  be  read  with  profit  by  each  and  every 
one  of  us.  While  they  deal  with  only  small 
segments  of  this  very  wide  field,  each  such 
segment  has  its  own  place  in  the  arch  of  our 
learning. 


“TODAY’S  HEALTH” 

Today’s  Health  is  a high-class  magazine 
published  by  the  American  Medical  Associa- 
tion under  the  very  able  editorship  of  Doc- 
tor W.  W.  Bauer.  This  magazine  is  a source 
of  reliable  information  for  the  public,  couched 
in  language  the  average  reader  can  under- 
stand. It  is  filled  with  items  the  public  is 
entitled  to  know,  and  does  not  dwell  upon 
untried  medicines,  operations,  or  theories.  It 
contains  the  answers  to  many  questions  your 
patients  would  like  to  ask  you,  and  does  so 
in  an  authoritative  manner.  Today’s  Health 
is  an  “exceedingly  important  and  efficacious 
medium  in  the  public  relations  and  public 
education  in  health  functions  of  the  Ameri- 
can Medical  Association.” 

Today’s  Health  has  a total  subscription  of 
260,000,  but  of  this  number  only  26,000  sub- 
scribers are  doctors.  This  important  maga- 
zine has  an  annual  deficit  of  $150,000.  This 
deficit  could  be  wiped  out  if  100,000  doctors 
were  subscribers,  instead  of  the  26,000.  It 
certainly  is  better  to  have  your  patients  read 
their  medicine  from  Today’s  Health,  while 
they  sit  in  your  reception  room,  than  to  get 
it  from  the  Saturday  Evening  Post,  Collier’s, 
the  Red  Book,  or  from  the  Ladies’  Home 


February,  1954 


37 


Journal,  and  its  cost  is  very  much  less  than 
the  price  of  any  of  those  named. 

Why  not  send  in  your  subscription,  Doctor, 
while  you  think  of  it? 

AMEBIASIS 
(Guest  Editorial) 

The  incidence  of  amebiasis  in  other  than 
tropical  and  subtropical  areas  has  not  been 
fully  appreciated  by  the  medical  profession 
in  general.  Prior  to  World  War  II,  Army 
records  showed  an  incidence  of  about  10  per 
cent  in  Army  personnel.  Since  that  time 
large  numbers  of  men  and  women  from  every 
part  of  the  country  have  traveled  or  served 
in  tropical  or  subtropical  areas  under  con- 
ditions favorable  to  infection  with  food- 
borne  diseases.  An  increase  in  the  incidence 
of  amebiasis  would  naturally  be  expected, 
and  this  has  been  confirmed  by  some  observ- 
ers. 

Amebiasis  is  primarily  an  infection  of  the 
colon  by  the  tissue  protozoan  E.  histolytica. 
The  cystic  forms  are  very  resistant  to  ordi- 
nary disinfectants,  and  will  survive  chlorina- 
tion of  water.  These  forms  pass  through  the 
stomach  into  the  small  intestine  where  they 
are  transformed  into  the  motile  trophozoites 
which  then  establish  themselves  in  the  low- 
er ileum  and  ascending  colon.  They  invade 
the  mucosa  by  their  active  motility  and  with 
the  aid  of  cytolysin  which  they  produce. 
Typical  ulcers  are  isolated  and  punched  out 
with  undermined  edges,  and  contain  necrotic 
material  of  a mucoid  nature.  Lesions  are 
found  first  of  all  in  the  region  of  the  caecum 
or  lower  ileum,  but  under  certain  conditions 
may  involve  the  whole  length  of  the  colon, 
including  sigmoid  and  rectum.  Hepatitis  or 
liver  abscess  is  not  an  unusual  complication. 
The  pathology  of  a given  area  depends  upon 
the  number  and  depth  of  lesions,  and  upon 
the  degree  and  nature  of  secondary  infection. 
Diarrhea  will  seldom  be  a prominent  symp- 
tom unless  lesions  exist  in  the  sigmoid  or 
rectum. 

Recognition  of  amebiasis  will  depend  pri- 
marily on  consideration  of  the  infection  as 
an  explanation  or  cause  for  a varied  and  bi- 
zarre clinical  picture.  In  general  the  symp- 
tomatology is  that  of  a chronic  infection  with 
low  grade  toxicity.  Any  one  or  several  of 
the  following  may  be  found:  Slight  morning 
nausea  with  or  without  vomiting;  anorexia; 


nervousness  or  a feeling  of  inner  tension  and 
inability  to  settle  down  to  work;  fatigue; 
generalized  abdominal  discomfort  or  sore- 
ness; localized  discomfort  over  caecum,  up- 
per abdomen  or  epigastric  region.  At  times 
this  discomfort  or  soreness  may  be  confused 
with  appendicitis,  cholecystitis  or  even  pep- 
tic ulcer.  Any  patient  suffering  from  the 
symptom  complex  referred  to  as  neuro-circu- 
latory  asthenia  should  by  all  means  have 
stool  examinations  to  rule  out  the  possibility 
of  amebiasis.  Chronic  brucellosis  must  also 
be  considered  in  the  differential  diagnosis. 

Diagnosis  is  dependent  upon  demonstra- 
tion of  the  trophozoites  or  cystic  form  of  E. 
histolytica  in  the  stool.  Examination  of  the 
stool  may  be  done  with  comparative  ease  and 
satisfaction  in  any  laboratory  or  even  in  any 
physician’s  office.  The  patient  may  be  given 
a satisfactory  laxative  and  asked  to  report 
to  the  laboratory  for  a stool  specimen.  The 
stool  should  be  semi-liquid  in  consistency, 
and  the  specimen  may  be  examined  at  once 
while  still  warm  or  put  in  an  incubator  for 
two  or  three  hours  or  even  longer  and  ex- 
amined at  one’s  leisure.  It  is  even  possible 
to  secure  a sample  of  stool  at  the  time  of  a 
rectal  examination  in  which  encysted  forms 
may  be  demonstrated.  It  must  be  remem- 
bered that  often  it  is  necessary  to  examine 
several  stool  specimens  before  a positive  or 
negative  report  may  be  given.  There  are 
other  amebae  found  in  the  stool  and  definite 
recognition  of  the  E.  histolytica  is  not  always 
easy.  From  a practical  standpoint,  however, 
the  presence  of  any  form  of  ameba  is  reason 
for  further  investigation. 

Present  day  therapy  for  amebiasis  is 
comparatively  easy,  effective  and  economical. 
There  are  the  various  arsenic-containing 
drugs  such  as  carbarsone,  milibis  and  balar- 
sen;  there  are,  likewise,  several  iodine-con- 
taining drugs  including  vioform,  chiniofon, 
and  diodoquin;  there  is  also  a new,  direct 
acting  antibiotic  called  fumigillin ; wide  spec- 
trum antibiotics  have  been  used  rather  exten- 
sively in  Korea  and  elsewhere  and  are  par- 
ticularly effective  in  the  dysenteric  form 
where  there  is  often  a mixed  infection.  In 
general  the  arsenic — and  iodine — containing 
preparations  are  quite  effective.  They  are 
more  economical  and  produce  fewer  side  re- 
actions than  the  wide  spectrum  antibiotics. 
Chloroquine,  which  is  effective  in  hepatitis 
and  in  liver  abscess,  may  be  combined  or  al- 
( Continued  on  page  70) 
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The  New  Outlook  in 

Coarctation  of  the  Aorta 1 


Only  a few  people  afflicted  with  coarctation  of  the 
aorta  can  expect  to  live  past  forty  years.  Surgical 
correction  of  this  congenital  lesion  has  beome  very 
successful  and  not  very  dangerous.  It  is  for  these 
reasons  that  Doctor  Kahle  urges  operative  treatment 
in  nearly  all  instances  of  this  condition.  He  states 
that  the  optimal  time  for  surgical  intervention  is  as 
soon  as  possible  after  the  age  of  nine  or  ten  years. 
Danger  and  technical  difficulty  increase  with  age  be- 
cause of  pathologic  changes  in  the  aorta  or  in  the 
collateral  circulation.  The  author  writes  at  sufficient 
length  on  symptoms,  (notable  for  their  absence),  physi- 
cal findings,  diagnostic  procedures,  and  operative 
technic. 

EDITOR 

Hundreds  of  operations  for  coarctation  of 
the  aorta  have  been  performed  since  the  suc- 
cessful correction  of  this  anomaly  was  first 
reported  independently,  and  within  a few 
months  of  each  other,  by  Crafoord  and  Ny- 
lin(1>  in  Stockholm  and  by  Gross(2)  in  Bos- 
ton, in  1945.  All  of  the  series  reported  to  date 
— by  1951  Gross(3)  had  himself  operated  on 
180  patients  — show  that  the  operation  can 
be  performed  with  a low  mortality,  and  with 
excellent  immediate  results,  though  many 
more  years,  of  course,  must  elapse  before  end 
results  can  be  assessed. 

In  spite  of  this  excellent  record,  there  is 
still  a disposition  on  the  part  of  many  physi- 
cians not  only  to  refrain  from  recommending 
surgery  for  this  condition,  but  actually  to 
advise  against  it,  chiefly  on  the  ground  that 
patients  with  extreme  degrees  of  coarcta- 
tion not  infrequently  live  to  old  age  without 
developing  complications.  It  is  my  purpose 
in  this  paper  to  show  that  in  spite  of  this 
fact,  an  analysis  of  survival  rates  in  a large 
group  of  cases  of  this  disease  would  actually 
justify  the  routine  recommendation  of  sur- 
gery in  every  patient  in  whom  the  diagnosis 
was  made  early  enough  to  permit  operation 
before  pathologic  changes  had  occurred 
which  would  make  the  procedure  unduly  haz- 
ardous. It  is  my  further  purpose  to  call  at- 
tention to  the  ease  with  which  the  diagnosis 
can  be  made,  and  also  to  call  attention  to  the 
surgical  method  recently  added  to  our  arma- 
nentarium  which  permits  correction  of 
coarctation  of  the  aorta  of  the  infantile  type. 
This  condition  was  formerly  considered  in- 
operable because  of  the  length  of  the  lesion. 

*Read  before  Annual  Convention  Nebraska  State  Medical  As- 
sociation, May  14,  1953. 


H.  REICHARD  KAHLE,  M.D. 
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Tulane  University  of  Louisiana 
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New  Orleans,  Louisiana 

The  history  of  surgery  for  this  condition, 
as  just  pointed  out,  covers  less  than  a decade. 
The  existence  of  the  lesion  has  been  recog- 
nized for  almost  200  years.  Paris,  who  de- 
scribed it  in  1791,  usually  is  credited  with  its 
recognition,  but  Abbott(4>,  in  her  classical 
study  published  in  1928,  gives  the  credit  to 
Morgagni.  In  a necropsy  on  a monk,  per- 
formed in  1760,  he  noted  that  the  aorta  was 
contracted  “to  an  astonishing  d egree”  a 
short  distance  from  the  heart,  though  he 
gave  no  further  details. 

Our  knowledge  of  the  incidence  of  coarcta- 
tion of  the  aorta  comes  chiefly  from  the 
autopsy  room.  Abbott(4),  in  the  study  just 
mentioned,  collected  from  the  literature 
prior  to  1928,  200  autopsy  reports  of  the  dis- 
ease in  subjects  above  two  years  of  age. 
Blackford(5),  also  in  1928,  found  44  cases  in 
68,300  recorded  autopsies,  an  incidence  of 
1 : 1,550.  As  the  percentage  of  surgical  cases 
increases,  it  seems  probable  that  the  clinical 
incidence  of  the  disease  will  be  found  to  be 
considerably  greater  than  these  figures  sug- 
gest. 

PATHOLOGIC  ANATOMY 

The  narrowing  of  the  aorta,  which  is  the 
essential  pathologic  chang'e  in  coarctation, 
almost  universally  occurs  in  the  descending- 
portion,  at  the  site  of,  or  near  the  liga- 
mentum  arteriosum.  Theoretically,  the  le- 
sion may  occur  anywhere  from  the  level  of 
the  subclavian  to  3 cm.  below  it,  but  to  date 
only  16  constrictions  have  been  reported  at 
sites  other  than  the  ligamentum  arteri- 
osum(6h  The  aorta  often  seems  kinked  or 
pulled  over  at  this  point,  but  the  external 
appearance  provides  no  indication  whatso- 
ever of  the  diameter  of  the  internal  channel 
in  the  narrowed  segment.  The  lumen  may 
be  completely  occluded,  or  an  opening,  usual- 
ly 1 or  2 mm.  in  diameter,  may  persist.  Be 
this  as  it  may,  the  close  association  of  the 
two  structures  lends  credence  to  the  specu- 


February,  1954 


39 


lation  that- the  narrowing  of  the  aorta  may 
represent  a continuation  of  the  obliterative 
process  which  normally  takes  place  in  the 
ductus.  This  theory  was  first  advanced  by 
Craigie  in  1841,  and,  because  it  received  the 
support  of  Skoda,  became  known  as  the 
Skodaic  theory<4>. 

Coarctation  of  the  aorta  takes  two  forms, 
the  infantile  and  the  adult.  The  distinction 
was  first  made  by  Bonnet(4)  in  1908,  and  is 
still  generally  accepted,  although  Gross(7), 
in  1950,  recommended  that  it  be  done  away 
with.  Whether  it  is  adult  or  infantile,  it  oc- 
curs in  the  region  of  the  embryologic  junc- 
tion of  the  left  fourth,  fifth,  and  sixth  aortic 
arches. 

The  infantile  type  is  so  named  because  of 
the  persistence  of  the  hypoplasia  of  the  aor- 
ta normally  present  in  fetal  life  between  the 
left  subclavian  artery  and  the  ductus  arteri- 
osus. The  narrowing  frequently  extends  over 
a distance  of  several  centimeters,  and  is 
often  associated  with  other  major  cardiovas- 
cular anomalies.  It  is  these  anomalies  which 
account  for  the  high  mortality  among  chil- 
dren with  this  condition  in  the  first  year  or 
years  of  life.  In  the  adult  type,  which  is 
more  frequent  than  the  infantile  type,  the 
narrowed  area  of  the  aorta  is  shorter,  and 
the  vessel  has  an  hour-glass  appearance. 
Anomalies  associated  with  it  are  relatively 
minor,  at  least  in  comparison  with  those  as- 
sociated with  the  infantile  variety.  Bicuspid 
aortic  valve,  which  occurs  in  some  forty  per- 
cent of  all  adults  with  this  disease,  is  the 
most  serious.  With  this  exception,  the  adult 
type  of  coarctation  is  seldom  associated  with 
serious  cardiovascular  anomalies,  w h i c h 
means  that  if  surgical  correction  is  success- 
ful, most  of  these  patients  can  be  restored 
to  a normal  way  of  life. 

As  the  result  of  the  vascular  narrowing, 
the  large  branches  of  the  aorta  proximal  to 
it  may  show  advanced  sclerotic  changes  at  a 
relatively  early  age.  These  vessels,  as  well 
as  the  collateral  vessels  shortly  to  be  de- 
scribed, become  tortuous.  Dilatation  of  the 
aorta  distal  to  the  stenotic  area  is  also  fre- 
quent. If  surgical  treatment  is  postponed 
until  the  patient  is  out  of  his  teens,  it  is 
often  attended  with  serious  technical  hazards 
for  these  reasons. 

The  collateral  circulation  is  a matter  of 
extreme  importance  in  coarctation  of  the 
aorta.  The  chief  pathways  by  which  the 


stenotic  area  is  by-passed  are  the  internal 
mammary  arteries,  the  branches  of  the  sub- 
clavian, the  scapular  anastomoses  which  rise 
from  the  transverse  cervical  and  transverse 
scapular  arteries,  the  intercostal  arteries,  the 
intercostal  branches  of  the  costal  cervical 
trunk,  and  the  vertebral  arteries.  Surgery 
for  coarctation  of  the  aorta  is  possible  only 
because  these  collaterals  exist ; they  make  it 
possible  to  clamp  the  aorta  and  anastomose 
the  ends  after  the  stenotic  segment  has  been 
resected.  In  a normal  patient  the  aorta  can- 
not be  clamped  for  longer  than  5 or  10  min- 
utes without  risking  serious  neurologic  dam- 
age, which  may  terminate  in  paraplegia  due 
to  ischemia  of  the  spinal  cord.  In  the  pa- 
tient with  coarctation  the  collaterals  are  so 
well  developed  that  clamps  can  be  kept  on 
the  aorta  for  an  hour  or  more  without  dam- 
age to  the  central  nervous  system  below  the 
narrowed  segment,  or  to  the  kidneys,  which 
are  accustomed  to  receiving  their  blood  sup- 
ply by  way  of  collateral  circulation. 

CLINICAL  PICTURE  AND  DIAGNOSIS 

Curiously,  most  patients  with  coarctation 
of  the  aorta  present  no  symptoms  at  all.  It 
is  true  that  when  they  are  closely  questioned 
they  may  admit  to  headaches,  which  are  pos- 
sibly more  frequent  than  in  the  normal  sub- 
ject, or  they  may  say  that  their  legs  tire 
unusually  quickly  during  walking  or  other 
exercise.  They  have  no  other  complaints. 

The  patient  with  uncomplicated  coarcta- 
tion of  the  aorta  therefore  does  not  seek 
medical  advice.  His  lesion  is  most  often 
picked  up  on  routine  physical  examination 
for  industrial  or  other  employment,  or  for 
insurance  applications.  It  has  been  my  per- 
sonal observation  that  the  hypertension  of 
the  upper  extremities  characteristic  of  the 
disease  was  sometimes  found  in  the  course 
of  examination  for  military  service.  Symp- 
toms, however,  are  likely  to  be  absent  in  the 
absence  of  complications  which  usually  are 
secondary  to  hypertension. 

As  just  intimated,  the  most  obvious  phys- 
ical sign  in  coarctation  of  the  aorta,  and  the 
one  which  most  often  points  to  the  diag- 
nosis, is  the  discovery  of  hypertension  in  the 
upper  extremities.  Examination  of  the  low- 
er extremities,  in  which  the  blood  pressure 
is  normally  higher  than  in  the  upper,  re- 
veals hypotension,  or  no  blood  pressure  at 
all.  Coarctaton  of  the  aorta  should  be  sus- 
pected in  any  young  individual  who  is  hyper- 
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tensive.  The  next  step  is  palpation  of  the 
femoral  and  dorsalis  pedis  pulses.  If  hy- 
potension is  found  in  the  lower  extremities, 
or  if  the  pressure  in  them  is  lower  than  in 
the  upper  extremities,  the  diagnosis  of 
coarctation  of  the  aorta  should  be  seriously 
considered. 

Another  characteristic  of  coarctation,  a 
pulse  lag-  in  the  lower  extermities,  was  first 
pointed  out  by  Scheele  in  1870.  Gross*7), 
like  Brown  and  his  associates (8),  explains  it 
by  a delay  in  the  attainment  of  a peak  in  the 
femoral  wave  combined  with  an  actual  delay 
in  its  arrival.  The  delay  may  be  so  slig-ht 
that  it  is  difficult  or  impossible  to  perceive 
clinically.  If,  however,  any  lag-  is  demon- 
strable, it  can  be  assumed  to  be  caused  by 
the  delay  in  the  attainment  of  the  peak  of 
the  femoral  wave. 

It  is  not  always  easy  to  demonstrate  hy- 
pertension in  the  upper  extremities  of  a 
young  subject,  one  reason  being  that  the  ele- 
vation may  not  be  significant.  When,  how- 
ever, the  pressure  is  measured  bilaterally,  it 
is  not  uncommon  to  find  the  pressure  in  one 
arm  20  to  30  mm.  Hg  higher  than  in  the 
other.  When  the  difference  in  the  two  upper 
extremities  is  considerable,  with  the  pres- 
sure in  the  right  arm  tending  to  be  normal 
or  hypertensive,  it  may  be  that  the  unusual 
findings  are  evidence  of  stenosis  proximal  to 
the  left  subclavian  artery.  Any  patient  with 
coarctation  of  the  aorta  is  likely  to  respond 
to  exercise  with  an  extraordinary  rise  in 
blood  pressure. 

Time  does  not  permit  a review  of  the  in- 
teresting experimental  work  which  has  been 
done  on  the  pathologic  physiology  of  this 
condition  in  an  endeavor  to  explain  the  hy- 
pertension associated  with  it.  It  might  be 
said,  however,  that  there  are  two  chief 
theories.  One  is  that  it  has  its  basis  in  renal 
ischemia,  just  as  in  the  so-called  Goldblatt 
kidney.  In  this  condition,  as  a result  of  re- 
duced renal  flow,  a generalized  vasoconstric- 
tion results,  secondary  to  the  production  by 
the  kidney  of  a chemical  mediator  called  hy- 
pertensin  or  angiotonin*9).  The  other  school 
of  thought  rejects  the  theory  of  renal 
ischemia  and  explains  the  hypertension  by 
resistance  in  the  stenotic  area  of  the  aorta, 
and  in  its  collaterals*10). 

Aside  from  the  disparity  of  the  blood  pres- 
sure in  the  upper  and  lower  extremities,  the 
most  useful  diagnostic  sign  in  coarctation  of 


the  aorta  is  the  demonstration  of  a collateral 
circulation.  Palpable,  pulsating  blood  ves- 
sels are  often  found  in  the  supraspinous  area 
or  medial  to  the  scapula,  between  this  bone 
and  the  vertebral  column.  In  a great  many 
cases  murmurs  are  heard  over  these  vessels. 
Although  they  are  always  systolic,  they  vary 
in  position  and  in  intensity.  Sometimes  they 
are  barely  audible.  Sometimes  they  are  loud. 
When  the  murmur  is  continuous,  the  exam- 
iner should  bear  in  mind  the  possibility  of 
associated  anomalies,  such  as  a patent  duc- 
tus or  on  aortic  regurgitation.  Regurgita- 
tion is  often  observed  because  so  many  adults 
with  coarctation  of  the  aorta  have  bicuspid 
aortic  valves,  and,  therefore,  some  degree  of 
anomaly  at  the  aortic  outlet.  Children  may 
exhibit  cardiac  embarrassment  after  the 
ductus  closes  because  this  relief  mechanism 
is  thus  eliminated. 

LABORATORY  DIAGNOSTIC  MEASURES 

The  value  of  roentgenologic  examination 
in  coarctation  of  the  aorta  varies  with  the 
patient’s  age.  In  the  first  decade  roentgeno- 
grams show  little  beyond,  perhaps,  slight 
cardiac  enlargement.  As  age  advances,  how- 
ever, the  roentenograms  become  more  use- 
ful. The  most  characteristic  finding,  which 
was  first  described  by  Railsback  and 
Dock*11),  is  notching  of  the  lower  margins 
of  the  ribs,  caused  by  the  tremendous  size 
of  the  intercostal  vessels  in  the  collateral 
blood  supply.  Suspicion  should  also  be 
aroused  by  widening  of  the  arch  of  the  as- 
cending aorta  or  observation  of  an  abnormal 
aortic  knob.  Gladnikoff (1)  first  called  at- 
tention to  the  complete  absence,  or  very 
small  size  of  the  aortic  knob  in  coarctation 
of  the  aorta.  He  attributed  it  to  the  draw- 
ing of  this  portion  of  the  aorta  medially  into 
the  mediastinum  because  of  the  contraction 
of  the  duct  of  Botallo.  The  pulsations  some- 
times observed  on  the  left  margin  of  the 
widened  superior  mediastinal  shadow  are 
thought  to  originate  in  the  dilated  left  sub- 
clavian artery. 

The  only  value  of  electrocardiography  is 
the  demonstration  of  possible  myocardial 
damage  or  other  changes  caused  by  asso- 
ciated anomalies. 

In  the  usual  case  of  coarctation  of  the 
aorta  no  other  diagnostic  methods  need  be 
employed.  If,  however,  the  diagnosis  is  still 
obscure  it  may  be  clarified  by  angiography 
or  aortography.  Angiography,  which  is  not 
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free  from  risk,  is  valuable  if  it  is  suspected 
that  the  stenosed  segment  is  unusually  long-, 
though  if  an  aortic  graft  is  available,  the  in- 
formation is  little  more  than  academic.  It 
may  also  give  rise  to  misleading  assumptions : 
If  the  segment  immediately  proximal  to  the 
stenotic  area  does  not  fill,  the  coarctation 
might  be  assumed  to  extend  a considerable 
distance,  whereas  the  true  explanation  is 
simply  that  the  blood  does  not  flow  through 
the  narrowed  area  in  sufficient  volume 
to  carry  the  dye  into  this  pouch,  most  of  it, 
instead,  passing  out  of  the  left  subclavian. 

If  angiography  is  employed,  the  technique 
recommended  by  Robb  and  Steinberg'1- * is 
useful.  It  requires  the  intravenous  injection 
of  20  to  45  cc.  of  70  per  cent  Diodrast.  Ep- 
steiiP13>,  who  used  a slight  modification  of 
this  method,  found  it  extremely  satisfactory 
in  three  cases,  but  others  have  reported  that 
this  technique  may  not  provide  a sufficient 
concentration  of  the  dye  in  the  systemic  cir- 
culation to  outline  the  area  of  narrowing. 

One  of  the  disadvantages  of  angiography, 
the  coughing  produced  by  the  passage  of  the 
Diodrast  through  the  pulmonary  circulation, 
is  avoided  by  the  use  of  the  retrograde  aorto- 
graphy. This  is  also  a more  efficient  meth- 
od of  demonstrating  coarctation.  A number 
of  techniques  have  been  recommended.  Far- 
inas(14>  employs  catheterization  of  the  femor- 
al artery.  Castellanous  and  Pereiras(15>  de- 
scribe “counter  current”  aortography  by  in- 
jection of  an  opaque  substance  into  the  left 
brachial  artery.  Broden  and  his  associates<15), 
using  a modification  of  the  method  suggested' 
by  Radner(16>,  had  excellent  results  by  pass- 
ing a No.  8 or  No.  9 F.  catheter  into  the  aorta 
via  the  radial  artery.  Muller  and  Sloan(1H 
used  a branch  of  the  radial  artery  for  this 
purpose,  the  catheter  passing  into  the  de- 
scending aorta  as  the  left  arm  is  abducted. 
Fluoroscopic  check  is  required. 

On  the  surgical  service  of  the  Tulane  Uni- 
versity School  of  Medicine  at  Charity  Hos- 
pital of  Louisiana,  at  New  Orleans,  we  em- 
ploy the  technique  described  by  Burford  and 
Carson(14).  The  left  common  carotid  artery 
is  exposed  in  the  neck,  and  is  temporarily 
occluded  distally  while  the  injection  is  made 
through  a cannula  directed  proximally.  Vis- 
ualization is  excellent.  These  workers  sug- 
gest that  this  method  be  limited  to  children, 
because  theoretical  objections  exist  to  even 
temporary  obstruction  of  the  common  caro- 
tid artery  in  adults.  We  Rad  no  untoward 


reaction  in  the  two  patients  in  their  early 
twenties  in  whom  we  employed  this  tech- 
nique. 

TECHNICAL  CONSIDERATIONS 

There  is  no  necessity,  in  a paper  of  this 
kind,  for  spending  a great  deal  of  time  on 
technical  details.  Resection  with  end-to-end 
anastomosis  is  now  generally  considered  to 
be  far  superior  to  the  procedure  originally 
advocated  by  Blalock  and  Park(18>,  in  which 
the  subclavian  artery  is  divided  and  brought 
down  for  anastomosis  to  the  distal  segment 
of  the  aorta.  For  one  thing,  when  the  sub- 
clavian artery  is  divided,  a certain  number 
of  collaterals  are  destroyed.  For  another,  in 
spite  of  the  huge  dilatation  of  the  subclavian 
artery  which  occurs  in  coarctation  of  the 
aorta,  the  amount  of  blood  delivered  to  the 
lower  aorta  is  not  greatly  increased  by  aor- 
tic-subclavian anastomosis  because  of  the 
difference  in  the  diameter  of  the  two  ves- 
sels : The  area  of  any  vessel  is  equal  to  the 
square  of  the  radius,  and  a small  difference 
in  diameter  can  make  an  appreciable  differ- 
ence in  the  total  area. 

Suture  techniques  have  also  changed  since 
the  first  operations  were  performed.  Orig- 
inallv,  continuous  sutures  were  used.  Gross 
and  Hufnagel(19)  recommended  a continuous, 
everting  suture,  and  showed  experimentally 
the  superiority  of  this  technique.  Crafoord 
and  Nylin(1)  used  the  continuous,  two-layer, 
end-on  suture  described  by  Carrel. 

Recently  there  has  been  a trend  toward 
the  use  of  interrupted  sutures,  particularly 
in  younger  subjects.  Part  of  the  discussion 
of  operation  for  coarctation  of  the  aorta  in 
childhood  dealt  with  the  question  of  whether 
or  not  the  opening  in  the  vessel  enlarges  as 
the  child  grows.  Experimental  work  seems 
to  indicate  that  if  interrupted  sutures  are 
used  instead  of  a continuous  suture,  both 
vessels  and  lumen  will  grow  normally  and 
there  will  be  no  reduction  in  the  blood  sup- 
ply to  the  lower  extremities.  The  reasoning 
seems  to  justify  the  change  to  interrupted 
sutures.  When  they  are  employed,  the  tech- 
nique must  be  extremely  careful  and  precise 
if  satisfactory  results  are  to  be  obtained. 
Deknatel  silk  (No.  00000),  well  oiled,  is  used 
for  the  sutures,  in  an  endeavor  to  prevent 
tearing  of  the  vascular  wall  as  they  are  in- 
serted. 

Operation  for  coarctation  of  the  aorta  is 
one  of  the  most  tedious  of  all  cardiovascular 
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operations.  The  approach  through  the  chest 
wall  must  be  extremely  cautious,  because  of 
the  collateral  circulation.  The  intercosal  col- 
laterals which  enter  the  distal  segment  of 
the  aorta  are  extremely  friable,  and  must  be 
handled  with  great  care  to  prevent  possible 
injury  and  serious  subsequent  hemorrhage. 

ARTERIAL  GRAFTS 

The  development  of  methods  of  preserva- 
tion of  arterial  tissue  has  permitted  the  cor- 
rection of  certain  types  of  coarctation  of  the 
aorta  in  which,  until  recently,  surgery  was 
impractical. 

The  idea  of  grafting  blood  vessels  is,  of 
course,  not  new.  The  feasibility  of  grafting 
not  only  small  vessels  but  also  the  abdominal 
and  thoracic  aorta  was  proved  by  Alexis 
Carrel(20),  as  long  ago  as  1910.  It  is  true 
that  grafted  tissue  does  not  grow  and  carry 
on  living  functions.  Histologic  studies  show 
that  the  elastic  tissue  survives,  but  that  the 
other  elements  of  the  graft  die  and  are  re- 
placed by  fibrous  tissue,  the  older  tissue 
forming,  as  it  were,  a scaffold  upon  which 
newer  tissues  grow.  In  all  vascular  grafts 
one  of  the  most  striking  features  is  the  rapid 
growth  of  endothelium  over  the  interior  sur- 
face. This  is  a fact  of  some  importance,  since 
clots  and  thromboses  are  thus  prevented. 

Autogenous  grafts,  taken  from  the  pa- 
tient himself,  would  be  ideal  in  coarctation 
of  the  aorta,  but  they  are  obviously  impos- 
sible, since  there  are  no  other  vessels  in  the 
human  body  as  large  as  the  abdominal  and 
the  thoracic  aorta.  It  may  be  that  the  ho- 
mologous grafts  used  for  this  purpose  will 
ultimately  degenerate  or  will  show  some  ten- 
dency toward  aneurysmal  dilatation,  but  in 
the  4 or  5 years  during  which  this  technique 
has  been  used,  this  has  not  yet  happened. 
Gross’ (3>  recent  review  of  the  subject  shows 
that  most  grafts  used  in  coarctation  of  the 
aorta  have  proved  extremely  satisfactory. 

Various  methods  of  preserving  grafts 
have  been  suggested,  and  the  arterial  bank 
has  proved  as  satisfactory  as  the  blood- 
bank,  the  bone-bank,  and  the  eye-bank.  On 
the  Tulane  University  surgical  service  our 
material  is  secured  from  young  persons  who 
have  not  suffered  from  a contagious  or  in- 
fectious disease,  and  who,  for  the  most  part, 
have  died  of  trauma.  We  have,  as  yet,  set 
no  absolute  age  limit,  but  obviously  persons 
over  30  years  of  age  would  not  answer  the 


purpose  because  of  the  sclerotic  changes 
which  occur  in  the  blood  vessels  as  age  ad- 
vances. 

The  abdominal  and  thoracic  aorta  is  re- 
moved under  aspetic  precautious,  as  soon 
after  death  as  possible.  It  is  stripped  of 
adventitia,  and  the  intercostals  and  other 
branches  are  ligated.  The  graft  is  then 
placed  in  a sterile  container,  which  is  kept 
in  a carbon  dioxide-icebox  at  a temperature 
of  approximately  4°  C.  The  container  is  re- 
moved from  the  icebox  just  before  the  graft 
is  to  be  used.  The  process  of  thawing  takes 
only  a short  time,  and  is  allowed  to  occur 
naturally. 

Arterial  grafts  are  indicated  in  coarcta- 
tions of  the  aorta  which  measure  more  than 
2-3  cm.  After  excision  of  a segment  of  this 
length,  it  would  be  impossible  to  bring  the 
resected  ends  together  otherwise.  We  have 
not  yet  encountered  a coarctation  sufficient- 
ly long  to  require  this  technique,  but  we  have 
used  it  successfully  in  a thoracic  aneurysm. 

Venous  grafts  have  been  used  to  replace 
resected  segments  of  both  the  thoracic  and 
the  abdominal  aorta,  but  their  value  is  ques- 
tionable. Evidence  is  accumulating  that, 
when  they  are  employed  in  vessels  of  such 
size,  they  tend  to  undergo  aneurysmal  dila- 
tion*21). 

THE  JUSTIFICATION  FOR  SURGERY  IN 
COARCTATION  OF  THE  AORTA 

Up  to  this  point  it  .has  been  shown  that 
the  diagnosis  of  coarctation  of  the  aorta  is 
practically  always  a simple  matter  if  the 
possibility  of  the  condition  is  borne  in  mind, 
and  that  surgery,  even  when  the  involved 
segment  is  more  than  2 or  3 cm.,  is  entirely 
practical  with  the  use  of  arterial  grafts.  The 
only  question  that  remains  to  be  settled  has 
to  do  with  the  justification  for  operation  in 
coarctation. 

The  present  consensus  in  responsible  quar- 
ters is  that  surgery  is  justified  in  almost 
every  patient  with  this  condition  even 
though,  on  the  surface,  it  may  not  seem  rea- 
sonable to  recommend  it  in  the  absence  of 
symptoms,  or  when  the  lesion  is  picked  up 
accidentally.  The  soundest  argument  for  op- 
eration is  provided  by  Reifenstein,  Levine 
and  Gross’  analysis  of  103  cases  of  the  dis- 
ease which  came  to  autopsy: 

Twenty-seven  patients  lived  into  adult  life, 
to  an  average  age  of  forty-seven  years.  They 
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had  suffered  little  or  no  incapacitation,  and 
all  died  of  incidental  causes. 

Twenty-three  died  of  bacterial  endocard- 
itis or  aortitis,  chiefly  caused  by  Streptococ- 
cus viridans,  at  an  average  age  of  28.7  years. 
Fourteen  in  this  group  had  valvular  lesions 
which  might  have  served  as  the  initiating 
focus  of  infection. 

Twenty-four  died  at  an  average  age  of 
27.7  years,  from  sudden  rupture  of  the  aorta, 
which  occurred  in  the  ascending  portion  in 
80  per  cent  of  the  cases.  In  the  remaining 
cases  rupture  occurred  in  the  dilated  area 
beyond  the  stenosis,  or  in  an  intercostal  ar- 
tery. 

Eighteen  died  of  congestive  failure,  at  an 
average  age  of  39.3  years. 

Eleven  died  of  intracranial  hemorrhage, 
secondary  to  hypertension,  at  an  average  age 
of  28  years. 

The  average  age  of  death  in  these  100 
cases  of  coarctation  of  the  aorta  was  35 
years.  When  death  was  caused  by  compli- 
cations, the  average  age  of  demise  was  30 
years.  Other  studies  have  shown  that  about 
40  per  cent  of  all  patients  with  this  disease 
will  die  between  the  ages  of  10  and  30  years, 
a period  of  life  in  which  the  death  rate  for 
normal  subjects  is  lower  than  at  any  other 
time,  and  that  60  to  70  per  cent  will  die  be- 
fore the  age  of  40  years.  On  the  basis  of 
these  figures,  and  since  it  is  obviously  im- 
possible to  identify  the  particular  patients 
who  may  expect  to  live  beyond  their  fortieth 
year,  it  seems  neither  unreasonable  nor  reck- 
less to  say  that  surgery  should  be  considered 
in  every  patient  in  whom  the  condition  is 
diagnosed. 

The  next  question  to  be  settled  is  when 
the  operation  should  be  done, — in  childhood, 
or  later  in  life.  For  technical  reasons,  as 
has  been  indicated  elsewhere,  the  earlier  the 
operation  can  be  performed  after  the  age  of 
9 or  10  years,  the  better.  One  reason  is  that 
sclerotic  changes  are  not  present  in  chil- 
dren’s vessels.  Another  is  that  the  collateral 
circulation  in  children  under  15  years  of  age 
is  not  as  well  developed  as  in  adults.  Opera- 
tion is  therefore  less  difficult  and  less  haz- 
ardous at  this  period  of  life  because  the  ves- 
sels are  more  pliable,  and  bleeding  is  more 
easily  controlled.  The  area  of  greatest  dan- 
ger is  at  the  intercostal-aortic  junction,  and 
a number  of  the  intercostals  must  be  ligated 
before  the  ends  of  the  arota  can  be  mobilized. 


The  difficulties  which  can  be  caused  by 
the  degenerative  changes  of  advancing  years 
are  well  illustrated  by  a case  recently  han- 
dled on  the  Tulane  surgical  service.  The  pa- 
tient, although  he  was  only  twenty-three 
years  of  age,  already  showed  sclerotic 
changes  in  the  proximal  portion  of  the  aorta. 
As  a result,  when  clamps  bad  to  be  applied 
for  the  second  time,  a tear  ensued  which  led 
to  serious  hemorrhage.  Fortunately,  it  could 
be  controlled,  the  repair  was  successfully 
completed,  and  the  patient  went  on  to  an  un- 
complicated recovery. 

Still  another  question  is  whether  the  haz- 
ards of  surgery  in  later  life  contraindicate 
operation.  Certainly,  as  had  been  pointed 
out  several  times,  arteriosclerotic  changes  in 
the  proximal  segment  of  the  aorta,  and  the 
frequently  massive  collateral  circulation  do 
add  greatly  to  the  risk  of  surgery.  On  the 
other  hand,  if  the  patient’s  general  condition 
is  good,  and  if  the  arterial  system  has  not 
undergone  such  degenerative  changes  as  to 
make  the  operation  prohibitively  dangerous, 
our  own  feeling  is  that  operation  is  justified, 
regardless  of  chronologic  age,  if  only  be- 
cause, as  the  death  rates  show,  his  jeopardy 
without  surgery  is  greater  than  with  it. 

The  mortality  in  properly  selected  cases 
of  coarctation  of  the  arota  should  not  exceed 
ten  per  cent.  Gross (3),  in  1951,  reported  that 
there  had  been  only  4 deaths  in  his  last  100 
cases,  and  other  surgeons  who  have  been 
doing  this  kind  of  surgery  for  a considerable 
period  of  time  have  all  reported  decreasing 
mortalities  with  inci'easing  experience.  On 
the  Tulane  surgical  service,  and  at  the  Foun- 
dation Hospital,  where  this  operation  has 
been  performed  for  something  less  than 
ihree  years.  Doctor  Camp  and  the  author 
had  one  death  in  ten  operations. 

Finally,  the  results  of  surgery  for  coarcta- 
tion of  the  aorta  are  good.  Only  a limited 
time  has  passed  since  these  operations  were 
first  performed,  but  there  seems  every  rea- 
son to  hope  that  the  immediate  good  results 
which  have  been  obtained  will  be  lasting. 

The  blood  pressure  occasionally  falls 
promptly  in  the  first  few  days  after  opera- 
tion, but  as  a rule  it  takes  two  to  three  weeks 
for  it  to  reach  normal  levels.  It  also  takes 
at  least  as  long  for  the  pressure  in  the  lower 
extremities  to  rise  higher  than  that  in  the 
upper  extremities.  If  the  blood  pressure  has 
not  fallen  by  the  end  of  this  time,  it  usually 
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means  that  not  enough  of  the  stenotic  seg- 
ment has  been  excised,  and  that  too  small 
an  opening  has  been  left  between  the  ends 
of  the  resected  aorta. 


SUMMARY 

Over  a period  of  less  than  ten  years  coarc- 
tation of  the  aorta  has  become  a condition 
fully  amenable  to  surgery.  Diagnosis  is 
usually  a clinical  matter,  with  elaborate  lab- 
oratory measures  unnecessary  in  most  cases. 
Surgery  is  more  hazardous  in  adult  life, 
when  sclerotic  changes  in  the  vessels  to- 
gether with  the  collateral  circulation  produce 
technical  difficulties,  but  it  is  still  practical 
in  most  cases.  The  recent  development  of 
arterial  grafts  has  made  operation  possible 
in  the  infantile  type  of  coarctation,  in  which 
the  length  of  the  resected  segment  prevents 
direct  anastomosis  of  the  severed  ends.  The 
risk  of  surgery  is  less  than  the  patient’s 
chances  of  dying  from  the  complications  of 
the  condition  before  the  age  of  forty  years. 
All  of  these  facts  add  up  to  a new  outlook  in 
coarctation  of  the  aorta,  and  justify  the  rec- 
ommendation for  surgery  in  every  case  in 
which  pathologic  changes  in  the  aorta  and 
in  the  collateral  circulation  have  not  ad- 
vanced so  far  as  to  make  it  unduly  hazar- 
dous. 
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THESE  PATIENTS  ENJOY  GETTING  THEIR 
DOCTOR  BILLS 

Dr.  Bernard  P.  Harpole,  a 38-year-old  general 
practitioner  from  Portland,  Oregon,  has  initiated  a 
clever  public  relations  technique  to  smooth  out  the 
rough  kinks  in  doctor-patient  relationship. 

More  than  a year  go  he  began  sending  a warm, 
chatty  letter  with  the  bills  he  mailed  to  his  patients. 
The  idea  clicked  immediately.  He  now  mimeographs 
and  mails  more  than  400  “newsletters”  each  month, 
not  only  to  patients  who  owe  him  money  but  also 
to  many  who  don’t. 

“I’ve  enjoyed  this  little  project  a lot,  and  so  do 
my  patients,”  Dr.  Harpole  said.  “I’ve  found  that 
a continuing  series  of  letters  is  much  more  effective, 
politically,  than  an  occasional  bleat  when  we’re  in 
trouble.” 

Dr.  Harpole’s  first  letter  began: 

“Dear  Friends: 

“The_  thought  has  occurred  to  me  that  opening  a 
stack  of  bills  around  the  first  of  the  month  can  be 
pretty  unpleasant  . . . This,  then,  is  my  attempt  to 
make  one  of  the  most  unpleasant  parts  of  medical 
practice  a little  less  so. 

“My  plan  is  to  enclose  a letter  like  this  with 
Kip  T’i  letters  I’ll  try  to  keep  you  in- 

formed about  medical  matters  that  I think  you’ll  be 
interested  in  . . . .” 

His  letters  discuss  everything  under  the  sun: 
immunization,  polio,  obesity,  emergency  operations, 
apoointments,  parking  at  the  doctor’s  office,  diet, 
toddlers,  big  kids  and  adults,  baby  and  child  care, 
how  to  stop  worrying,  hygiene,  colds  and  nose  drops, 
chickenpox,  measles  and  politics. 

Last  fall  he  reminded  his  patients  to  register  to 
vote,  took  a clout  at  deep  freezes  and  mink  coats, 
discussed  the  Eisenhower-Stevenson  campaign,  gave 
a boost  to  a doctor  up  for  re-election  to  the  state 
legislature,  and  urged  support  of  a bill  prohibiting 
chiropractors  from  doing  surgery. 

Dr.  Harpole  says  he  always  has  plenty  of  material 
to  draw  on.  Most  important,  he  handles  it  with  a 
human  touch  and  the  patients  like  it.  He  is  prac- 
ticing good  public  relations  at  an  important  level: 
the  doctor’s  office!  (From  Secretary’s  Letter,  1-2- 
54.) 
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The  Management  of 

: 5>^  . ioi.fr  r.  " 

Congestive  Heart  Failure* 


Doctor  Lehnhoff  points  out  that  the  study  of  car- 
diac dysfunction  by  intricate  instruments  must  be 
complemented  by  adequate  clinical  observation  and 
interpretation  if  one  is  to  make  proper  use  of  the 
biochemical,  pathologic,  and  physiologic  implications 
of  symptoms  and  signs.  He  relates  the  means  em- 
ployed by  the  body  to  compensate  for  inadequate 
cardiac  function  up  to  a certain  point  beyond  which 
obvious  symptoms  and  signs  appear,  and  treatment 
becomes  imperative.  The  author  briefly  explains  the 
mechanism  of  symptoms  and  findings,  then  relates 
and  interprets  the  rationale  of  the  various  items  of  the 
modern  concept  of  treatment. 

EDITOR 

The  management  of  cardiac  decompensa- 
tion is  accomplished  by  the  application  of 
principles  originating  from  applied  biochem- 
istry, physiology,  pathology  and  pharmacol- 
ogy. Although  there  is  intricate  apparatus 
for  the  estimation  of  cardiac  function,  the 
most  fundamental  data  as  to  the  status  of 
the  patient  can  be  gained  if  the  observer  re- 
lates what  his  natural  senses  perceive  at  the 
bedside  with  what  he  knows  of  the  applied 
sciences  pertinent  to  the  clinical  problem. 

Cardiac  compensation  is  maintained  by: 
(1)  tachycardia  which  results  from  in- 
creased venous  and  right  atrial  pressure  as 
well  as  from  central  nervous  system  (vagal) 
inhibition;  (2)  dilatation  of  the  heart  by 
elongation  of  the  muscle  fibers  with  result- 
ant increase  in  their  strength  of  contrac- 
tion; (3)  hypertrophy  of  the  heart  secon- 
dary to  stretching  and  elongation  of  the 
muscle  fibers  with  resultant  increase  in  nu- 
tritive diffusion  surface  and  of  growth  of 
the  individual  fiber. 

When  these  three  compensating  mechan- 
isms fail  there  ensues  renal  retention  of 
sodium  chloride  and  of  water  due  to  in- 
creased tubular  reabsorption  and  diminished 
glomerular  filtration  associated  with  in- 
creased venous  pressure.  These  serve  to  in- 
crease blood  volume,  and  the  venous  return 
to  the  heart,  in  a direct  application  of  Star- 
ling’s Law  of  the  Heart  which  says  “.  . . a 
larger  diastolic  volume  results  in  a greater 
energy  of  contraction  . . .” 

Decompensation  begins  when  the  heart  is 
unable  to  maintain  an  adequate  output  in 

^Presented  before  Joint  Meeting  of  Nebraska  and  Iowa  Heart 
Associations,  Nov.  7,  1953. 
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spite  of  the  compensating  mechanisms  de- 
scribed above.  The  heart  muscle  fibers  can 
thicken  and  elongate  only  so  far.  The  en- 
larged heart  is  less  efficient  in  its  utiliza- 
tion of  oxygen  and  nutrients.  Its  blood  sup- 
ply does  not  increase  in  proporation  to  it’s 
hypertrophy. 

Two  theories  have  been  pronounced  to  ex- 
plain the  symptomatology  of  heart  failure. 
The  most  satisfactory  answer  is  obtained  by 
combining  the  two.  The  forward  failure 
theory  states  that  the  symptoms  of  heart 
failure  are  due  to  the  inability  of  the  heart 
to  pump  enough  blood  to  satisfy  tissue  de- 
mands, and  the  insufficient  renal  circulation 
results  in  sodium  and  water  retention.  The 
backward  failure  theory  states  that  the 
clinical  manifestations  of  heart  failure  are 
due  to  passive  engorgement  of  the  venous 
system  proximal  to  the  diseased  cardiac 
chamber,  and  the  resultant  increase  in 
venous  pressure.  Decreased  cardiac  output 
is  not  denied  by  the  proponents  of  this 
theory,  but  the  symptoms  of  decompensation 
are  not  predicated  on  insufficient  circulation, 
but  on  passive  congestion. 

With  a working  hypothesis  as  to  the  de- 
velopment of  heart  failure  some  of  the  in- 
dividual manifestations  may  be  considered 
in  a similar  light.  Already  accounted  for 
are  increased  venous  pressure,  tachcardia 
and  enlargement  of  the  heart  due  either  to 
dilatation  or  to  .hypertrophy. 

Dyspnoea  results  in  part  from  pulmonary 
congestion  and  rigidity  of  the  lung,  and  in 
part  from  inadequate  blood  flow  to  the  res- 
piratory center  and  the  effect  of  increased 
carbon  dioxide  tension  on  the  respiratory 
center.  Exercise  promotes  venous  return  to 
the  heart  thereby  increasing  pulmonary  con- 
gestion and  intensifying  dyspnoea.  Parox- 
ysmal dyspnoea,  which  occurs  characteris- 
tically during  sleep,  results  from  increase 
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in  blood  volume  clue  to  absorption  of  latent 
edema  during  sleep,  and  the  subsequent  in- 
crease in  pulmonary  congestion.  Dreams, 
or  sudden  activity  may,  by  increasing  venous 
pressure,  also  intensify  pulmonary  conges- 
tion. 

Orthopnoea  can  be  explained  on  the  basis 
of  the  effect  of  gravity  in  increasing  pul- 
monary congestion  in  the  supine  position, 
plus  the  possible  factor  of  limitation  of  dia- 
phragmatic excursion  by  engorged  abdom- 
inal viscera. 

Cheyne-Stokes  respiration  is  due  to  cen- 
tral anoxia.  Cyanosis  is  due  to  an  increased 
amount  of  reduced  hemoglobin  in  the  blood. 

Edema  results  from  the  mechanisms  de- 
scribed above  in  the  order  of  increased 
venous  pressure  with  consequent  increased 
hydrostatic  pressure  to  a degree  where  it  is 
no  longer  counterbalanced  by  the  colloidal 
osmotic  pressure  of  the  blood.  Of  equal  im- 
portance is  the  renal  retention  of  sodium  and 
water. 

Hydrothorax  originates  from  the  same 
causes  as  peripheral  edema  with  more  influ- 
ence from  increased  pulmonary-capillary  per- 
meability and  increased  pulmonary  venous 
pressure.  No  adequate  explanation  exists 
for  increased  frequency  of  right  hydrothor- 
ax. 

Ascites-  is  due  primarily  to  the  increased 
venous  pressure  of  right  sided  heart  failure. 
Gravity,  nutrition,  hypoproteinemia,  and  liv- 
er function  all  play  some  part. 

Jaundice  occurs  most  commonly  in  the 
decompensation  of  combined  mitral  and  tri- 
cuspid disease  of  long  standing  and  of  consid- 
erable severity.  These  cases  have  long  stand- 
ing passive  congestion  of  the  liver  and  lungs, 
and  some  frequency  of  pulmonary  infarction. 

Certain  auscultatory  findings  are  valuable 
indices  of  the  status  of  the  patient  with  de- 
compensation. Changes  in  intensity  of  heart 
sounds  are  brought  about  by  various  factors 
such  as  thoracic  contour  (emphysema)  or 
thickness  of  the  chest  wall.  The  quality  of 
heart  tones  is  not  easily  ascertained  or  util- 
ized prognostically.  Decrease  in  intensity  of 
the  first  heart  sound  indicates  the  possibil- 
ity of  prolonged  systole,  and  of  prolonged 
P-R  interval.  Increased  intensity  of  the 
first  heart  sound  indicates  a short  systole, 
or  a short  P-R  interval  as  in  the  Wolfe-Park- 
inson-White  syndrome. 


Increased  intensity  of  the  second  heart 
sounds  is  significant  in  that  the  accenuated 
aortic  second  sound  reflects  increased  aortic 
pressure  while  accentuation  of  the  pulmonic 
second  sound  reflects  increased  pressure  in 
the  pulmonary  artery. 

The  aortic  second  sound  may  be  decreased 
in  aortic  stenosis. 

One  of  the  most  significant  alterations 
of  the  heart  sounds  is  gallop  rhythm.  This 
sign  is  predicated  on  incomplete  emptying 
of  the  ventricles,  or  the  rapid  inflow  of  blood 
into  an  inefficient,  flabby  ventricle.  It  is 
intensified  by  exercise,  and  heard  best  at 
the  cardiac  apex.  It  can  be  differentiated 
from  the  opening  snap  of  mitral  stenosis  by 
t,he  long  and  rumbling  quality  of  that  mur- 
mur. 

Systolic  gallop  rhythm  is  of  doubtful  signif- 
icance, and  is  a much  less  serious  finding 
than  diastolic  gallop.  The  latter  has  been 
recorded  as  prodiastolic  (early)  presystolic 
(late)  or  (most  common)  summation  gallop. 

Pulsus  alternans  is  the  result  of  impaired 
contractibility  of  the  heart  muscle,  and  is 
manifest  by  alteration  in  the  volume  of  the 
pulse  from  cycle  to  cycle.  It  is  of  grave 
prognostic  significance,  and  occurs  most 
commonly  in  the  cardiac  disease  associated 
with  coronary  sclerosis,  hypertension,  or 
aortic  stenosis. 

The  treatment  of  congestive  heart  failure 
may  'be  expressed  in  certain  general  prin- 
ciples which  are  modified  only  a little  by  the 
etiology  of.  the  given  condition.  Decompen- 
sation due  to  hyperthyroidism,  beriberi, 
pericarditis,  infections,  anemia,  trauma,  and 
congenital  cardiac  lesions  require  special 
surgical,  antibiotic  or  metabolic  therapy. 
Treatment  of  the  cause  of  the  failure  in 
these  instances  is  the  most  important  aspect. 
For  example,  the  administration  of  dessi- 
cated  thyroid  extract  to  the  patient  with 
myxedema  heart  is  much  more  important 
than  digitalization,  or  salt  restriction. 

Right  heart  failure  presents  its  own 
unique  problems  of  therapy  relating  to  the 
underlying  primary  pulmonary  diseases  in 
addition  to  standard  measures. 

Treatment  of  congestive  failure  consists 
of  two  essential  features,  namely,  decreas- 
ing the  cardiac  load,  and  increasing  myo- 
cardial efficiency.  Decreasing  the  cardiac 
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load  consists  of  adequate  rest,  both  emo- 
tional and  physical.  Rest  includes  the  pro- 
vision of  easily  digestible  food,  and  of  ade- 
quate, but  not  over,  sedation. 

The  load  is  further  reduced  by  sodium  re- 
striction. Water  restriction  is  not  neces- 
sary. in  fact  it  can  produce  refractory  heart 
failure  by  hypertonic  dehydration  of  the 
blood. 

Mercurial  diuretics  very  effectively  aug- 
ment sodium  chloride  depletion.  Rarely  are 
there  toxic  reactions  to  present-day  prepa- 
rations. In  the  absence  of  acute  nephritis 
they  can  be  used  as  often  as  daily.  Oral 
mercurial  diuretics  are  efficient,  and  have 
provided  many  patients  with  comfortable 
existence  including  less  drastic  salt  depri- 
vation. They  are  much  more  palatable  than 
the  cation  exchange  resins,  and,  in  exper- 
ienced hands  they  are  just  as  safe  and  effi- 
cient. In  my  own  practice  I much  prefer 
to  use  them  than  the  resins.  Recent  em- 
phasis on  salt  depletion,  and  the  generous 
use  of  mercurial  diuretics  have  resulted  in 
the  necessity  for  a word  of  caution  regard- 
ing too  strenuous  use  with  subsequent  hypo- 
natremia and  hypotonic  dehydration.  These 
can  lead  to  vascular  collapse,  anuria,  and 
death.  Replacement  of  sodium  chloride  in- 
travenously by  careful  administration  of  2-5 
per  cent  solution  is  indicated.  Chlorides 
may  be  depleted  producing  hypochloremic 
alkalosis.  The  administration  of  ammonium 
chloride,  7-8  grams  daily,  will  remedy  this 
situation. 

Basic  ions  may  also  be  carried  off  with 
the  lost  chlorides.  Potassium,  in  particular, 
should  be  maintained  at  optimum  levels  by 
the  generous  administration  of  fruit  juices, 
which  are  low  in  sodium  and  high  in  potas- 
sium, or  by  the  administration  of  potassium 
chloride. 

Ammonium  chloride  acts  as  a diuretic  by 
transforming  ammonium  to  urea  with  the  lib- 
eration of  the  chloride  ion  which  carries  out 
sodium  with  it.  Because  this  mechanism 
acts  for  only  a few  days,  it  should  be  em- 
ployed for  only  a few  days  at  a time.  It 
can  produce  acidosis  and  coma.  In  my  ex- 
perience its  use  is  rarely  necessary. 

Anticoagulants  reduce  the  incidence  of 
embolic  phenomena,  but  they  are  dangerous 
unless  administered  skillfully. 

Rest  is  a most  powerful  and  reliable  ther- 
apeutic measure  for  the  alleviation  of  heart 


failure.  The  duration  and  the  degree  of  re- 
quired rest  can  not  be  measured  arbitrarily. 
Experiments  show  that  patients  with  decom- 
pensation have  better  renal  blood  flow  at 
rest,  and  that  their  venous  pressures  may 
be  normal  at  rest,  but  elevated  after  slight 
exercise.  The  heart  rate  is  slowed  by  rest, 
and  there  is  less  pulmonary  congestion  and 
dyspnoea.  The  response  to  treatment  and 
the  etiology  of  the  decompensation  will 
guide  the  physician  in  its  application.  The 
greatest  threat  of  rest  is  that  of  phlebo- 
thrombosis  and  of  consequent  pulmonary 
embolism.  Less  formidable  complications  of 
rest  are  constipation,  osteoporosis,  mental 
depression,  bed  sores,  and  pulmonary  infec- 
tions. 

Straining  while  on  a bed  pan  may  exhaust 
more  energy  than  the  comfortable  bedside 
commode. 

The  efficiency  of  the  heart  is  increased 
by  the  administration  of  digitalis  prepara- 
tions. It  is  usually  most  practicable  to  con- 
tinue this  drug  indefinitely  if  the  patient 
has  once  required  digitalization.  The  dosage 
varies  with  an  inconstant  requirement  de- 
pending on  all  the  factors  that  modify  heart 
failure.  It  has  been  said  that  some  patients 
require  redigitalization  three  to  four  times  a 
year.  This  has  not  been  my  experience,  but 
the  frequent  and  regular  visit  with  the  com- 
pensated patient  has  indicated  by  symptoms, 
by  changes  in  physical  findings,  in  weight, 
and  in  the  electrocardiographic  pattern,  that 
the  maintenance  dose  of  digitalis  is  variable, 
and  may  require  frequent  temporary  modifi- 
cation. 

The  choice  preparation  is  either  the  pow- 
dered leaf  of  Digitalis  purpurea  or  a digitoxin 
preparation  with  the  action  of  which  the 
physician  is  well  acquainted.  In  general, 
the  use  of  lanatoside  C,  digoxin,  digilanid, 
digalen,  and  of  squill  is  reserved  for  rapid 
digitalization.  Their  rapid  and  less  predict- 
able excretion  make  them  less  desirable  for 
maintenance  of  compensation. 

The  recollection  of  Withering’s  original 
observations  regarding  digitalis,  which  have 
endured  the  stress  of  time,  is  most  enjoy- 
able. One  is,  “The  drug  should  be  continued 
until  it  acts  either  on  the  kidneys,  the  stom- 
ach, the  pulse  or  the  bowels ; let  it  be 
stopped  uopn  the  first  appearance  of  any 
of  these  effects.” 
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Another,  “the  patient  should  be  enjoined 
to  drink  freely  during  its  operation”.  Only 
in  the  past  few  years  has  it  been  generally 
recognized  that  only  salt  restriction,  not  wa- 
ter restriction,  is  necessary. 

Lastly,  here  is  his  thought  regarding  mul- 
tiple preparations.  The  perplexity  suffered 
by  the  physician  and  pharmacist  today  as 
a result  of  the  many  digitalis  drugs  of  var- 


ious colors,  dosages  and  names,  makes  this 
quotation  particularly  apropos. 

“The  ingenuity  of  man  has  ever  been  fond 
of  exerting  itself  to  vary  the  forms  and  com- 
binations of  medicines.  Hence,  we  have 
spiritous,  vinous  and  acetous  tinctures,  ex- 
tracts hard  and  soft,  syrups  with  sugar  and 
honey.  But  the  more  we  multiply  the  forms 
of  any  medicine,  the  longer  we  shall  be  in 
ascertaining  its  real  close.” 


Physiologic  Principles 
Governing  the 

Treatment  of 
Hypertension* 


Doctor  Wilhelmj  succinctly  reviews  our  present 
knowledge  of  the  causes  of  the  symptom,  hyperten- 
sion, as  well  as  some  of  the  work  presently  in  prog- 
ress in  an  effort  to  further  elucidate  its  etiology.  He 
speaks  principally  of  salt  restriction,  weight  control, 
and  dietary  management  as  therapeutic  measures  hav- 
ing physiologic  background.  He  stresses  dietary 
management,  not  only  to  effect  weight  control,  but 
because  of  known  physiologic  effects  of  protein  on 
the  one  hand,  and  of  fats  and  carbohydrates  on  the 
other. 

EDITOR 

Hypertension  is  not  a disease,  but  a symp- 
tom. Consequently,  treatment  is  sympto- 
matical  and  empirical,  and  it  is  rather  diffi- 
cult to  discuss  the  physiological  basis  of 
empirical  treatment.  However,  I will  try  to 
outline  certain  physiological  principles  which 
should  be  observed. 

In  hypertension  the  heart  is  overburdened 
and  overworked  because  the  left  ventricle 
must  produce  an  intraventricular  pressure 
greater  than  aortic  diastolic  pressure  before 
any  blood  can  be  discharged.  Consequently, 
one  of  the  first  principles  of  treatment 
should  be  to  relieve  the  overburdened  heart. 
If  the  patient  is  overweight  this  in  itself 
increases  the  work  of  the  heart.  In  a pa- 
tient who  is  fifty  pounds  overweight,  if  we 
assume  that  the  weight  is  equally  distrib- 
uted, then  the  movement  of  every  part  of 
the  body  calls  for  extra  work  on  the  part 
of  the  heart.  An  obese  hypertensive  patient 
should  be  placed  upon  a low  maintenance 
diet  which  would  result  in  a progressive  loss 

*Read  as  part  of  a symposium  before  Joint  Meeting  of  Ne- 
braska and  Iowa  Heart  Associations,  Nov.  7,  1953. 
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of  weight  until  normal  levels  are  reached. 
There  is  abundant  proof  in  the  literature 
that  a spectacular  decrease  in  blood  pres- 
sure often  follows  this  procedure.  I am  not 
too  sure  that  the  whole  beneficial  effect  is 
due  to  loss  of  weight  since  a reducing  diet 
should  be  low  in  fat  and  carbohydrate  and 
high  in  protein,  and  our  experimental  work 
in  normal  animals  indicates  that  this  type 
of  diet  in  itself  tends  to  lower  blood  pres- 
sure independently  of  weight  loss.  I per- 
sonally believe  that  the  use  of  the  low  main- 
tenance diet  is  being  neglected  by  American 
physicians,  and  that  many  chronic  diseases 
could  be  prevented  or  benefited  by  its  use. 

Let  us  now  examine  a few  of  the  factors 
which  are  known  to  elevate  blood  pressure, 
and  see  what  -role  they  may  play  in  the 
etiology  of  hypertension. 

I.  Increased  cardiac  output.  If  this  were 
the  only  change  occurring  in  the  cardiovas- 
cular system,  the  result  would  be  primarily 
an  increase  in  systolic  pressure.  It  is  true 
that  in  the  early  phases  of  essential  hyper- 
tension, the  systolic  pressure  may  show  ir- 
regular elevations,  but  there  seems  to  be 
little  or  no  evidence  that  increased  cardiac 
output,  per  se,  is  a factor  in  the  etiology  or 
the  maintenance  of  elevated  blood  pressure 
in  essential  hypertension. 
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II.  Increased  blood  volume.  An  increase 
in  blood  volume  can  cause  very  marked  ele- 
vation of  both  systolic  and  diastolic  pres- 
sure, a fact  which  is  often  strikingly  evident 
in  polycythemia  vera.  Many  studies  have 
been  made  on  hypertensive  patients,  and  it 
can  be  stated  rather  emphatically  that  in- 
creased blood  volume  does  not  appear  to  be 
an  etiological  factor  in  most  cases  of  essen- 
tial hypertension.  In  Cushing’s  syndrome  or 
disease,  the  blood  volume  is  often  consider- 
ably elevated,  and  here  this  may  be  at  least 
one  factor  causing  the  hypertension. 

III.  Increased  peripheral  resistance.  This 
is  undoubtedly  the  most  important  etiolog- 
ical factor  in  essential  hypertension.  Let  us 
consider  for  a moment  the  factors  which  can 
cause  increased  peripheral  resistance. 

(a)  Increased  activity  of  the  sympathetic 
nervous  system  may  result  in  stimulation 
of  the  vasoconstrictor  nerves  which  cause 
constriction  of  the  arterioles  and  thus  ele- 
vate both  systolic  and  diastolic  pressure.  It 
is  conceivable  that  increased  activity  of  the 
sympathetic  nervous  system  could  be  idio- 
pathic in  origin,  but  more  often  it  is  the 
result  of  psychic  factors  causing  emotional 
upsets  and  anxiety  states. 

(b)  Increased  peripheral  resistance  might 
also  be  brought  about  by  certain  circulating 
vasoconstrictor  agents  which  act  upon  the 
arterioles  to  cause  increased  contraction.  It 
has  recently  been  stated  that  about  eighteen 
vasoconstrictor  substances  have  been  iso- 
lated from  the  blood  of  hypertensive  pa- 
tients. These  substances  might  possibly  be 
factors  in  the  increased  peripheral  resist- 
ance. Only  a few  of  these  are  under  study 
at  the  present  time. 

1.  Schroeder,  of  Washington  University 
of  St.  Louis,  has  isolated  a powerful  vaso- 
constrictor substance  from  the  blood  of  hy- 
pertensive patients  which  he  calls  phren- 
tasin.  It  is  under  study,  but  its  exact  role 
has  not  yet  been  evaluated. 

2.  It  is  well  known  that  an  ischemic  or 
diseased  kidney  may  liberate  renin  which  in 
turn  produces  the  powerful  vasoconstrictor 
substance,  angiotonin,  from  a plasma  glob- 
ulin. This  process  is  the  basis  of  the  most 
satisfactory  way  of  producing  experimental 
hypertension  in  animals.  Many  competent 
research  workers  and  clinicians  believe  that 
this  mechanism  may  be,  in  the  last  analysis, 


the  cause  of  all  types  of  essential  hyperten- 
sion. Wakerlin  at  the  University  of  Illi- 
nois has  worked  for  years  to  produce  a pure 
anti-renin.  He  has  succeeded  in  doing  this 
for  dogs,  and  claims  that  the  anti-renin  is 
very  successful  both  therapeutically  and 
prophylactically  in  the  control  of  renal  hy- 
pertension. He  is  attempting  to  do  the  same 
thing  for  humans,  and  if  he  succeeds  we  will 
know  just  how  important  the  kidney  is  as  a 
cause  of  human  essential  hypertension. 

3.  Nor-epinephrin.  This  is  a powerful 
vasoconstrictor  substance  liberated  from  the 
medulla  of  the  adrenal  gland.  This  sub- 
stance can  produce  a very  marked  elevation 
of  systolic  and  diastolic  blood  pressure 
which  is,  in  most  respects,  indistinguishable 
from  essential  hypertension.  However,  one 
finding  indicates  quite  clearly  that  it  is 
probably  not  the  causative  agent;  that  is, 
in  hypertension  produced  with  nor-epine- 
phrin the  pulmonary  pressure  as  well  as  the 
general  systemic  pressure  is  elevated,  where- 
as pulmonary  hypertension  is  not  found  in 
the  usual  type  of  essential  hypertension. 

4.  Epinephrin.  Epinephrin,  except  in 
pheochromocytoma,  can  be  dismissed  as  a 
cause  of  hypertension  since  in  physiological 
doses  it  is  a vasodilator,  and  causes  a de- 
crease rather  than  an  elevation  of  diastolic 
pressure. 

5.  There  are  several  hormones  from  the 
adrenal  cortex  which  can  produce  hyperten- 
sion if  given  in  large  doses  to  humans  or 
animals.  These  are  cortisone,  hydrocorti- 
sone and  desoxycorticosterone.  At  the  pres- 
ent time,  it  is  difficult  to  evaluate  the  role 
of  the  adrenal  cortex  in  essential  hyperten- 
sion. Several  cases  have  recently  been  re- 
ported in  which  bilateral  adrenalectomy  was 
done  on  patients  with  malignant  hyperten- 
sion that  was  progressing  rapidly.  The  re- 
sults appeared  to  be  spectacularly  favorable, 
but  we  must  await  more  careful  study. 

6.  Shorr,  of  Cornell  University,  has  dem- 
onstrated that  two  substances  appear  in  the 
blood  of  animals  with  experimental  renal 
hypertension,  and  in  humans  with  essential 
hypertension,  which  are  not  present  in  the 
blood  normally.  These  substances  he  has 
called  VEM  (vasoexcitor  material)  and  VDM 
(vasodepressor  material).  He  has  shown 
that,  under  certain  experimental  conditions, 
these  substances  are  produced  and  destroyed 
by  the  kidney  and  the  liver  respectively. 
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What  role  they  play  in  the  etiology  of  hy- 
pertension is  not  known. 

7.  The  role  of  sodium  is  somewhat  ir- 
regular. There  is  no  doubt  but  what  some 
cases  of  essential  hypertension  respond  very 
well  to  drastic  salt  reduction.  On  the  other 
hand,  large  numbers  of  cases  show  no 
marked  effect.  This  confusing  fact  may 
possibly  be  explained  by  the  work  of  Davies 
and  Clark.  These  investigators  determined 
the  sodium  content  of  sweat  in  a large  group 
of  unselected  cases  of  essential  hyperten- 
sion. They  found  that  about  20  per  cent  of 
these  cases  showed  a low  sodium  content  of 
sweat.  These  patients  also  showed  exces- 
sive sodium  retention  when  adapting  to  hot 
summer  weather.  These  authors  suggest 
that  the  tendency  to  retain  sodium  is  due 
to  overactivity  of  the  adrenal  cortex.  It  is 
possible  that  this  group  of  patients  are  the 
ones  that  respond  well  to  salt  reduction 
while  the  remaining  80  per  cent  of  hyper- 
tensives show  little  or  no  beneficial  effect. 

In  summary,  then,  I might  say  that  the 
physiological  principles  discussed  justify  the 
following  approach  in  planning  the  treat- 
ment of  any  case  of  so-called  essential  hy- 


pertension: (1)  Place  the  patient  on  a low 

maintenance  diet  to  reduce  the  weight;  (2) 
probe  the  history  for  psychogenic  factors 
which  might  cause  an  anxiety  state  and  re- 
sult in  stimulation  of  the  sympathetic  ner- 
vous system;  (3)  make  a very  careful  exam- 
ination of  the  kidneys  to  eliminate  kidney 
disease  as  a factor  and,  (4)  make  a very 
careful  examination  of  the  endocrine  system, 
particularly  the  pituitary-adrenal  system. 

In  closing,  I would  like  to  say  a final  word 
about  diet.  Work  which  is  now  in  progress 
in  our  laboratory  indicates  that,  under  cer- 
tain conditions,  both  fat  and  carbohydrates 
tend  to  elevate  blood  pressure,  while  protein 
not  only  tends  to  counteract  this  effect,  but 
also  seems  to  have  a lowering  effect  upon 
blood  pressure.  It  is  also  well  known  that 
fat  may  be  very  injurious  to  the  cardiovas- 
cular system,  largely  by  accelerating  the 
rate  of  production  of  endogenous  cholesterol. 
Experimentally  it  has  been  possible  to  pro- 
duce necrotizing  arteritis  in  dogs  with  high 
fat  diets.  Both  fat  and  carbohydrates  tend 
to  cause  obesity.  On  the  basis  of  these  facts, 
it  is  my  personal  opinion  that  the  diet  in 
hypertension  should  be  high  in  portein,  low 
in  fat,  and  moderate  in  carbohydrate. 


SUMMARY  OF  PR  CONFERENCE  SPEECHES 

A brief  summary  of  speeches  delivered  at  the 
sixth  annual  Medical  Public  Relations  Conference, 
held  in  St.  Louis  prior  to  the  opening'  of  the  recent 
A.M.A.  Clinical  Session,  will  appear  in  the  Organi- 
zation Section  of  a forthcoming  issue  of  the  A.M.A. 
Journal.  Heretofore,  a digest  of  conference  speeches 
was  printed  in  pamphlet  form,  but  this  procedure 
has  been  discontinued,  at  least  for  the  time  being. 

More  than  350  physicians  and  medical  society  lay 
personnel  attended  the  St.  Louis  PR  conference 
where  policies,  problems  and  techniques  in  the  field 
of  medical  public  relations  were  discussed  from  all 
angles. 

Pointing  out  that  “medicine  has  outgrown  the 
little  black  bag,”  Dr.  Walter  B.  Martin,  Norfolk, 
Va.,  president-elect  of  the  A.M.A.,  said  in  his  key- 
note address  that  “health  is  no  longer  entirely  an 
individual  matter  between  a physician  and  a pa- 
tient.” Problems  that  arise,  he  added,  need  careful 
joint  exploration  for  the  purpose  of  coordinating  all 
health  activities  for  the  total  benefit  of  the  public. 

“I  like  to  think  of  public  relations  not  as  a means 
of  putting  ourselves  in  a better  light  before  the 
public,”  Dr.  Martin  observed,  “but  as  a way  by 
which  we  can  learn  better  how  to  serve  the  public 
and  to  constantly  enhance  the  quantity  of  medical 
care  and  its  availability.” 

Dr.  Leo  H.  Bartemeier,  Detroit,  chairman  of  the 
A.M.A.  Committee  on  Mental  Health,  urged  physi- 
cians to  employ  some  of  the  general  principles  of 


psychiatry  and  to  understand  the  feeling  of  anxiety, 
fear  and  insecurity  which  motivate  some  patients. 

“Many  adult  patients  expect  the  same  under- 
standing and  attitude  from  their  physicians,  the 
same  omniscience  and  the  same  omnipotence  they 
believed  their  mothers  possessed,”  he  said.  “Repeat- 
ed failure  to  understand  patients  in  matters  which 
are  of  a serious  nature  to  them  tends  to  motivate 
them  away  from  medicine.” 

Mr.  Howard  W.  Bennett,  New  York,  manager  of 
Economic  Education  in  the  Plant  Community  Re- 
lations Division  of  the  General  Electric  Company, 
told  the  conference  that  “the  American  system  is 
different  from  any  other  system  in  the  world  the 
same  as  American  medical  societies  are  different 
from  any  other  medical  societies  around  the  globe. ,r 


AMEF  CONTRIBUTIONS  EXCEED 
ONE  MILLION  DOLLARS 

Contributions  to  the  American  Medical  Education 
Foundation  during  the  first  11%  months  of  1953 
totalled  $1,047,000.  The  present  total  exceeds 
donations  received  during  the  entire  year  of  1952 
by  $141,000.  More  than  24,500  physicians  contri- 
buted $847,361  directly  to  70  of  the  nation’s  79 
approved  medical  schools. 

Plans  for  the  1954  campaign  were  discussed  at 
the  third  annual  meeting  of  AMEF  state  chairmen 
Jan.  4 in  Chicago. 
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Bacteriologic  Aspects  of 
Rheumatic  Disease* 


This  article  was  originally  presented  as  one  of  a series 
on  the  subject  of  rheumatic  disease.  It  is  an  integer, 
however,  and  presents  important  data  relating  to  strepto- 
cocci, their  classification,  and  their  antigenic  properties. 

He  indicates  how  the  presence  or  absence  of  strepto- 
kinase, and  of  streptolysin  0,  may  be  employed  to  aid  in 
diagnosis  or  exclusion  of  rheumatic  disease. 

EDITOR 

The  time  allotted  to  me  will  be  used  in 
presenting  recent  evidence  concerning-  the 
relationship  of  Group  A streptococci  to 
rheumatic  fever  and  in  indicating,  briefly, 
what  a clinical  laboratory  can  contribute  to- 
ward the  diagnosis  of  rheumatic  fever. 

To  do  this  it  will  be  necessary  to  outline 
some  of  the  immunochemical  components  of 
Group  A streptococci  along  with  other  sub- 
stances produced  by  these  streptococci  which 
possess  possible  pathogenic  significance. 

Among  the  methods  of  classifying  strep- 
tococci is  that  of  Lancefield,  based  upon  dif- 
ferences in  antigenic  structure,  and  depend- 
ent upon  serological  procedures  for  their 
demonstration.  This  method  divides  strep- 
tococci into  several  large  groups  on  the  basis 
of  a group  specific  substance  C.  This  sub- 
stance can  be  extracted  by  treatment  with 
either  strong  acids  or  alkalies,  and  will  be 
precipitated  by  anti-sera  prepared  by  the 
injection  of  animals  with  heat  killed  strep- 
tococci. Twelve  groups  of  streptococci 
(Lancefield)  are  now  known  and  are  desig- 
nated by  capital  letters  A,  B,  C,  etc.  Of 
these  the  Group  A streptococci  are  by  far 
the  most  important  in  human  infections. 

Within  each  group  of  streptococci  are 
types,  determined  by  the  presence  of  type — 
specific  antigens  present  in  a particular 
strain.  By  appropriate  antigenic  analysis 
of  the  various  groups  one  can  determine  the 
existence  of  several  types  within  the  same 
group.  Thus  Group  A streptococci,  all  of 
which  possess  a common  C-substance,  can  be 
divided  into  40  types  on  the  basis  of  type- 
specific  components. 

One  of  the  important  type-specific  com- 
ponents is  designated  as  the  M-antigen, 
which  is  closely  associated  with  virulence 

^Presented  at  the  Annual  Session  of  the  Omaha  Mid-West 
■Clinical  Society,  October,  1952. 
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and  which  will  give  rise  to  an  immunity 
against  homologous  strains.  The  typing  of 
streptococci  is  both  laborious  and  expensive, 
and  is  not  needed,  either  for  diagnosis  or 
treatment,  but  is  valuable  in  epidemiologic 
studies. 

Most  of  the  types  of  Group  A streptococci 
elaborate  a material  which  will  cause  the 
lysis  of  human  fibrin.  This  substance  is 
known  as  firinolysin  or  streptokinase.  This 
material  is  not  toxic  but  is  antigenic,  hence 
individuals  who  have  had  infections  caused 
by  Group  A streptococci  will  possess  in  their 
blood  serum,  antibodies  for  this  substance, 
known  as  antifibrinolysin. 

Final  products  of  Group  A streptococci  to 
be  considered  here  are  the  hemolysins. 
These  may  be  designated  as  Streptolysin  O 
and  Streptolysin  S.  Streptolysin  0 is  anti- 
genic and,  therefore,  stimulates  the  forma- 
tion of  anti-streptolysin  0 antibodies  in  the 
serum  of  infected  individuals.  This  serves 
as  another  indication  of  Group  A streptococ- 
cus infection.  Streptolysin  S,  on  the  other 
hand,  is  only  weakly  antigenic  and  is  of  no 
particular  significance  in  establishing  the 
presence  of  an  infection. 

With  this  introduction  we  may  now  con- 
sider facts  which  substantiate  the  relation- 
ship between  rheumatic  fever  and  Group  A 
streptococci.  For  the  sake  of  clarity  and 
brevity  these  facts  may  be  listed  as  follows: 

1.  The  antistreptolysin  0 titer  is  always  abnorm- 
ally high  in  cases  of  rheumatic  fever. 

2.  The  antifibrinolysin  titer,  also,  is  always  ab- 
normally high  in  cases  of  rheumatic  fever. 

3.  Recurrences  of  rheumatic  fever  may  be  pre- 
vented by  administratin  of  sulfonamides  and/or  pen- 
icillin. 

4.  Sulfonamides  and  penicillin  are  not  effective 
in  preventing  recurrences  during  Phase  II  of  the 
disease. 

5.  No  other  organisms  have  been  shown  to  set 
off  a sequence  of  events  such  as  that  which  occurs 
in  certain  individuals  subsequent  to  Group  A strep- 
tococcic infections. 
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Consideration  of  these  facts  will  establish, 
beyond  reasonable  doubt,  the  etiologic  rela- 
tionship of  Group  A streptococci  to  rheu- 
matic fever.  If  one  desires  further  evidence, 
it  is  interesting  to  note  that  in  the  cases 
where  sulfonamides  have  proven  ineffective, 
bacteriological  studies  have  shown  the  par- 
ticular streptococci  involved  to  be  resistant 
to  sulfonamide  drugs. 

One  of  the  laboratory  procedures  now  com- 
ing into  some  degree  of  prominence  is  the 
determination  of  anti-streptolysin  0 titers 
in  patients  suspected  of  having  rheumatic 
fever.  As  indicated  earlier,  anti-streptoly- 
sins are  formed  by  individuals  in  response  to 
infection  with  Group  A streptococci,  and 
their  presence  and  concentration  are  deter- 
mined by  measuring  the  ability  of  the  pa- 
tients serum  to  neutralize  the  hemolytic  ac- 
tivity of  Streptolysin  0.  A standardized 
antigenf,  with  instructions  for  performance 
of  the  test,  is  commercially  available. 

Considerable  experience  with  anti-strep- 
tolysin titers  has  shown  that  the  procedure 
is  of  value  only  as  an  exclusion  test.  A high 
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anti-streptolysin  titer  indicates  only  that  the 
subject  has  had  a previous  infection  due  to 
Group  A streptococci  and  does  not  in  itself 
point,  necessarily,  to  the  presence  of  rheu- 
matic fever.  On  the  other  hand,  it  has  now 
been  established  that  the  lack  of  a high 
streptolysin  titer  excludes  the  possibility 
of  rheumatic  fever,  since  it  indicates  no  pre- 
vious streptococcal  infections.  Much  of  the 
same  type  of  evidence  can  be  obtained  by  de- 
termining anti-fibrinolysin  titers. 

In  closing  one  may  summarize  as  follows: 

1.  All  rheumatic  fever  patients  have  ex- 
perienced infection  with  Group  A strepto- 
cocci. This  is  evidenced  by  their  possession 
of  high  titers  of  antibodies  specific  for  sub- 
stances derived  solely  from  Group  A strep- 
tococci. 

2.  Recurrences  of  rheumatic  fever  may  be 
prevented  by  chemotherapy  specific  for  this 
group  of  organisms. 

3.  Serologic  studies  of  suspected  rheu- 
matic patients  are  useful  only  to  exclude  in- 
fection. 


V ectorcard  iography 


The  author  describes  and  explains  the  physical  and 
electrical  basis  for  vectorcardiography.  This  relatively 
new  approach  to  the  study  of  cardiac  physiology  is 
not  widely  used,  clinically,  undoubtedly  will  gradu- 
ally take  its  place  as  a supplement  to  electrocardiogra- 
phy. The  ability  to  comprehend  the  increasing  litera- 
ture on  this  subject  will  be  augmented  by  a careful 
study  of  this  exposition. 

EDITOR 

Vectorcardiography  is  a product  of  con- 
tinuing research  directed  at  improving  un- 
derstanding and  clinical  application  of  the 
electrical  phenomena  of  the  heart  beat. 
Physiology  is  physics  applied  to  the  human 
body,  and  electrocardiography  is  the  physics 
of  electricity  applied  to  the  heart.  As  is 
true  to  varying  degrees  in  the  case  of  all 
physiologic  phenomena,  a comprehension  of 
electrocardiographic  mechanisms  and  theory 
is  not  requisite  for  useful  and  proper  clinical 
employment  of  electrocardiographic  devices. 
However,  our  purpose  here  is  to  evaluate 
the  current  status  of  vectorcardiography  to 
which  end  we  must  necessarily  consider  cer- 
tain facts  and  theories. 

Following  Einthoven’s  development  of  the 
string  galvanometer,  electrocardiography 
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was  integrated  into  clinical  medicine  where 
wide  usage  led  to  empiric  or  pattern  meth- 
ods of  interpretation.  The  ECG  immediate- 
ly became  the  ultimate  authority  in  arrhy- 
thmias. Anatomic  correlation  demonstrated 
the  value  of  the  ECG  in  diagnosing  myo- 
cardial infarction,  myocarditis,  pericarditis, 
hypertrophy,  and  certain  other  pathologic 
conditions.  Clinical  studies  also  defined  the 
patterns  found  in  various  abnormal  physio- 
logic states  such  as  ventricular  strain,  myo- 
cardial ischemia,  electrolyte  imbalance,  and 
others.  The  main  technical  improvements 
in  clinical  electrocardiography  were  the  ad- 
dition of  chest  leads  about  twenty  years 
ago,  and  the  so-called  unipolar  limb  leads 
about  ten  years  ago(1).  Development  of  the 
direct  writing  vacuum  tube  instruments  fa- 
cilitated obtaining  tracings,  but  offered  no 
basic  improvements  in  the  scope  or  fidelity 
of  recordings (2). 


February,  1954 


53 


While  such  great  strides  were  made  in 
clinical  electrocardiography  those  interested 
in  the  theoretic  basis  of  electrocardiography 
were  assessing  the  original  Einthoven  as- 
sumptions and  determining  their  implica- 
tions. Einthoven  had  suggested  that,  with 
certain  reservations,  the  heart  can  be  con- 
sidered a vector-dipole-source  centrally  lo- 
cated in  an  homogenous  medium,  and  that 
leads  can  be  placed  with  electrodes  electric- 
ally equidistant  from  the  heart  permitting 
determination  of  the  electrical  effects  on  a 
plane  through  the  body.  He  pointed  out 
that  the  three  classic  limb  leads  define  a 
frontal  plane  through  the  body,  and  that 
the  effects  of  the  vector-dipole-source  on 
this  plane  can  be  described  in  terms  of  an 
equilateral  triangle  inscribed  on  this  plane. 
These  assumptions  have  been  subjected  to 
intense  and  ingenious  investigation  over  the 
years  and  have  been  shown  to  be  valid.  Fol- 
lowing the  implications  of  these  assump- 
tions, the  body  can  be  visualized,  for  elec- 
trical purposes,  as  being  a sphere  contain- 
ing a volume  conductor,  such  as  saline,  with 
a small  generating  element,  the  heart,  in 
the  center. 

Mann,  thirty  years  ago,  realizing  that  the 
electrical  discharge  of  the  heart  spread 
spatially  through  the  body,  sought  means 
to  graph  the  changes  produced  on  two  per- 
pendicular planes  through  the  body,  thus 
determining  the  spatial  ECG.  Mann  can  be 
considered  the  conceptual  father  of  vector- 
cardiography(3>.  Although  he  attempted  to 
use  the  cathode  ray  tubes  available  at  the 
time  for  such  recordings,  they  were  tech- 
nically unsatisfactory.  The  first  successful 
vectorcardiograms  were  taken  on  cathode 
ray  tubes  about  fifteen  years  ago(4). 

In  order  for  us  to  consider  the  nature  of 
vectorcardiography,  its  relation  to  conven- 
tional electrocardiography,  and  its  clinical 
usefulness,  it  will  be  necessary  to  develop 
some  basic  electrocardiographic  theory. 
Muscle  cells  in  the  polarized  state  are  lined 
with  cations  on  the  outside  and  anions  on 
the  inside  of  the  semipermeable  cell  mem- 
brane. When  a muscle  cell,  or  group  of 
muscle  cells,  however  large,  is  stimulated, 
the  stimulated  portion  becomes  relatively 
negative  or  depolarized.  This  results  in  a 
difference  of  potential  between  the  polar- 
ized and  depolarized  portions  (Fig.  1A).  A 
difference  of  potential  has  both  magnitude 
and  direction,  and  is,  therefore,  a vector 


quantity.  A vector  is  shown  by  a line  having 
a length  equal  to  its  magnitude,  a direction 
indicating  its  spatial  orientation,  and  an  ar- 
rowhead revealing  its  sense  or  positive  end. 
A dipole  is  a combination  of  equal  members 
of  positive  and  negative  charges.  As  such 
it  may  have  any  magnitude.  It  also  has 
direction  and  sense.  Therefore  it  is  a vec- 
tor quantity.  Consequently,  for  our  pur- 
poses, the  terms  dipole  and  vector  are  in- 
terchangeable and  either  may  be  used  to 
represent  the  electrical  activity  of  the  heart. 

Two  vectors  may  be  added  according  to 
the  parallelogram  law.  First  they  are  so 
placed  that  they  have  a common  origin. 
Then,  using  them  as  two  sides,  the  other 
two  sides  of  a parallelogram  are  completed 
and  the  resultant  vector  is  the  diagonal 
from  the  origin  to  the  opposite  corner  of 
the  figure  (Fig.  IB).  Any  number  of  vec- 
tors may  be  added  by  adding  them  two  at 
a time.  We  may  consider  the  wave  of  ex- 
citation or  depolarization  spreading  through 


Figure  I 

Fig.  1.  (a)  For  electrocardiographic  purposes,  a wave  front 

passing  through  a muscle  cell  or  group  of  muscle  cells  is 
equivalent  to  a dipole  or  vector  of  a certain  size  and  orienta- 
tion. (b)  Showing  addition  of  vector’s  by  the  parallelogram 
law. 

the  myocardium  to  consist,  at  any  instant, 
of  a number  of  depolarizing  cells  which  may 
be  represented  by  a number  of  dipoles  or 
vectors.  For  any  instant,  these  vectors  may 
be  added,  two  at  a time,  by  the  parallelo- 
gram law,  to  give  an  instantaneous  vector 
which,  by  its  magnitude  and  direction,  in- 
dicates the  electrical  effect  of  the  component 
vectors  for  that  instant. 

Figure  2 illustrates  the  spread  of  the 
wave  of  depolarization  through  the  frontal 
plane  of  the  ventricles.  A in  Figure  2 shows 
the  vectors  produced  by  contraction  of  the 
upper  septum.  These  vectors  may  be  added 
to  give  a single  mean  vector.  C shows  the 
vectors  during  a later  interval  of  depolar- 
ization, and  again  they  may  be  added  as 
in  D.  In  E are  shown  eight  resultant  vec- 
tors for  eight  successive  intervals  during 
ventricular  depolarization.  Since  the  vec- 
tors are  recorded  by  electrodes  at  an  elec- 
trically great  distance,  they  can  be  moved 
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slightly  to  give  them  all  a common  origin. 
This  gives  a diagram  with  vectors  radiating 
away  from  a theoretic  point-source.  If  we 
draw  a line  from  this  source  around  the  ar- 
rowheads of  all  the  vectors,  as  in  G,  we  ob- 
tain a loop.  This  loop  is  the  frontal  plane 
vectorcardiogram.  If,  instead  of  drawing 
the  loop,  we  add  the  eight  vectors  into  one 


Fig,  2.  Aspects  of  the  spread  of  a wave  of  depolarization 
through  the  frontal  plane  of  the  ventricles.  (a)  Vectors  pro- 
duced by  contraction  of  the  upper  septum.  (b)  Upper  sep- 
tal vectors  vectorially  added  into  one  vector.  (c)  Vectors 
during  a later  interval  of  depolarization.  (d)  The  mean  vec- 
tor of  those  shown  in  C.  (e)  Eight  resultant  vectors  for  8 
successive  intervals  of  ventricular  depolarization.  (f)  The 
vectors  shown  in  E moved  to  give  them  common  origin, 
(g)  The  frontal  plane  QRS  loop  or  vectorcardiogram  obtained 
by  drawing  a line  about  the  termini  of  the  successive  mean 
vectors.  (h)  Einthoven’s  mean  electrical  axis  obtained  by 
vectorially  summating  the  successive  mean  vectors. 

final  resultant  vector,  it  constitutes  the 
frontal  plane  projection  of  the  mean  spatial 
QRS  vector,  Einthoven’s  mean  electrical 
axis. 

There  are,  of  course,  a tremendous  num- 
ber of  dipoles  or  vectors  at  each  instant  dur- 
ing the  QRS  cycle,  and  these  can  be  vec- 
torially added  into  one  resultant  vector  for 


each  instant.  This  mean  or  resultant  in- 
stantaneous vector  will  be  located  in  about 
the  anatomic  center  of  the  heart (5>.  From 
instant  to  instant  it  will  change  in  both  di- 
rection and  magnitude.  These  changes  in 
direction  and  magnitude  of  the  equivalent 
source  vector,  as  time  passes,  are  the  only 
thing  measured  by  any  method  of  electro- 
cardiography. Whatever  the  number  of 
leads  taken,  or  their  combination,  for  re- 
cording purposes,  the  information  obtained 
invariably  depends  upon,  and  derives  from, 
these  changes  in  the  instantaneous  vectors 
with  the  passage  of  time(6).  The  logical 
ultimate  in  electrocardiography  would  seem 
to  be  a time-scaled  recording  of  the  spatial 
variations  of  the  instantaneous  resultant 
vector  during  the  cardiac  cycle.  Vector- 
cardiography comes  very  close  to  realizing 
this  goal. 

Each  convential  ECG  lead  consists  essen- 
tially of  two  electrodes  which  record  differ- 
ences of  potential  appearing  along  the  axis 
of  a line  between  them.  One  electrode  or 
pole  of  the  axis  is  arbitrarily  considered 
positive  and  the  other  negative.  In  the  case 
of  a volume  conductor,  such  as  the  body, 
a vector  source  of  potential  sets  up  an  elec- 
tric field  such  that  the  difference  of  poten- 
tial produced  is  maximal  along  the  axis  of 
the  vector  source  and  zero  at  right  angles  to 
it.  In  between  these  extremes  it  varies  as 
the  cosine  of  the  angle  between  the  axis 
of  the  vector  and  the  axis  of  the  recording 
lead..  (Fig.  3).  Thus,  if  the  axis  of  the 
vector  is  the  same  as  the  axis  of  the  re- 


Figure  III 

Fig.  3.  The  relation  betwen  the  percentage  and  algebraic 
sign  of  a vector  recorded  by  a lead,  and  the  angle  between 
the  vector  and  lead. 

cording  lead,  we  record  100  per  cent.  If 
there  is  a 30°  angle  between  them  we  record 
87  per  cent  and  so  forth.  It  will  be  noted 
that  if  a perpendicular  is  dropped  from  the 
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Figure  IV 

Fig.  4.  (a)  The  Einthoven  triangle.  (b)  The  augmented 

unipolar  leads  shown  as  so-called  unipolar  leads.  (c)  The  re- 
lationship of  the  axes  of  the  6 limb  leads  in  the  frontal  plane 
to  the  centrally  located  heart. 


terminus  of  the  vector  its  intersection  with 
the  lead  axis  determines  the  per  cent  of  the 
vector  which  will  be  recorded  by  the  lead. 
This  maneuver  graphically  multiplies  the 
vector  by  the  cosine  of  the  involved  angle. 

The  three  standard  limb  leads  define  three 
axes  which  form  an  equilateral  triangle 
(Fig.  4A).  It  can  be  shown  that  this  can 
be  changed  to  a simpler  geometrical  figure, 
the  triaxial  figure.  The  so-called  unipolar 
electrodes  consist  of  one  electrode  on  an  ex- 
tremity while  the  other,  Wilson’s  central  ter- 
minal, is,  in  effect,  in  the  center  of  the  heart. 
The  unipolar  leads  are  therefore  bipolar,  and 
comparable  to  the  standard  limb  leads.  They 
can  be  shown  in  a similar  fashion  to  define 
axes  through  the  frontal  plane  of  the  body 
(Fig.  4B).  All  six  limb  leads  have  their 
axes  in  the  frontal  of  the  body,  and  they  dif- 
fer from  one  another  essentially  only  in  the 
orientation  of  their  axes  (Fig.  4C). 

Each  unipolar  chest  lead,  likewise,  con- 
sists essentially  of  two  electrodes  defining 
an  axis  through  a roughly  horizontal  plane 
of  the  body  (Fig.  5).  Thus  conventional 
electrocardiography  employs  s i x bipolar 
leads  taken  at  about  30°  intervals  through 
the  frontal  plane  and  six  bipolar  leads  taken 
at  about  30°  intervals  through  a horizontal 
plane.  Individually  each  lead  shows  the  pro- 
jection of  the  spatial  vector  upon  its  axis. 
Any  two  leads  in  one  of  the  planes  pretty  well 
define  that  plane,  while  all  six  of  them  ade- 
quately define  it. 

What  then  is  the  advantage  of  vector- 
cardiography? The  main  advantage  is  that 
the  projection  of  all  the  instantaneous  vec- 
tors on  a plane  is  automatically  recorded  in 
vectorcardiography.  The  complete  data 
about  the  entire  plane  is  obtained  rather  than 
six  fragmentary,  albeit  complementary, 
pieces  of  data.  The  entire  loop  inscribed  by 
the  successive  instantaneous  vectors  in  a 
plane  is  recorded  rather  than  their  projec- 
tion on  various  axes  through  the  plane.  The 
frontal  plane  VECG  gives  all  the  data  that 
can  possibly  be  derived  from  the  six  limb 
leads,  while  the  horizontal  plane  VECG  gives 
all  the  data  contained  in  the  six  precordial 
leads.  The  sagittal  VECG  is  somewhat  su- 
perfluous in  that  two  planes  suffice  to  de- 
fine the  loop  in  space;  it  is  taken  in  order 
to  simplify  and  facilitate  visualization  of  the 
loop  in  space. 

There  are  two  basic  differences  between 
the  records  obtained  in  electrocardiography 
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and  vectorcardiography.  A conventional 
ECG  is  a graph  on  Cartesian  coordinates 
with  voltage  reading  on  the  y-axis  and  time 
on  the  x-axis.  A VECG  is  a graph  on  polar 
coordinates  with  voltage  being  zero  in  the 
center  and  progressively  more  positive  as  one 
moves  in  any  direction  from  the  center. 
Time  on  a VECG  is  indicated  by  interrupting 
the  graph  at  a certain  frequency,  usually 
400  times  a second.  With  an  ECG,  voltage 


VECG,  time  is  shown  by  interrupting  the 
graph  at  a certain  rate. 


Inasmuch  as  the  frontal  plane  VECG  con- 
tains all  the  information  found  in  the  six 
limb  leads,  we  should  be  able  to  derive  them 


6 
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Figure  V 

Fig.  5.  The  anatomic  and  electrical  relationships  of  the 
precordial  leads. 


is  shown  vertically,  being  progressively  more 
positive  as  one  moves  above,  and  progressive- 
ly more  negative  as  one  moves  below,  the 
isoelectric  line,  while  in  a VECG  voltage  is 
always  positive,  and  its  magnitude  is  pro- 
portional to  the  distance  from  the  zero  cen- 
ter. With  an  ECG,  time  is  indicated  by  mov- 
ing the  paper  at  a certain  rate,  while  in  a 
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Figure  VI 

Fig.  6.  The  derivation  of  aVF  from  the  frontal  plane  QRS 
loop.  The  loop  is  interrupted  to  show  5 equal  time  intervals. 
Because  voltage  is  arbitrarily  positive  above  the  isoelectric 
line  in  an  ECG,  the  QRS  loop  has  been  rotated  180°  to  give 
this  orientation  to  aVF  in  the  5 steps  of  derivation  shown  in 
the  lower  part  of  the  figure. 


from  the  frontal  plane  VECG(7).  In  Figure 
6 we  consider  aVF  in  relation  to  a frontal 
plane  QRS  loop  which  has  been  interrupted 
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with  successive  numbers  to  indicate  time  in- 
tervals. We  know  that  any  vector  directed 
at  right  angles  to  the  axis  of  a lead  will  not 
record  on  that  lead,  and,  therefore,  we  draw 
a null  line  at  right  angles  to  aVF.  Any  vec- 
tor, as  represented  by  a point  on  the  loop, 
on  one  side  of  this  null  line  will  record 
positive  in  aVF,  while  any  vector  on  the 
other  side  will  record  negative.  The  ampli- 
tude of  the  deflection  on  aVF  produced  by 
any  vector  thus  depends  on  the  magnitude 
and  direction  of  the  vector  in  relation  to  the 
axis  of  aVF.  This  amplitude  is  found  graph- 
ically, as  discused  above,  by  dropping  a per- 
pendicular from  the  point  of  the  loop  in  ques- 
tion to  the  axis  of  the  lead.  This  same  pro- 
cess may  be  carried  out  to  derive  the  other 
limb  leads  from  the  frontal  plane  loop.  In 
each  case  the  axis  of  the  lead  in  question,  as 
shown  in  Figure  4C,  and  a null  line  drawn 
at  right  angles  to  it,  are  superimposed  over 
the  loop.  Then  everything  on  one  side  of 
the  null  line  is  positive,  and  everything  on 
the  other  side  is  negative  as  before. 

In  a similar  manner  the  precordial  leads 
may  be  derived  from  the  horizontal  VECG 
with  considerable  accuracy.  There  are  two 
main  factors  producing  the  slight  discrep- 
ancy between  the  derived  and  recorded  pre- 
cordials. One  factor  is  that  the  placement  of 
the  precordial  electrodes  is  skewed  rather 
than  in  a horizontal  plane.  The  other  factor 
has  to  do  with  the  partial  domination  of  the 
precordial  electrodes  by  events  in  the  sub- 
jacent myocardium.  To  a degree,  those  elec- 
trodes quite  close  to  the  heart,  such  as  V-3 
and  V-4,  are  semi-direct  electrodes.  The  best 
information  seems  to  indicate  that  these  elec- 
trodes are  only  about  20  per  cent  altered  by 
events  in  the  underlying  muscle(8).  Any 
electrode  more  than  10  cm.  distant  from  the 
heart  is  essentially  at  infinity  for  electrical 
purposes,  and  an  electrode  must  be  in  the 
heart  itself  to  be  actually  dominated  by  local 
effects.  Consequently  this  phenomenon  can 
in  general  be  disregarded. 

The  vectorcardiogram  may  be  taken  by 
placing  four  electrodes  at  essentially  the 
same  distance  from  the  heart  so  that  they 
are  at  corners  of  an  imaginary  cube  with 
the  heart  in  its  center  (Fig.  7).  This  has 
the  advantage  of  interposing  an  essentially 
equal  amount  of  electrically  similar  tissue 
between  the  heart  and  each  electrode.  An- 
other advantage  is  that  a geometrically  sim- 
ple right  angular  figure  is  defined  with  fron- 


tal and  horizontal  planes  corresponding  to 
the  limb  and  precordial  leads  of  conventional 
electrocardiography.  These  advantages  are 
not  obtained  by  the  tetrahedron  placement 
which  utilizes  electrodes  on  three  limbs  and 
on  the  back. 


Although  only  four  electrodes  are  used,  the 
electrode  located  interiorly  in  the  right  pos- 


Fig-.  7.  Showing  the  electrodes  in  the  right  and  left 
posterior  and  right  anterior  axillary  lines  at  the  level  of  the 
first  or  second  lumbar  vertebra,  and  the  electrode  above  the 
scapula  in  the  right  posterior  axillary  line.  The  heart  is  in 
the  center  and  the  electrodes  at  corners  of  an  imaginary  cube. 
The  frontal,  horizontal,  and  sagittal  vectorcardiograms  are  seen- 
on  the  face  of  3 of  the  cathode  ray  tubes  and  one  of  the 
limb  leads  which  is  used  for  determination  of  rhythm  is  seen 
on  the  other. 

terior  axillary  line  is  electrically  used  twice 
in  recording  each  of  the  three  planes  so  that 
in  effect,  there  are  two  pairs  of  electrodes 
used  to  record  each  plane.  The  frontal  plane 
VECG  is  recorded  from  the  three  electrodes 
on  the  back,  one  pair  of  electrodes  being  above 
and  below  the  heart  and  the  other  on  either 
side  of  the  heart.  The  signals  from  these 
electrode  pairs  are  amplified  and  fed  to  the 
paired  vertical  and  horizontal  deflecting 
plates,  respectively,  of  the  recording  cathode 
ray  tube.  Thus  these  deflecting  plates  pull 
and  push  the  beam  of  electrons  in  the  tube 
in  response  to  the  way  electricity  is  pushed 
and  pulled  into  and  from  the  body  electrodes 
by  the  heart.  Therefore,  when  you  look  at 
the  cathode  ray  tube  you  are  in  effect  look- 
ing at  the  electrical  frontal  plane  of  the  body. 

The  same  analogies  apply  to  the  horizontal 
and  sagittal  planes. 

The  normal  spatial  QRS  loop  is  directed  to 
the  left,  interiorly,  and  somewhat  posterior- 
ly. The  loop  is  inscribed  slowly  initially  and 
terminally  which  causes  the  interruptions 
indicating  time  to  be  closely  spaced  in  these 
portions.  The  normal  spatial  T loop  is  a 
small  smooth  ellipse  with  an  axis  similar  to 
that  of  the  QRS  loop.  The  normal  spatial  P 
loop  is  smaller  than  the  T loop,  and  is  also 
a smooth  ellipse  with  a direction  similar  to 
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that  of  the  QRS.  Normal  QRS  loops  from 
two  patients  are  shown  in  Figure  8. 

The  actual  voltage  variations  in  the  body 
are  three-dimensional  or  spatial  and  these 
relationships  can  be  shown  by  the  construc- 
tion of  wire  loop  models  from  the  informa- 
tion obtained  from  the  three  planes.  The 


Figure  VIII 


Fig.  8.  Normal  QRS  loops  from  2 patients.  (a)  Frontal 
plane.  The  initial  QRS  deflection  is  to  the  left  and  down. 
Usually  the  loop  is  completed  in  a clockwise  direction,  al- 
though it  may  be  completed  with  a counterclockwise  swing. 
Occasionally  the  loop  is  narrow  or  “figure  8“  in  configura- 
tion. (b)  Horizontal  plane.  There  is  almost  invariably  a 
small  initial  QRS  projection  anteriorly  and  to  the  right.  The 
loop  then  is  completed  to  the  left  in  a counterclockwise  direc- 
tion. . (c)  Sagittal  plane.  There  is  an  initial  small  deflection 
anteriorly  and  occasionally  superiorly.  The  rest  of  the  loop 
is  completed  downward  and  somewhat  posteriorly  in  a clock- 
wise fashion. 

VECG  recording  electrical  effects  on  a plane 
is  thus  not  the  ultimate  in  electrocardiog- 
raphy, and  efforts  are  being  made  to  build 
instruments  which  will  satisfactorily  record 
these  voltage  variations  in  space  with  time, 
in  other  words  an  instrument  which  will 
record  four  dimensions,  so  to  speak,  simul- 
taneously. 

Although  most  of  the  vectorcardiographs 
in  existence  are  bulky  and  expensive,  that 
designed  and  built  by  F.  Lowell  Dunn,  M.D. 
and  Jesse  F.  Crump,  E.E.,  at  the  Cardiovas- 
cular Laboratory,  University  of  Nebraska 
College  of  Medicine,  utilizes  miniature  vacu- 
um tubes  and  other  features  making  it  com- 
pact and  portable.  An  instrument  having 
only  one  cathode  ray  tube,  and  utilizing 
“self-developing”  photographic  paper  for 
producing  permanent  records,  could  be 
manufactured  in  a size  and  at  a cost  com- 
parable to  conventional  electrocardiographs. 


Vectorcardiography  is  thus  a relatively 
new  method  of  electrocardiography  although 
it  is  based  on  theories  originally  propounded 
by  Einthoven,  and  was  conceived  in  its  pres- 
ent form  many  years  ago.  It  is  a logical 
product  of  search  for  a better  electrocardio- 
graph, and  the  question  today  is  whether  it 
will  be  the  clinical  instrument  of  choice  in 
the  future.  It  has  the  advantage  over  con- 
ventional ECG’s  in  that  only  two  small  rec- 
ords, the  frontal  and  horizontal-plane  loops, 
need  be  obtained  to  give  the  information 
about  P,  QRS,  and  T patterns  which  is  now 
culled  from  the  study  of  twelve  records. 
Furthermore,  happily,  although  one  needs 
considerable  technical  knowledge  to  under- 
stand the  theory  of  vectorcardiography  and 
its  relation  to  conventional  electrocardiog- 
raphy, none  is  needed  to  interpret  a VECG. 
A VECG  may  be  interpreted  as  a pattern  in 
its  own  right  without  reference  to  electro- 
cardiography. VECG  interpretation  is  re- 
ducible to  a matter  of  the  relationships  of 
the  P,  QRS  and  T loops  as  manifested  es- 
pecially in  their  size  and  direction.  With 
only  these  simple  relationships  as  shown  on 
two  records  to  consider,  VECG  interpreta- 
tion should  be  a much  easier  discipline  to 
learn  than  pattern  ECG  interpretation  where 
such  details  as  the  significance  of  a low,  di- 
phasic or  inverted  T wave  in  each  of  twelve 
leads  must  be  interrelated  with  other  find- 
ings in  several  of  the  leads.  There  is  one 
major  disadvantage  to  clinical  utilization  of 
the  VECG,  and  that  is  its  limited  usefulness 
in  arrhythmias,  a place  where  the  ECG  is  of 
cardinal  importance.  This  fact,  coupled  with 
the  usual  resistance  to  change,  should  guar- 
antee that  vectorcardiography  will  supple- 
ment, but  not  supplant,  conventional  electro- 
cardiography. 
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Prodromal  Symptoms 

Heredity  and 

Incidence  °# 

Diabetes  Mel  lit  us 


PRODROMAL  SYMPTOMS 

About  fifteen  years  ago,  while  taking  his- 
tories of  diabetic  patients,  I began  to  inquire 
into  the  symptoms  of  obesity.  Many  text- 
books state  obesity  to  be  a predisposing 
cause  of  the  dysfunction  known  as  diabetes. 
I soon  found  that  patients  frequently  noticed 
the  first  symptom  at  the  onset  of  diabetes 
mellitus,  to  be  a loss  in  weight.  The  loss  of 
weight  suggests  overweight  at  some  pre- 
vious time. 

This  overweight  must  have  been  gained 
at  some  previous  time,  before  the  loss  was 
noticed.  Inquiry  as  to  what  happened  be- 
fore the  gain  and  before  the  loss  in  weight 
brought  out  the  history  of  some  preced- 
ing sickness,  infection  or  injury,  any  of 
which  suggest  a toxic  or  acidotic  state. 
Acidosis  in  the  diabetic  brings  about  a great- 
er demand  for  insulin.  It  is,  therefore,  rea- 
sonable to  suppose  that  in  the  non-diabetic, 
the  demand  for  insulin  is  the  same  under 
these  conditions;  namely,  an  increase  above 
normal  needs.  This  puts  on  overload  on  a 
metabolic  system  which  can  function  only 
within  normal  limits,  but  the  over-demand 
for  insulin  is  a strain  on  a weak  system. 

As  a result  of  the  toxic  state  and  the  con- 
sequent over-production  of  insulin,  if  con- 
tinued too  long,  something  happens  so  that 
the  patient  loses  his  automatic  ability  to  re- 
turn to  normal  insulin  production  levels. 
Therefore,  when  the  over-produced  insulin 
is  not  destroyed  by  his  toxic  or  acidotic 
state,  the  effect  of  the  overdose  or  over- 
production is  to  depress  the  blood  sugar  to 
hypoglycemic  levels. 

Hypoglycemia  produces  a demand  for  food 
in  an  attempt  to  raise  the  blood  sugar  level 
to  more  nearly  normal.  Therefore,  quick 
storage  of  glucose,  due  to  the  excess  insulin 
and  the  increased  food  intake,  means  a stor- 
age of  excess  metabolized  glucose  as  fat. 


O.  P.  ALLEN,  M.D. 

Akron,  Ohio 

We  now  have  the  obese  patient  who  is 
hypoglycemic  most  of  the  time.  His  symp- 
toms will  be  those  of  hypoglycemia: 

1.  Excessive  appetite 

2.  Gain  in  weight 

3.  Hunger,  two  to  three  hours  after  meals 

4.  Weakness 

5.  Nervousness 

6.  Sweating,  cold  and  clammy 

7.  Trembling 

8.  Dull  headache 

9.  Restlessness  at  night 

10.  Night  sweats  (toxemia) 

11.  Piecing  between  meals 

All  of  these  symptoms  are  relieved  by 
food. 

After  a long  continued  period  of  o v e r- 
production  of  insulin  and  an  over-stimulated 
pancreas,  with  overworked  Beta  cells,  con- 
ditions that  may  continue  from  one  to  twen- 
ty-five years,  or  an  average  of  twelve  years, 
this  patient  has  another  major  toxic  upset, 
or  acidosis.  When  this  occurs,  the  demand 
is  great  and  the  toxic  condition  damages  the 
Beta  cells,  destroying  their  ability  to  produce 
even  a normal  amount  of  insulin. 

We  now  have  a lower  than  normal  produc- 
tion of  insulin  so  that  glucose  is  poorly  or 
only  partly  oxidized.  The  patient  now  has 
a blood  sugar  which  is  higher  than  normal 
because  of  a lack  of  insulin  to  store  glucose 
and  to  hold  it  in  storage.  Due  to  lack  of  use 
of  glucose,  the  patient  begins  to  lose  weight, 
and  due  to  high  blood  sugar,  he  begins  to 
have  a greater  output  of  urine.  He  now  be- 
gins to  become  dehydrated.  He  is,  there- 
fore, thirsty  and  his  intake  of  water  is  great- 
er. He  needs  to  stimulate  his  pancreas  to 
produce  more  insulin.  The  only  natural 
stimulus  to  his  pancreas  is  an  increased  in- 
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take  of  food.  We  now  have  the  major 
symptoms  of  diabetes  mellitus  based  on  lack 
of  insulin: 

1.  Loss  of  weight 

2.  Polyuria 

3.  Polydypsia 

4.  Polyphagia 

HEREDITY  AND  INCIDENCE 

The  symptom  complex  known  as  diabetes 
mellitus  is  an  expression  of  depressed  func- 
tion of  certain  metabolic  processes,  which 
do  not  meet  normal  demands. 

This  symptom  complex  was  first  described 
about  the  time  of  Moses,  or  2500  B.C.  A 
description  of  diabetes  mellitus  was  found  in 
the  Papyrus  Ebers  papers  in  library  at  Alex- 
andria, Egypt,  this  named  the  major  symp- 
tom as  melting  of  flesh  into  urine ; this 
points  to  loss  of  weight,  excessive  urination, 
drinking  of  excessive  quantities  of  water  and 
the  intake  of  large  amounts  of  food. 

Until  the  beginning  of  the  present  cen- 
tury, not  much  more  was  known;  but,  since 
the  discovery  of  insulin,  in  1921,  by  Banting 
and  Best  of  Toronto,  some  advance  has  been 
made  and  much  thought  has  been  given  to 
this  so-called  disease. 

Before  the  discovery  of  insulin,  those  pa- 
tients who  developed  diabetes  had  an  aver- 
age length  of  life  of  about  four  years.  Be- 
cause of  inability  to  oxidize  glucose,  they 
starved  to  death  in  approximately  that  peri- 
od of  time.  Due  to  metabolic  imbalance  and 
dysfunction  affecting  one  or  more  internal 
(secretory)  glands,  the  ovaries  were  affect- 
ed. The  diabetic  female  became  pregnant 
less  frequently  because  of  improper  develop- 
ment of  the  ova. 

The  male  diabetic,  most  likely  due  to  the 
same  metabolic  conditions,  did  not  produce 
sperm  capable  of  fertilizing  a normal  ovum. 

When  pregnancy  did  take  place,  many 
fetuses  were  lost  through  miscarriage  due  to 
improper  hormonal  balance.  If  viable  chil- 
dren were  born,  many  of  them  developed 
diabetes  and,  in  f o u r years,  starved  to 
death.  They  never  grew  to  adulthood  to 
marry  and  produce  more  diabetic  offspring. 

After  insulin  was  discovered  in  1921,  and 
released  for  clinical  use  in  1922,  much  of  the 
above  picture  began  to  change.  In  the  fe- 
male diabetic  normal  balance  was  restored; 
more  women  produced  normal  ova,  more  be- 
came pregnant,  and,  with  reasonable  control, 
did  not  miscarry.  Therefore,  more  children 
were  born  with  the  inherited  characteristic 


which  resulted  in  an  increase  in  the  number 
of  persons  in  the  general  population  having 
the  possibility  of  developing  diabetes. 

If  any  of  these  persons  with  the  hereditary 
factor  comes  in  contact  with  the  same 
amount  of  toxic  damage  that  their  ancestor 
encountered,  they  are  likely  to  develop  the 
whole  gamut  of  symptoms  described  above — 
the  prodromal  or  over-stimulated  phase,  in 
which  large  amounts  of  insulin  are  produced 
and  destroyed.  This  places  an  overstrain  on 
an  inherited  weak  system  for  handling  glu- 
cose. If  over-strain  continues  and  if  further 
toxic  damage  occurs,  positive  symptoms  of 
diabetes  mellitus  develop. 

The  picture  now  comes  into  focus  with  a 
knowledge  of  the  prodromal  symptoms  and 
that  diabetes  is  on  the  increase.  This  fact 
is  shown  in  Public  Health  Report  for  June, 
1953  in  an  article  by  Malcolm  J.  Ford,  M.D., 
M.P.H.,  entitled  “Interest  of  Public  Health 
in  Diabetes.”  Doctor  Ford  states  that  esti- 
mated deaths  from  diabetes  for  1953  will  be 
about  25,000  in  the  United  States,  approxi- 
mately 5,000  less  than  for  tuberculosis,  and 
that  diabetes  has  moved  from  twenty-sev- 
enth place  as  a cause  of  death,  in  1900,  to 
tenth  place  at  this  time.  The  Metropolitan 
Life  Insurance  Company  statistics  show  for 
1953:  diabetic  deaths,  16.6  per  100,000  as 
compared  with  11.5  for  tuberculosis.  Unless 
better  control  is  soon  developed,  diabetes  will 
move  up  the  scale  as  a cause  of  death. 

It  is  important  to  diagnose  the  prodromal 
stage-,  and  every  new  diabetic  patient  should 
be  told  of  the  hereditary  factor.  He  should 
be  told  also  that  his  whole  family  should  be 
surveyed  for  prodromal  symptoms.  Each 
should  have  a urine  examination  and  blood 
sugar  determination  once  a year,  as  well  as 
a urine  and  blood  sugar  test  after  each  ma- 
jor sickness,  toxemia,  or  acidosis,  in  order  to 
find  those  who  are  of  a diabetic  family  and 
who  have  the  possibility  of  becoming  dia- 
betic. The  prodromal  stage  may  then  be 
treated  before  the  onset  of  diabetes  proper. 
It  is  more  important  to  prevent  diabetes 
than  to  discover  and  treat  the  disease  itself, 
because  when  the  diabetes  is  present,  the 
damage  is  done  and  will  soon  become  fixed  so 
that  it  cannot  be  reversed. 

If  the  above  or  some  similar  plan  is  not 
instituted  promptly,  diabetes  will  probably 
double  its  present  incidence,  as  well  as  the 
death  rate  from  diabetes,  in  the  next  two 
or  three  generations. 
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Tuberculosis  Abstracts 

STREPTOMYCIN  AND  DIHYDROSTREP- 
TOMYCIN 

In  1946  it  was  reported  that  streptomycin  salts 
may  be  reduced  to  form  corresponding  dihydrostrep- 
tomycin salts;  which  were  more  stable  in  alkaline 
solution  and  had  other  desirable  chemical  properties. 
Subsequent  reports  on  the  comparative  activity  of 
streptomycin  and  dihydrostreptomycin,  both  in  vitro 
and  in  vivo,  showed  that  on  the  whole  the  drugs 
were  equally  active,  although  against  a number  of 
bacterial  species,  including  some  strains  of  tubercle 
bacilli  and  of  salmonella,  dihydrostreptomycin  was 
appreciably  less  active. 

In  the  November,  1948,  issue  of  the  American 
Review  of  Tuberculosis  a series  of  six  separate 
reports  on  laboratory  and  clinical  aspects  of  dihy- 
drostreptomycin appeared.  Among  them  were  two 
clinical  reports,  one  on  14  patients  treated  at  the 
Mayo  Clinic  and  the  other  concerning  12  patients 
observed  at  the  New  York  Hospital.  The  investi- 
gators in  both  clinics  concluded  that  dihydrostrep- 
tomycin seemed  to  be  as  effective  as  streptomycin 
and  had  the  advantage  of  being  tolerated  longer 
before  toxic  manifestations  became  apparent.  The 
other  important  feature  noted  was  the  fact  that  di- 
hydrostreptomycin could  be  used  to  continue  therapy 
in  some  patients  who  had  shown  sensitivity  reac- 
tions to  streptomycin.  Although  these  workers 
were  satisfied  that  dihydrostreptomycin  was  an  im- 
provement over  streptomycin  in  this  regard,  both 
groups  emphasized  the  fact  that  its  administration 
in  sufficiently  large  doses  could  produce  the  same 
damage  to  the  nervous  system  as  streptomycin.  A 
major  drawback  to  large-scale  use  of  streptomycin 
is  the  emergence  of  drug-resistant  strains  of  tubercle 
bacilli  and  this  was  not  overcome  by  the  derivative; 
moreover,  cross-resistance  between  the  two  agents 
was  complete. 

In  spite  of  the  small  number  of  cases  and  the 
short  period  of  the  study,  these  observations,  had 
such  a profound  effect  on  many  tuberculosis  clinics 
and  general  hospitals  that  they  rapidly  turned  from 
streptomycin  to  the  use  of  dihydrostreptomycin. 
Within  a short  time  nearly  90  per  cent  of  all  strep- 
tomycin that  was  produced  and  disti'ibuted  was  in 
the  form  of  salts  of  dihydrostreptomycin. 

It  was  not  long,  however,  before  workers  began 
to  realize  that  dihydrostreptomycin  was  not  as  in- 
nocuous as  the  early  reports  had  led  them  to  ex- 
pect; indeed,  that  its  potential  toxicity  was  fully  as 
grave  as  that  of  streptomycin.  Although  the  toxic 
effects  of  dihydrostreptomycin  on  the  vestibular 
apparatus  were  less  than  those  of  streptomycin, 
severe  damage  to  the  auditory  nerve  with  perma- 
nent loss  of  hearing  and  even  complete  deafness 
were  far  more  frequent,  particularly  when  inten- 
sive and  prolonged  therapy  was  employed.  These 
complications  led  several  observers  to  recommend 
that  dihydrostreptomycin  be  used  only  with  patients 
who  had  become  sensitized  to  streptomycin. 

A more  controlled  study  of  the  comparative  tox- 
icity and  efficacy  of  the  two  forms  of  streptomycin 
was  made  by  the  workers  in  the  hospitals  collab- 
orating with  the  Veterans  Administration’s  study 
on  the  chemotherapy  of  tuberculosis.  Data  in 
groups  of  patients  treated  in  exactly  the  same  man- 


ner but  given  either  streptomycin  or  dihydrostrepto- 
mycin, the  choice  of  agent  being  entirely  by  a 
random  selection,  were  presented  at  the  Eleventh 
Conference  of  Chemotherapy  of  Tuberculosis  in 
January,  1952.  The  study  indicated  that  dihydro- 
streptomycin and  streptomycin  were  equally  effec- 
tive and  equally  toxic,  but  whereas  streptomycin 
was  somewhat  more  toxic  to  the  vestibular  appar- 
atus, dihydrostreptomycin  caused  more  auditory 
damage  and  perhaps  slightly  fewer  hypersensitivity 
reactions. 

At  the  12th  Conference,  in  February,  1953,  Lyght 
and  Hawkins  reported  on  another  controlled  study 
of  the  efficacy  and  toxicity  of  these  two  agents. 
They  found  both  to  be  about  equally  effective. 
Streptomycin  apparently  produced  a higher  per- 
centage of  sputum  conversions,  caused  more  allergic 
reaction,  and  frequently  was  significantly  toxic  for 
the  vestibular  system.  Dihydrostreptomycin  was 
relatively  well  tolerated  with  respect  to  allergic  re- 
actions, seldom  was  toxic  for  the  vestibular  system 
but  was  more  likely  to  cause  auditory  loss  which 
was  sometimes  progressive,  especially  after  pro- 
longed therapy. 

Two  other  studies  dealing  with  the  combined  use 
of  streptomycin  and  dihydrostreptomycin,  were  re- 
ported at  this  confei’ence.  A laboratory  study,  by 
Poutsiaka,  Thomas,  Linegar  and  Hobson,  dealt  with 
ataxia  in  cats  — a delicate  test  for  vestibular  func- 
tion. These  tests  showed  that  the  time  required 
for  ataxia  to  develop  in  the  cat  from  either  strep- 
tomycin or  dihydrostreptomycin  was  inversely  relat- 
ed to  the  dose  and  that  with  the  same  dose  it  took 
appreciably  longer  to  demonstrate  ataxia  with  di- 
hydrostreptomycin. When  a similar  total  amount 
was  used  as  a 1:1  mixture  of  the  two  agents,  the 
appearance  of  ataxia  was  somewhat  delayed  over 
the  time  required  for  it  to  appear  when  streptomy- 
cin alone  was  used.  This  finding  seemed  important 
enough  to  warrant  clinical  trial  of  the  mixture. 

Such  a clinical  trial  was  reported  by  Heck  and 
Hinshaw  in  110  patients,  each  of  whom  was  given 
daily  doses  of  1 gm.  for  120  days;  34  received 
streptomycin,  34  dihydrostreptomycin,  and  42  the 
1:1  mixture  of  the  two  agents.  Vestibular  and  au- 
ditory damage  was  studied  during  a six  months’ 
follow-up  period.  Vestibular  disturbances  were 
noted  in  six  (18  per  cent)  of  patients  treated  with 
streptomycin  and  in  two  (6  per  cent)  of  those  re- 
ceiving dihydrostreptomycin;  auditory  disturbances 
were  noted  in  none  of  the  former,  and  in  five  (15 
per  cent)  of  the  latter.  All  of  the  42  patients  treated 
with  the  1:1  mixture  were  free  of  both  vestibular 
and  auditory  disturbances. 

Although  this  clinical  demonstration  appears  to 
be  quite  striking,  it  would  seem  wise  to  accept  the 
conclusions  with  caution.  The  number  of  patients 
was  not  large,  and  the  results,  judging  from  the 
laboratory  experiment,  appear  to  have  been  inordin- 
ately favorable.  Further  observations  in  large  num- 
bers of  cases  are  necessary  to  ascertain  whether 
equally  favorable  results  can  be  obtained  regularly, 
and  under  different  treatment  regimens. 

In  spite  of  the  recent  introduction  of'  isoniazid 
and  the  demonstration  of  its  effectiveness,  strepto- 
mycin, either  as  such  or  as  dihydrostreptomycin  is 
still  the  mainstay  of  long-term  antituberculosis 
(Continued  on  page  20-A) 
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The  organization  of  the  United  Health  Fund  Drive  which  will  take 
place  during  the  month  of  April  is  making  excellent  progress.  More  on 
this  next  month. 

There  will  be  a special  mid-winter  meeting  of  the  House  of  Delegates 
on  Sunday,  February  21,  1954.  This  is  one  week  after  the  regular  mid- 
winter meeting  of  the  Councilors  and  Board'  of  Trustees. 

Another  slanderous  article,  “Where  to  Get  the  Best  Cancer  Tests 
and  Care,”  has  reached  the  public  through  a widely  circulated  lay  journal 
The  Woman’s  Home  Companion.  It  is  just  one  of  a large  series  of  articles 
running  for  the  last  year  or  so  in  the  lay  press  designed  to  discredit  the 
medical  profession  and  soften  up  the  public  for  the  next  attempt  to  put 
over  socialized  medicine.  Physicians  are  accused  of  killing  patients  who 
have  cancer,  but  the  key  sentence  is  “Most  important  of  all  we’ll  have  to 
learn  how  to  choose  for  our  care  a hospital  which  practices  the  most 
modern  methods  both  of  diagnosis  and  treatment.” 

It  is  no  longer  the  man  that  counts;  only  the  institution  counts,  just 
like  behind  the  iron  curtain. 

Build  up  the  interest  in  your  tumor  clinics  and  attend  the  tumor  clinic 
meetings. 


JAMES  F.  KELLY.  M.D.. 
President, 

Nebraska  State  Medical  Assn. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


Organization  Section 

HEALTH  ON  THE  RADIO— 

Demand  for  AMA  radio  transcriptions  on 
common  health  subjects  hit  an  all-time  high 
during  1953.  During  the  year  more  than 
700  sets  were  distributed  for  broadcasting 
over  local  radio  stations  in  all  parts  of  the 
country.  Assisting  the  Bureau  of  Health 
Education  in  distributing  these  health  educa- 
tion platters  and  promotional  material  are 
14  distributing  centers  set  up  by  13  state 
medical  societies  and  the  Alaska  Department 
of  Health. 

The  Pennsylvania  Medical  Society,  for  ex- 
ample, arranged  1,989  local  programs  in  1953, 
and  the  Louisiana  State  Medical  Society, 
1,157.  The  Nebraska  State  Medical  Associa- 
tion arranged  345  local  programs,  and  13 
half-hour  television  programs  during  1953. 
One  of  the  most  popular  series  was  “Heart 
of  America,”  which  presents  13  cases  of  re- 
ports from  outstanding  cardiologists.  Other 
popular  new  series  include:  “Chats  With  the 
Champs,”  “Help  Yourself  to  Health,”  “Yours 
for  Health,”  and  “June,  July  and  August.” 

These  transcriptions  are  provided  without 
charge  by  the  AMA  as  a public  service  for 
medical  societies  and  for  woman’s  auxiliaries, 
universities  and  high  schools,  state  and  local 
departments  of  health,  various  voluntary 
health  agencies  and  allied  health  organiza- 
tions, such  as  heart  and  cancer  societies. 
The  headquarters  office,  1315  Sharp  Build- 
ing, Lincoln  8,  Nebraska,  will  be  most  happy 
to  obtain  radio  transcriptions  such  as  those 
above,  without  charge,  for  any  lay  or  pro- 
fessional groups  desiring  them.  There  are 
also  many  excellent  films  on  cancer  and  other 
subjects  available. 

FROM  THE  OMAHA  WORLD-HERALD 
CRISIS  IN  MEDICAL  SCHOOLS— 

The  nation’s  medical  schools  are  facing  a 
severe  financial  crisis,  Dean  Stanley  E.  Dorst 
of  the  University  of  Cincinnati  College  of 
Medicine  told  the  advisory  committee  of  the 
National  Fund  for  Medical  Education  and  the 
Council  on  Industrial  Health  of  the  Ameri- 
can Medical  Asociation. 

This  country,  said  Doctor  Dorst,  has  led 
the  world  in  medical  progress.  But;  he  went 
on:  “Today  the  entire  achievement  is  threat- 
ened. At  a time  when  the  prospects  for  fur- 
ther advancement  seem  brighter  than  ever 
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before,  the  schools  of  medicine  are  threat- 
ened with  a critical  shortage  of  funds.” 

While  tax-supported  schools  have  their 
troubles,  the  situation  is  most  serious  with 
private  colleges,  which,  because  of  limited 
endowments  cannot  meet  rising  costs ; such 
a one  is  Creighton  Medical  School  in  Omaha. 

Such  schools  could,  to  be  sure,  find  plen- 
ty of  well-to-do  students  who  would  pay  a 
steep  tuition.  But  they  have  always  followed 
a policy  of  holding  down  tuition  (generally 
speaking,  it  covers  about  one-third  of  the 
cost)  so  that  the  ablest  young  people,  re- 
gardless of  wealth,  will  find  it  possible  to  be- 
come doctors.  The  National  Fund  for  Medi- 
cal Education  is  embarking  on  a program  to 
solve  the  financial  crisis  that  faces  so  many 
medical  schools.  It  deserves  the  fullest  sup- 
port. In  that  connection,  however,  this  news- 
paper ventures  to  repeat  a suggestion  made 
some  months  ago — that  here  is  a chance  for 
the  various  charitable  foundations  to  do 
something  really  worthwhile  for  America. 
Many  of  them  are  frittering  away  their  funds 
now  on  various  egghead  projects  which  have 
no  discernible  value  to  society.  If  this  money 
were  devoted  to  the  medical  schools  there 
would  be  enough  for  all,  and  to  spare — and 
future  generations  would  have  reason  to 
bless  the  names  of  Ford,  Rockefeller,  Gug- 
genheim, and  the  rest. 


News  and  Views 

STATISTICS  FROM  THE  BULLETIN  OF  THE 
METROPOLITAN  LIFE  INSURANCE  CO., 

LIFE  EXPECTANCY— 

With  the  continuing  decline  in  mortality 
in  our  country,  the  chances  that  an  individual 
will  reach  age  65  have  greatly  increased. 
Under  the  mortality  conditions  prevailing  in 
the  United  States  around  1900,  nearly  40 
out  of  every  100  males  could  expect  to  reach 
old  age.  In  1930  the  chances  of  attaining 
age  65  were  53  in  100;  currently  they  are 
64  in  100.  Women  have  climbed  from  44  in 
100  around  1900,  to  77  in  100  at  the  present 
time. 

One-half  of  the  men  who  celebrate  their 
65th  birthday  will  survive  another  12  years, 
and  one-fifth  for  20  years.  One-half  of  the 
women  who  reach  65  will  live  to  age  80,  and 
about  one-fifth  will  celebrate  their  88th 
birthday. 


TUBERCULOSIS  CONTROL— 

The  death  rate  from  this  disease  estab- 
lished a new  minimum  of  10.2  per  100,000 
for  the  first  10  months  of  1953.  This  extra- 
ordinary record  reflects  to  a degree  the  use 
of  newly  discovered  drugs  and  new  surgical 
techniques,  together  with  bed  rest  and  other 
standard  methods  of  treatments.  There  are 
however,  an  estimated  400,000  active  cases 
still  in  the  United  States. 

Of  prime  importance  is  the  fact  that  the 
disease  is  now  concentrated  in  certain  sec- 
tors of  the  population,  as  evidenced  by  the 
wide  range  which  exists  both  in  morbidity 
and  mortality.  Thus,  as  against  the  discov- 
ery rate  of  55  active  or  probably  active 
cases  per  100,000  population  for  the  country 
as  a whole  in  1952,  the  figures  for  individual 
states  range  from  a low  of  16  per  100,000  in 
Nebraska  to  a high  of  164  in  Arizona. 

FIRE  CASUALTIES— 

Burns  and  other  accidental  injuries  asso- 
ciated with  fire  account  for  more  than  7,000 
deaths  a year  in  the  United  States.  More 
than  3,000  of  the  people  who  lose  their 
lives  by  fire  annually  are  burned,  suffocated, 
trampled  to  death,  or  otherwise  fatally  in- 
jured in  conflagrations  or  explosions. 

Many  of  the  deaths  from  burns  and  scalds, 
among  both  males  and  females,  occur  in  and 
about  the  home  as  a result  of  various  cir- 
cumstances: careless  smoking,  particularly 
in  bed;  clothing  catching  fire  while  the  vic- 
tim is  close  to  a stove  or  grate,  or  tending 
a bonfire ; . kindling  fire  with  flammable 
liquids;  upsetting  vessels  containing  hot 
liquids ; and  children  playing  with  matches. 
Young  children  and  old  people  have  the  high- 
est death  rates  from  fire,  children  because 
of  their  keen  interest  in  fire  but  generally 
unaware  of  its  dangers,  and  when  fire  breaks 
out  they  are  incapable  of  getting  away.  Old 
people,  too,  because  of  physical  impairments 
or  their  weaknesses  to  escape  from  or  fight 
fire. 

THE  STATE  BOARD  OF  HEALTH 
FORMULATES  ITS  PLANS— 

The  new  Nebraska  State  Board  of  Health, 
created  under  L.B.  68  passed  during  the  last 
session  of  the  Legislature,  has  concerned  it- 
self with  setting  up  its  own  rules  and  regula- 
tions and  with  orientation  studies.  After 
this  preliminary  period  of  study,  the  board 
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will  be  concerned  with  the  following-  duties, 
as  outlined  by  the  law : adoption  of  rules  and 
regulations  for  the  Department  of  Health; 
determination  of  policies  for  this  depart- 
ment; study  of  the  health  needs  of  the 
state ; and  the  formulation  of  plans  of  organ- 
ization or  of  reorganization  of  the  Depart- 
ment of  Health. 

ANTIHISTAMINE  CREAMS  AND  OINTMENTS 
OMITTED  FROM  NNR — 

The  Council  on  Pharmacy  and  Chemistry 
of  the  AMA  has  decided  to  omit  dermato- 
logical preparations  containing  antihistamine 
drugs  from  NNR  because  such  creams  and 
ointments  have  been  found  to  be  the  prob- 
able cause  of  sensitization  and  resultant 
dermatitis.  It  is  believed  that  such  adverse 
effects  outweigh  their  usefulness.  (J.A.M.A. 
153:1447,  Dec.  19,  1953). 

1950  MEMBERSHIP  DUES  WAIVED 
UNTIL  JULY  1,  1954— 

The  AMA  House  of  Delegates,  meeting  in 
St.  Louis,  adopted  one  resolution  relating  to 
the  payment  of  1950  membership  dues,  which 
may  have  been  overlooked  in  the  rush  of 
business  by  many  medical  society  secvetaries. 
The  “resolved”  portion  of  the  resolution  said: 

“Resolved,  that  any  active  member  of  the 
American  Medical  Association  who  failed  to 
pay  dues  for  the  year  1950,  and  who  was  sus- 
pended for  such  delinquency,  may  be  rein- 
stated during  the  first  six  months  of  1954 
by  payment  of  1954  dues  only. 

“Should  such  an  individual  fail  to  pay  his 
1954  dues  by  July  1,  1954,  he  shall  continue 
to  be  considered  delinquent.” 

It  is  hoped  that  all  county  and  state  so- 
ciety officers  will  immediately  contact  any 
physicians  in  their  organizations  who  were 
dropped  from  AMA  membership  because  of 
nonpayment  of  1950  dues.  Such  physicians 
should  be  acquainted  with  the  provisions  of 
this  new  resolution,  especially  with  the  fact 
that  the  waiver  will  be  in  effect  only  to  July 
1,  1954,  and  that  after  that  date  they  again 
will  be  liable  for  payment  of  the  1950  dues 
if  they  wish  to  be  reinstated  as  members  of 
the  AMA.  (From  “Secretary’s  Letter,”  Dec. 
21,  1953). 

THE  MONTH  IN  WASHINGTON— 

Although  the  budget,  defense  and  farm 
policy  are  monopolizing  Washington  head- 
lines, Congress  is  paying  more  than  casual 


attention  to  the  health  and  social  security 
fields.  In  these,  as  in  other  legislative  areas, 
it  has  for  its  guidance  a specific  program, 
laid  down  by  President  Eisenhower  in  his 
various  messages  during  the  first  few  weeks 
of  the  session.  The  question  now  is  whether 
this  closely-divided  Congress  will  have  the 
time  and/or  the  inclination  to  follow  through 
on  everything  the  Administration  wants. 

Before  Congress  settled  down  to  its  task, 
the  President  met  with  a group  of  American 
Medical  Association  leaders,  who  discussed 
with  him  the  Association’s  position  on  sev- 
eral important  pieces  of  legislation.  Present 
at  the  White  House  meeting,  in  addition  to 
Mr.  Eisenhower  and  Sherman  Adams,  As- 
sistant to  the  President,  were  AMA  Presi- 
dent Edward  J.  McCormick,  Trustees’  Chair- 
man Dwight  H.  Murray,  President-Elect 
Walter  B.  Martin,  and  Washington  Office  Di- 
rector Frank  E.  Wilson. 

Congress  got  into  the  health  and  welfare 
field  with  no  waste  of  time.  Within  five 
days  after  Congress  reconvened  the  House 
Interstate  and  Foreign  Commerce  Commit- 
tee, under  the  chairmanship  of  Rep.  Charles 
Wolverton  (R.,  N.J.),  began  an  exhaustive 
series  of  hearings  on  voluntary  health  insur- 
ance, further  evidence  that  the  Administra- 
tion is  determined  to  get  some  action  in  this 
direction. 

Chairman  Wolverton  as  long  as  four  years 
ago  was  interested  in  legislation  to  help  pre- 
paid insurance  programs  extend  their  cov- 
erage and  increase  their  benefits.  In  1950 
he  incorporated  his  ideas  in  a bill,  but  it  was 
not  acted  upon  by  the  committee  and  was  not 
revived  until  this  year.  Now  the  atmosphere 
is  much  more  favorable  for  Mr.  Wolverton’s 
proposal.  Not  only  is  he  chairman  of  the 
committee  and  his  party  in  control  of  Con- 
gress, but  his  ideas  have  strong  support 
from  the  Administration. 

Basically  the  Wolverton  idea  is  an  FDIC 
for  voluntary  health  insurance.  In  about 
the  same  way  the  Federal  Deposit  Insurance 
Corporation  insures  bank  deposits  up  to  a 
certain  limit,  the  Wolverton  program  would 
insure  (or  re-insure)  various  types  of  hos- 
pitay,  surgical,  and  medical  insurance  pro- 
grams. The  proposal  is  for  the  federal  gov- 
ernment to  set  up  a national  health  insur- 
ance underwriting  corporation.  To  keep  the 
corporation  going,  the  member  plans  would 
contribute  a certain  percentage  of  their  gross 
receipts,  possibly  2%. 
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With  the  national  corporation  underwrit- 
ing- unusual  risks,  the  individual  programs 
could  offer  catastrophic  or  “complete”  cov- 
erage. By  scaling  individual  premiums  to 
the  family  income,  the  member  plans  also 
could  offer  protection  to  families  with  very 
1 o w incomes.  The  national  corporation 
would  pay  possibly  two-thirds  of  each  sub- 
scriber’s claim  in  excess  of,  say,  $500  or 
$1,000  in  any  one  year. 

Another  piece  of  legislation,  receiving 
favorable  attention,  also  would  help  fam- 
ilies with  their  medical  expenses — a proposed 
liberalization  of  income  tax  deductions  al- 
lowed for  medical  expenses.  Under  present 
law,  only  that  part  of  medical  expense  ex- 
ceeding 5%  of  taxable  income  may  be  de- 
ducted. The  pending  legislation  would  drop 
this  to  probably  3 per  cent,  and  raise  or 
eliminate  the  maximum  limit.  In  past  years 
scores  of  bills  pointed  in  this  direction  have 
been  introduced.  If  this  is  incorporated  in 
the  general  tax  overhaul  legislation,  it  is  be- 
lieved to  have  a good  chance  of  enactment. 

Secretary  Hobby’s  Department  of  Health, 
Education  and  Welfare  is  firmly  behind  a 
proposal  to  have  the  federal  government 
show  more  leadership  in  vocational  rehabili- 
tation of  the  handicapped.  At  this  writing 
it  is  too  early  for  any  good  indication  as  to 
whether  physicians  will  be  brought  under 
social  security.  The  Administration’s  bill 
would  blanket  in  most  self-employed  groups, 
including  dentists,  attorneys,  architects  and 
farmers,  in  addition  to  physicians.  Rep. 
Carl  Curtis  (R.,  Neb.),  chairman  of  the  sub- 
committee which  investigated  social  security, 
apparently  feels  the  same  way.  However, 
a substantial  number  of  the  members  of  the 
House  Ways  and  Means  Committee,  which 
must  pass  on  the  bill,  are  known  to  feel  that 
compulsion  should  not  be  used  on  groups  that 
do  not  want  Old  Age  and  Survivors  Insur- 
ance. 

From  all  indications  available  during  the 
first  few  weeks  of  Congress,  a showdown 
fight  may  be  unavoidable  on  medical  care 
for  military  dependents.  Defense  Depart- 
ment, with  support  from  the  President, 
wants  dependent  care  extended  and  made 
uniform  among  the  three  services,  with  mili- 
tary physicians  carrying  as  much  of  the  re- 
sponsibility as  they  can.  Under  the  Defense 
Department  plan,  dependents  who  could  not 
be  taken  care  of  at  military  installations 
would  be  allowed  to  obtain  their  care  from 


private  sources,  with  the  government  paying 
almost  all  of  the  cost. 

The  American  Medical  Association  agrees 
with  the  Defense  Department  that  all  de- 
pendents should  receive  medical  benefits  as 
nearly  uniform  as  possible.  However,  AMA 
contends  that  wherever  possible  dependents 
should  use  private  physicians  and  private 
hospitals,  and  that  the  military  personnel 
and  facilities  should  be  employed  only  where 
civilian  facilities  are  inadequate.  (From  the 
Washington  Office,  AMA). 

OLDER  MEDICAL  STUDENTS  MORE 
LIKELY  TO  QUIT— 

A study  of  the  age  at  admission  to  South- 
western Medical  School  in  relationship  to  the 
number  who  graduated  and  the  number  who 
did  not,  is  reported  by  Dr.  Carmen  Miller  in 
the  Journal  of  Medical  Education,  Jan.,  1954. 
He  found  that  the  greater  percentage  of 
those  who  withdrew  were  in  the  older  age 
group.  This  study  suggests  that  special  care 
should  be  exercised  by  medical  schools  when 
considering  admission  of  older  students.  The 
factors  to  be  scrutinized,  besides  the  chrono- 
logical age,  are  general  health,  psychic  sta- 
bility, marital  and  social  obligations,  the 
underlying  reason  for  wishing  to  study  medi- 
cine (sometimes  only  to  take  advantage  of 
the  GI  bill),  and  the  factor  of  decline  in  in- 
tellectual ability  that  often  comes  with  aging. 

DOCTOR  HALLORAN  HONORED— 

The  posthumous  award  of  the  Army’s 
Certificate  of  Achievement  and  the  unveiling 
of  the  bronze  plaque  in  honor  of  the  late  Col. 
Roy  D.  Halloran,  MC,  was  held  on  Dec.  15, 
1953,  at  the  Walter  Reed  Army  Medical  Cen- 
ter, Washington,  D.C.  Colonel  Halloran  is 
credited  with  establishing  the  groundwork 
for  the  Army’s  present-day  psychiatric  pro- 
gram in  World  War  II. 

INTERIM  SESSION  IN  ST.  LOUIS 
WELL  ATTENDED— 

The  Seventh  Annual  Clinical  Session  of 
the  American  Medical  Association,  held  in 
St.  Louis  in  December,  1953,  drew  a total 
registration  of  7,716,  of  whom  2,730  were 
doctors.  The  St.  Louis  meeting  in  1948  had 
a total  registration  of  5,461  including  2,200 
doctors. 

BY-PRODUCT  OF  PENICILLIN  MANUFACTURE 
KILLS  CANCER  CELLS— 

In  1943,  Dr.  Ivan  Cornman  of  George  Wash- 
ington University,  while  working  with  Dr. 
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Margaret  Lewis  at  the  Wistar  Institute  in 
Philadelphia,  noted  that  one  of  the  early, 
unrefined  strains  of  penicillin  had  lethal  ef- 
fects on  cancer  cells,  yet  was  apparently 
harmless  to  healthy  tissue.  A year  ago,  Doc- 
tor Cornman,  with  the  encouragement  of  the 
American  Cancer  Society  and  the  National 
Cancer  Institute,  returned  to  the  study  of 
this  clue.  He  tested  twenty  minute  samples 
of  compounds  extracted  from  penicillin  and 
found  that  five  had  the  facility  of  killing 
cancer  cells.  Because  manufacturers  have 
gone  on  to  more  efficient  methods  of  making 
penicillin,  Doctor  Cornman  found  his  source 
of  material  had  vanished.  The  Schenley  Lab- 
oratories have  responded  to  the  appeal  and 
gone  back,  at  great  expense,  to  the  early 
strains  and  the  early  methods  of  manufac- 
turing penicillin,  in  order  to  supply  material 
for  further  experimentation  with  these  can- 
cer-killing substances. 

Announcements 

LINCOLN-LANCASTER  MEDICAL 
CONFERENCE  IN  MARCH— 

The  Lancaster  County  Medical  Society  an- 
nounces its  second  Lincoln-Lancaster  Medical 
Conference,  to  be  held  on  Thursday,  March 
11,  1954,  at  the  Cornhusker  Hotel  in  Lincoln. 
All  Doctors  of  Medicine  are  cordially  invited 
to  attend.  The  following  doctors  will  partici- 
pate in  the  program: 

Dr.  Paul  Lorham,  Professor  of  Anesthesiology, 
University  of  Kansas  College  of  Medicine. 

Dr.  LeRoy  Calkins,  Professor  of  Obstetrics  and 
Gynecology,  University  of  Kansas  College  of  Medi- 
cine. 

Dr.  Walter  Palmer,  Professor  of  Medicine,  Univer- 
sity of  Illinois. 

Dr.  Robert  D.  Moreton,  Fort  Worth,  Texas. 

Dr.  Max  Allen,  University  of  Kansas  Department 
of  Medicine. 

Dr.  Robert  Elman,  Clinical  Professor  of  Surgery, 
Washington  University,  St.  Louis,  Missouri. 

Dr.  Howai’d  Rusk,  Professor  and  Chairman,  De- 
partment of  Physical  Medicine  and  Rehabilitation, 
New  York  University  College  of  Medicine. 

CONTINUATION  COURSE  IN  CARDIO- 
VASCULAR DISEASES— 

At  the  University  of  Minnesota  Center  for 
Continuation  Study,  there  will  be  held  a 
three-day  course  in  cardiovascular  diseases 
for  the  general  physician,  March  22-24.  Dr. 
Samuel  A.  Levine,  Clinical  Professor,  Har- 
vard Medical  School,  will  take  part  and  will 
deliver  the  annual  George  E.  Fahr  Lecture 


on  the  23rd.  Dr.  C.  J.  Watson  will  direct  the 
course  and  the  faculty  will  include  full-time 
members  from  the  University  and  from  the 
Mayo  Foundation.  Meals  and  lodging  avail- 
able at  the  Center. 

MIDWINTER  POSTGRADUATE  CLINICS 
IN  DENVER— 

The  Eighteenth  Annual  Midwinter  Post- 
graduate Clinics,  sponsored  by  the  Colorado 
State  Medical  Society  will  be  held  in  Denver, 
with  headquarters  at  the  Shirley-Savoy  Ho- 
tel, Feb.  16-19.  Mornings  of  dry  clinics  at 
the  hospitals,  noon-day  round  table  discus- 
sions, and  afternoons  of  illustrated  lectures 
by  guest  speakers,  will  be  interspersed  with  a 
“smoker”  on  the  evening  of  the  16th  and  a 
dinner  dance  on  the  evening  of  the  18th. 
Various  fields  of  special  interest  to  the  gen- 
eral practitioner  will  be  included,  as  follows : 
cardiology  by  F.  R.  Schemm,  M.D.,  Great 
Falls;  pediatrics  by  Norman  Clein,  Seattle; 
obstetrics  and  gynecology,  John  H.  Randall, 
Iowa  City;  surgery,  Samuel  Marshall,  Bost- 
ton;  pathology,  B.  H.  Kean,  New  York  City; 
psychiatry,  C.  H.  Hardin  Branch,  Salt  Lake 
City;  pediatric  surgery,  H.  William  Clat- 
worthy,  Columbus ; and  internal  medicine, 
William  A.  Sodeman,  Columbia,  Mo. 

NEBRASKA  STATE  BOARD  OF  HEALTH 
SEEKS  A DIRECTOR  OF  HEALTH— 

Acting  under  powers  granted  by  L.B.  68, 
the  Nebraska  State  Board  of  Health  will  ap- 
point a Director  of  Health  for  the  state.  The 
Board  is  seeking  applicants  for  this  posi- 
tion, and  herewith  publish  instructions  for 
making  application  together  with  a resume 
of  the  qualifications  the  applicant  must  pos- 
sess. 

FORM  OF  APPLICATION 

A form  of  application  is  provided  herewith.  Ap- 
plications must  be  on  file  with  the  Chairman,  State 
Board  of  Health,  Room  1004,  State  Capitol,  Lincoln, 
Nebraska,  not  later  than  March  10,  1954. 

QUALIFICATIONS  FOR  DIRECTOR 
OF  HEALTH 

Knowledge:  Extensive  knowledge  of  public  health 
administrative  policies,  and  procedures  as  applied  to 
national,  state  and  local  health  problems;  thorough 
knowledge  of  pertinent  national,  state  and  local 
health  laws  and  regulations;  knowledge  of  the  de- 
velopment of  state  and  local  health  budgets  and  the 
establishing  of  new  health  units;  ability  to  direct 
and  correlate  large  scale  epidemiologic  investigations 
and  to  apply  the  results  of  experimentation  and  re- 
search. 

Minimum  Professional  Qualifications:  Graduation 

from  a recognized  school  of  medicine;  one  year’s 


68 


Nebraska  S.  M.  J. 


internship  in  a hospital  of  acceptable  standards;  li- 
censure to  practice  in  Nebraska,  or  eligibility  for 
such  licensure;  possession  of  a master’s  degree  from 
a recognized  school  of  public  health,  or  equivalent 
experience  or  training  in  public  health  work  satisfac- 
tory to  the  State  Board  of  Health,  preferably  three 
years’  experience  in  the  practice  of  medicine  and  at 
least  two  years’  experience  in  a supervisory  capacity 
in  the  field  of  public  health.  One  year  of  residency 
in  an  approved  hospital  may  be  substituted  for  a 
year  of  the  experience  in  the  practice  of  medicine. 

Personality  Traits:  Ability  to  work  with  people 

and  to  secure  the  cooperation  of  professional  and 
lay  personnel,  to  plan  and  direct  work  of  groups  of 
employees,  to  execute  work  efficiently  and  to  exer- 
cise good  judgment  in  making  decisions.  Possess 
good  address,  emotional  stability,  resourcefulness, 
trustworthiness  and  integrity. 

OMAHA  TO  BE  SITE  OF  FOUR-DAY 
MEETING— 

Omaha  surgeons  will  be  hosts  to  the  Amer- 
ican College  of  Surgeons  for  four  days,  March 
1-4,  for  the  western  part  of  the  country.  The 
headquarters  will  be  the  Hotel  Fontenelle. 
There  will  be  attractions  for  all  the  surgical 
specialty  groups. 

Both  operative  and  non-operative  clinics 
will  be  held  at  the  various  Omaha  hospitals. 
Many  surgeons  of  national  renown  will  ap- 
pear on  the  scientific  program. 

Dr.  Earl  A.  Connolly  is  chairman  of  the 
Committee  on  Arrangements,  and  Dr. 
Charles  W.  McLaughlin  is  vice  chairman. 
Members  of  the  Executive  Committee  are 
Doctors  James  W.  Martin,  Leon  S.  McGoogan, 
W.  J.  McMartin,  and  W.  Howard  Morrison. 

The  Hospitals  are  represented  as  follows: 
Dr.  R.  Russell  Best,  Clarkson  Memorial ; Dr. 
Harley  E.  Anderson,  Immanuel;  Dr.  Charles 
W.  McLaughlin,  Methodist;  Dr. Arnold  W. 
Lempka,  St.  Catherine’s;  Dr.  Harry  H.  Mc- 
Carthy, St.  Joseph’s;  Dr.  Wm.  P.  Kleitsch, 
Veterans,  and  Dr.  Herbert  H.  Davis,  Uni- 
versity. 

NEBRASKA  HEART  ASSOCIATION 
WILL  MEET— 

The  Nebraska  Heart  Association  will  meet 
at  the  Cornhusker  Hotel,  in  Lincoln,  at  9:00 
a.m.  on  February  27,  1954.  All  doctors  are 
invited  to  attend.  Donald  F.  Purvis,  M.D.. 
800  South  13th  Street,  Chairman  of  Commit- 
tee on  Arrangements. 

NEBRASKA  CHAPTER  AMERICAN  COLLEGE 
OF  PHYSICIANS  WILL  MEET— 

The  Seventh  Annual  Meeting  of  the  Ne- 
braska Chapter  of  the  American  College  of 
Physicians  will  be  held  at  the  Hotel  Corn- 


husker in  Lincoln,  February  27th,  at  2:00 
p.m.  Note  that  this  is  the  same  date  the 
Heart  Association  meets.  Both  meetings  can 
be  attended  on  the  same  day.  Dr.  J.  Marshall 
Neely,  924  Sharp  Building,  is  in  charge  of 
local  arrangements. 

OMAHA  OB  AND  GYN  SOCIETY  OPEN  TO 
STATE-WIDE  MEMBERSHIP— 

Any  physician  in  Nebraska  who  limits  his 
practice  to  obstetrics  and  gynecology  may 
become  an  associate  'member  of  the  Omaha 
Obstetrical  and  Gynecological  Society.  The 
Society  changed  its  by-laws  on  November 
18,  1953,  to  permit  election  to  such  associate 
membership,  and  set  the  dues  for  this  class 
of  membership  at  one  dollar  per  year.  Any- 
one interested  in  making  application  is  re- 
quested to  write  W.  Riley  Kovar,  M.I).,  1120 
Medical  Arts  Building,  Omaha  2,  Nebraska. 

A.D.A.  FORECAST  HELPFUL  TO  DOCTORS 
AND  PATIENTS— 

Physicians  throughout  the  country  have 
found  in  the  A.D.A.  FORECAST  a valuable 
supplement  to  the  teaching  which  the  physi- 
cian gives  his  patients  in  the  many  problems 
which  arise  in  the  proper  management  of 
diabetes. 

The  A.D.A.  FORECAST,  an  authoritative 
publication,  held  in  high  regard  by  physicians 
and  their  patients,  is  edited  by  Frederick  W. 
Williams,  M.D.,  one  of  the  founders  of  the 
American  Diabetes  Association.  It  has  a 
distinguished  medical  Editorial  Advisory 
Board  which  includes  Charles  H.  Best,  M.D., 
a co-discoverer  of  insulin. 

Typical  articles  in  recent  issues  of  the 
FORECAST  include:  “The  Care  and  Han- 

dling of  Insulin  Syringes,”  “Marriage  and  the 
Diabetic,”  “The  Gentle  Art  of  Job  Hunting 
for  Diabetics,”  “Life  Insurance  for  Dia- 
betics,” “Income  Tax  Deduction  for  Diabet- 
ics,” “The  Child  With  Diabetes,”  “Summer 
Camps  for  Diabetics,”  “Help  Others  to  Learn 
What  You  Have  Learned,”  and  “Restaurants 
I Have  Known,  or  How  to  Live  With  Chefs 
and  Like  It!” 

Subscriptions  are  available  to  all  at  $2.00 
a year,  $3.50  for  two  years  or  $4.75  for  three 
years.  The  FORECAST  is  published  bi- 
monthly by  the  American  Diabetes  Associa- 
tion, 11  West  42nd  Street,  New  York  36, 
New  York.  Sample  copies  and  subscription 
forms  are  available  without  cost  to  any 
physician  for  use  with  his  patients.  Mem- 
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bership  in  the  West  Central  Diabetes  Asso- 
ciation provides  subscription  without  addi- 
tional charge.  For  information,  contact 
Mrs.  Helen  Glass,  Secretarial  Assistant,  West 
Central  Diabetes  Association,  908  Medical 
Arts  Bldg.,  Omaha. 


Greetings  From  Past  Presidents 

In  the  January,  1954,  issue  of  the  Journal 
we  began  the  publication  of  a series  of  letters 
from  our  past  presidents — letters  of  greet- 
ing to  the  members  of  our  association.  As 
a preamble  it  was  pointed  out  that  we  have 
an  unusual  number  of  living  past  presidents, 
most  of  whom  are  still  active  in  the  affairs  of 
medicine ; that  these  doctors  have  lived  and 
worked  through  a period  that  may  become 
known  as  an  era  of  revolution  in  the  science 
and  practice  of  medicine;  that  the  perspec- 
tive of  these  men  in  relation  to  this  period  of 
great  advancement  should  be  not  only  inter- 
esting, but  of  historical  value. 

The  complete  list  of  past  presidents  with 
the  present  address  of -each,  and  the  year 
in  which  he  assumed  office  in  the  society, 
was  included  in  the  first  installment.  Two 
of  the  letters  which  have  come  to  the  editor 
were  published.  In  the  present  issue,  two 
more  letters  of  greeting  follow  these  intro- 
ductory remarks : 

September  24,  1953 

George  W.  Covey,  M.D. 

Editor,  Nebraska  State  Medical  Journal 
805  Sharp  Building 
Lincoln,  Nebraska 

Dear  George: 

It  is  a very  real  pleasure  to  have  the  opportunity 
of  sending  cordial  greetings  to  all  members  of  the 
Nebraska  State  Medical  Society. 

Our  efficient  Editor,  Dr.  Covey,  is  to  be  con- 
gratulated upon  the  idea  of  obtaining  a few  words 
from  all  the  Past  Presidents  of  our  association,  and 
for  the  very  fine  Journal  that  we  receive  each  month. 

Long  speeches  and  long  letters  serve  no  good  pur- 
pose; I will,  therefore  attempt,  in  three  brief  para- 
graphs, to  compare  today’s  medical  practice  with 
that  of  fifteen  years  ago. 

1.  Medicine  in  general  is  on  a far  higher  plane 
due  to  better  prepared  graduates,  excellent  post- 
graduate courses  for  all  types  of  px’actice,  and  the 
miracles  of  modem  chemistry. 

2.  For  almost  two  decades  our  Society  was  forced 
to  devote  a very  large  portion  of  its  time,  effort, 
and  resources  battling  against  “Socialized  Medicine.” 
While  this  threat  is  not  entirely  gone,  we  are  now 
able  to  devote  our  main  efforts  to  the  real  prob- 
lem of  caring 'for  the  sick. 

3.  Some  ten  to  fifteen  years  ago,  our  State  Basic 
Science  Law  was  the  object  of  almost  continual  at- 


tack. Many  strenuous  battles  were  fought  to  pre- 
serve our  standards,  and  these  contests  also  demand- 
ed our  very  utmost  in  work,  interest  and  resources 
of  our  Society.  It  may  not  be  amiss  to  remind  you 
that  in  1941,  after  a most  hectic  and  intense  con- 
test in  our  State  Legislature,  the  standards  were 
preserved  by  a margin  of  only  TWO  VOTES. 

It  is  gratifying  to  observe  the  steady  advance  of 
our  profession  in  the  scientific  world;  it  is  equally 
gratifying  to  observe  the  ever-growing  influence 
of  our  association,  and  its  very  excellent  leadership. 

May  I add  that  in  my  humble  opinion,  our  de- 
cision to  employ  a full  time  Secretary,  and  our  ex- 
treme good  fortune  in  obtaining  and  retaining  Mr.  M. 
C.  Smith  in  that  position,  has  been  a tremendous 
factor  in  our  success. 

With  cordial  greetings,  I remain, 

Very  sincerely  yours, 

CLAYTON  F.  ANDREWS,  M.D., 
President  1941. 

September  26,  1953 

Dear  George: 

I received  your  letter  and  was  pleased  to  hear 
from  you. 

As  Past  President  of  the  Nebraska  State  Medical 
Society,  1934-35,  I wish  to  extend  my  greetings  to- 
the  Profession  during  these  wonderful  Fall  days. 

The  Practice  of  Medicine  today  has  changed  con- 
siderably from  the  early  days  when  some  of  us 
started  before  the  roads  were  paved  and  our  means 
of  conveyance  were  not  quite  so  adequate.  The 
hours  were  long  and  often  our  sleep  was  obtained 
in  our  cars. 

The  Science  of  Medicine  has  advanced  rapidly.  We 
had  no  x-ray,  EKG’s  were  just  starting  and  Bio- 
chemistry was  in  its  infancy. 

We  had  one  great  advantage  because  we  had  to 
learn  to  use  our  eyes,  ears  and  hands,  in  arriving 
at  conclusions  which  made  us  more  alert  to  physical 
diagnosis. 

The  present  progress  is  an  inspiration  at  all  times 
and  in  the  years  ahead  we  hope  to  see  the  great 
killers,  polio  and  cancer,  disappear.  We  also  hope 
to  see  the  advancing  ravages  of  heart  disease  con- 
quered. 

Again,  my  salutation  to  all. 

ADOLPH  SACHS.  M.D. 


AMEBIASIS 

(Continued  from  page  38) 

ternated  with  these  preparations  and  given 
to  ambulatory  patients.  It  is  seldom  neces- 
sary to  resort  to  emetine  which  should  never 
be  given  except  to  bed  patients.  Prolonged 
treatment  with  alternating  arsenic-and 
iodine-containing  drugs  is  important  in  the 
prevention  of  recurrence,  and  gives  a high 
incidence  of  cures. 

W.  MAX  GENTRY. 
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DELEGATE’S  REPORT  ON  THE  PROCEEDINGS 

OF  THE  HOUSE  OF  DELEGATES  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 
, AT  THE  CLINICAL  MEETING 
St.  Louis,  Missouri  — Decomber  1 to  4,  1953 

The  Seventh  Annual  Clinical  Meeting  of  the  Amer- 
ican Medical  Association,  which  was  held  in  St.  Louis, 
December  1 to  4,  1953,  was  outstanding.  The  scien- 
tific sessions,  scientific  and  technical  exhibits  were 
characterized  by  many  as  being  of  the  highest  order. 
These  activities  were  housed  under  one  roof,  the 
St.  Louis  Municipal  Auditorium.  The  weather  was 
ideal  and  undoubtedly  had  much  to  do  with  the  total 
registration  of  7,716  of  which  2,730  were  physicians. 
Of  these,  25  were  from  Nebraska,  which,  percentage- 
wise, accounted  for  0.9  per  cent  of  the  physicians 
registered.  I would  very  much  like  to  go  into  more 
detail  regarding  the  scientific  program  but  shall 
adhere  to  reporting  the  proceedings  of  the  House  of 
Delegates. 

One  hundred  and  seventy-eight  delegates  out  of  a 
total  of  approximately  190  were  seated  for  this 
meeting.  In  my  experience  as  a delegate  I never 
have  participated  in  a meeting  of  the  House  wherein 
there  was  less  controversy  over  the  issues  presented. 
The  reports  of  the  Officers,  Board  of  Trustees,  Coun- 
cils and  Committees  were  accepted  by  the  reference 
committees,  and  by  the  House  in  toto  with  few 
changes  or  amendments  and  little  or  no  discussion. 
This  does  not  mean  for  one  moment  that  there  was 
not  a tremendous  amount  of  time  spent,  as  well  as 
much  discussion  on  a considerable  number  of  the 
items,  but  the  discussion  took  place  before  the  ref- 
erence committees,  whose  members  worked  far  into 
the  night,  and  evidently  the  reports  mirrored  the 
judgment  of  the  House.  As  a result,  wide  open  dis- 
cussion and  loss  of  time  were  obvjated. 

There  were  thirty-four  resolutions  considered  by 
the  respective  reference  committees  and  by  the 
House  of  Delegates,  the  most  important  of  which 
I shall  cite.  Abstracted  information  relative  to  the 
proceedings  of  the  House  of  Delegates  may  be  ob- 
tained in  Volume  153,  Number  173  and  Volume  154, 
Number  1 — December  26,  1953  and  January  2,  1954, 
respectively,  of  the  Journal  of  the  American  Medi- 
cal Association.  I cite  these  references  so  that  more 
detailed  information  may  be  obtained  on  any  spe- 
cific item  by  those  interested.  It  is  impossible,  due 
to  limitations  of  Journal  space,  to  make  this  report 
all  inclusive. 

The  House  convened  Tuesday,  December  2nd,  at 
10:00  a.m.  Following  the  invocation,  Dr.  Dwight 
H.  Murray,  Chairman  of  the  Board  of  Trustees,  pre- 
sented the  name  of  Dr.  Joseph  I.  Greenwell  of  New 
Haven,  Kentucky,  an  80-year-old  active  practitioner, 
for  the  General  Practitioner  of  the  Year  award. 
Dr.  Greenwell  was  elected  by  unanimous  vote  of  the 
House,  and  later  in  the  day  he  was  presented  to 
the  House  by  Dr.  Edward  J.  McCormick,  President 
of  the  American  Medical  Association.  Dr.  Green- 
well made  a short  but  very  trite  speech,  emphasizing 
the  fact  that  he  merely  represented  the  general  prac- 
titioners of  the  nation,  and  that  his  award  was  in 
turn  a tribute  to  them. 

Dr.  James  R.  Reuling,  Speaker  of  the  House  of 
Delegates,  as  usual  made  some  very  constructive 
recommendations  which  would  streamline  and  ex- 
pedite the  work  of  the  House.  He  placed  particular 


emphasis  on  the  need  for  having  all  resolutions  in 
the  hands  of  the  Secretary  of  the  Association  at  least 
forty-eight  hours  prior  to  the  first  meeting  of  the 
House,  pointing  out  that  in  this  way  all  resolutions 
could  be  printed,  identified  by  number,  and  read  by 
title  only.  This  would  enable  the  delegates  to 
familiarize  themselves  with  the  resolutions  prior 
to  hearings  conducted  by  the  respective  reference 
committees,  and  would  give  them  first-hand  infor- 
mation as  to  the  exact  wording  of  resolutions  so 
that  should  they  appear  before  a reference  commit- 
tee to  testify,  they  would  be  better  able  to  interpret 
the  subject  matter. 

Dr.  Edward  J.  McCormick  gave  a most  stimulat- 
ing and  thought-provoking  presidential  address. 
Four  points  in  his  address  I would  like  to  call  to 
your  attention.  He  stated  (1)  that  we  must  resolve 
here  and  now  to  carry  on  in  our  efforts  to  bring 
the  best  medical  care  to  all  the  people  in  our  native 
land,  and  to  oppose  each  and  every  suggestion 
which  directly  or  indirectly  would  seem  to  jeopardize 
our  great  democracy;  (2)  that  public  relations  is  a 
“grass  roots”  problem,  and  “grass  roots”  means 
every  physician  in  his  every  contact  with  every 
patient  every  day;  (3)  that  if  we  are  to  acquaint  the 
public  with  our  real  objectives  and  accomplishments, 
we  must  educate  ourselves;  and  (4)  that  we  have 
a policing  job  to  do,  and  it  must  be  done  through 
the  medium  of  existing  disciplinary  machinery;  it 
cannot  be  done  in  any  other  way.  This  is  definitely 
a challenge  to  so-called  grievance  committees. 

The  addresses  of  Dr.  Chester  S.  Kiefer,  Special 
Assistant  to  the  United  States  Department  of 
Health,  Education  and  Welfare;  Dr.  Leslie  M.  Fitz- 
gerald, President  of  the  American  Dental  Associa- 
tion and  Mrs.  Leo  J.  Schaefer,  President  of  the 
Woman’s  Auxiliary  of  the  American  Medical  Asso- 
ciation, all  contained  considerable  meat. 

Following  these  addresses  the  Student  AMA  dele- 
gates were  introduced,  and  having  been  personally 
instrumental  in  developing  the  Student  AMA,  it 
was  heartening  to  listen  to  the  remarks  of  Mr.  John 
H.  Caskey,  Baylor  University  College  of  Medicine, 
and  of  Mr.  David  J.  La  Fond,  Marquette  University 
School  of  Medicine.  It  seems  to  me  that  we  should 
lend  all-out  help  to  these  students  who  have  organ- 
ized for  the  purpose  of  acquainting  themselves,  with 
the  art,  science,  and  economics  of  the  practice  of 
medicine  so  that  when  ready  to  start  practice  they 
will  have  overall  knowledge  of  their  respopsibilities 
as  they  relate  to  patients. 

An  interlude  in  the  agenda  came  through  the  pre- 
sentation of  Rev.  Alphonse  M.  Schwitalla,  S.J., 
whose  name  I am  sure  is  familiar  to  all  physicians 
because  of  the  outstanding  work  that  he  has  done 
for  medicine  and  hospitals  throughout  the  'world. 
The  speaker,  having  accorded  a beautiful  tribute  in 
introduction,  requested  Dr.  Herman  G.  Weiskotten 
to  escort  Father  Schwitalla  to  the  rostrum.  I rec- 
ommend for  your  reading  Father  Schwitalla’s  re- 
sponse, which  will  be  found  in  Volume  153,-  Number 
17,  Page  1533,  of  the  Journal  of  the  American  Med- 
ical Association. 

Reports  of  reference  committees  on  Reports  of 
the  Board  of  Trustees  and  the  Secretary  were  re- 
ceived and  it  was  noted  that  the  paid  membership 
of  the  AMA  as  of  August  31,  1953,  was  117,063,  an 
increase  of  7,323  members  over  the  corresponding 
period  in  1952 — this  all  contrariwise  to  the  prophecy 
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made  by  some  that  because  of  the  recent  introduc- 
tion of  membership  dues  there  would  be  a very  sub- 
stantial drop  in  membership.  The  Secretary  pointed 
out  that  because  of  the  differences  in  the  classifica- 
tions of  membership  in  the  by-laws  of  the  constitu- 
ent associations  as  they  relate  to  the  classification  of 
members  in  the  Constitution  and  By-Laws  of  the 
American  Medical  Association,  there  is  considerable 
confusion  as  to  the  type  of  membership  a physician 
may  hold  in  the  AMA,  and  that  this  should  be  ad- 
judicated by  revisions  in  the  respective  state  con- 
stitutions. He  also  stated  that  study  is  being  given 
to  the  exemption  of  members  of  the  AMA  from 
payment  of  dues,  based  on  a survey  of  the  constitu- 
tion and  by-laws  of  the  constituent  associations. 

I would  like  to  specifically  point  out  a resolution 
presented  to  the  House  of  Delegates  in  June  1953 
by  Dr.  George  A.  Earl  of  Minnesota.  The  Reference 
Committee  on  Amendments  to  the  Constitution  and 
By-Laws  presented  a substitute  resolution,  which 
was  accepted  by  the  House  as  read,  and  recommend- 
ed that  the  By-Laws  of  the  AMA  be  so  amended  as 
to  implement  this  provision:  “Resolved,  That  any 

active  member  of  the  American  Medical  Association 
who  failed  to  pay  dues  for  the  year  1950,  and  who 
was  suspended  for  such  delinquency,  may  be  re- 
instated during  the  first  six  months  of  1954  by  the 
payment  of  1954  dues  only.  Should  such  an  indi- 
vidual fail  to  pay  his  1954  dues  by  July  1,  1954,  he 
shall  continue  to  be  considered  delinquent.” 

The  Reference  Committee  on  Reports  of  Boards  of 
Trustees  and  Secretary  stressed  the  fact  that  the 
magazine  of  the  AMA,  TODAY’S  HEALTH,  must 
have  greater  support  from  the  profession  if  it  is  to 
maintain  its  existence.  Only  26,000  members  of  the 
profession  subscribe  to  this  magazine,  which  has  a 
total  circulation  of  260,000.  It  was  pointed  out  that 
if  100,000  physicians  subscribed  to  this  magazine 
the  present  cost  deficit  of  $150,000  could  be  elim- 
inated. 

The  Reference  Committee  on  Legislation  and  Pub- 
lic Relations  recommended  the  adoption  of  the  fol- 
lowing resolutions:  (1)  extension  of  compulsory 

coverage  of  physicians  and  other  self  employed  per- 
sons under  Title  II  of  the  Social  Security  Act  (Jen- 
kins-Keogh  bills,  H.R.  10  and  H.R.  11);  (2)  legisla- 
tion to  amend  the  Constitution  of  the  United  States 
relative  to  the  making  of  treaties  and  executive 
agreements  (Bricker,  S.J.  Res.  1);  (3)  deduction 

of  medical  and  dental  expenses  for  income  tax  pur- 
poses (H.R.  3375);  and  others.  The  House  unani- 
mously adopted  the  recommendations  of  the  com- 
mittee. 

Reports  from  the  Reference  Committees  on  In- 
dustrial Health,  Medical  Military  Affairs,  Committee 
on  Insurance  and  Medical  Services,  Hygiene  and 
Public  Health,  Sections  and  Section  Work  were  unan- 
imously adopted. 

Dr.  Austin  Smith,  Editor  of  the  Journal  of  the 
American  Medical  Association  and  Editor-in-Chief  of 
AMA  Scientific  Publications,  named  by  the  Council 
of  the  World  Medical  Association  to  fill  the  vacancy 
caused  by  the  death  of  Dr.  Elmer  L.  Henderson,  was 
elected  to  the  Council  by  the  assembly  of  the  World 
Medical  Association.  The  splendid  work  that  this 
organization  is  doing  should  have  the  unqualified 
support  of  all  American  physicians.  Membership 
dues  are  ten  dollars  a year. 


A resolution  pointing  out  the  tremendous  work 
done  by  Dr.  Elmer  Lee  Henderson  for  American 
Medicine  and  affirming  the  deep  appreciation  of 
the  American  Medical  Association  for  his  unsparing 
work  as  physician,  citizen,  and  medical  leader,  was 
uanimously  adopted  by  the  House  of  Delegates  on 
standing  vote. 

The  Board  of  Trustees  of  the  AMA  announced  an- 
other donation  of  $500,000  to  the  American  Medical 
Education  Foundation  for  the  year  1954,  this  mak- 
ing a total  of  $2  million  donated  in  the  past  few 
years.  This  action  was  unanimously  endorsed  by 
the  House  of  Delegates.  Dr.  Louis  H.  Bauer  was 
elected  President  of  the  Foundation  succeeding  Dr. 
Elmer  L.  Henderson. 

The  report  of  the  Judicial  Council  was  most  in- 
teresting. One  item  came  in  for  considerable  dis- 
cussion. Because  of  its  import  I am  quoting  the 
following  from  the  Council’s  report:  “The  Council 

has  had  many  inquiries  regarding  the  ownership  of 
pharmacies  by  physicians.  The  Principles  of  Medi- 
cal Ethics  are  very  clear  in  regard  to  this  matter. 
Section  6,  Chapter  1 of  the  Principles  provides  that 
‘An  ethical  physician  does  not  engage  in  barter  or 
trade  in  the  appliances,  devices  or  remedies  pre- 
scribed for  patients,  but  limits  the  sources  of  his 
professional  income  to  professional  services  ren- 
dered the  patient.’  The  Council  has  ruled  that  it 
is  unethical  for  a physician  to  have  a financial  in- 
terest in  a pharmacy  in  the  area  in  which  he  con- 
ducts his  professional  activities  and  where  he  prof- 
its directly  or  indirectly  from  the  sale  of  devices  or 
remedies  prescribed  for  his  patients.  This  is  par- 
ticularly true  when  the  services  of  other  reputable 
pharmacies  are  readily  available.  Along  with  the 
problem  of  ownership  of  pharmacies  by  doctors  may 
be  considered  the  question  of  rental  of  space  to  a 
pharmacist  in  a clinic  or  office  building  owned  or 
leased  by  physicians.  When  physicians  rent  such 
space  on  a sliding  scale  or  for  a percentage  of  the 
income  received  by  the  pharmacy  the  result  is 
equivalent  to  receiving  a rebate  from  the  prescrip- 
tion and  is  therefore  unethical.”  The  Council’s  re- 
port was  unanimously  adopted  by  the  House. 

Reports  from  the  various  councils  and  special 
committees  were  unanimously  adopted  as  read,  in- 
cluding recommendations  for  amendments  to  the 
Constitution  and  By-Laws  of  the  American  Medical 
Association.  Much  interest  was  shown  in  the  re- 
port of  the  Committee  on  Blood. 

With  regard  to  a resolution  from  the  House  of 
Delegates  of  the  Iowa  State  Medical  Society  con- 
cerning the  billing  of  patients,  it  was  pointed  out 
that  the  Judicial  Council  had  rendered  an  opinion 
on  this  question  during  the  meeting  of  the  House 
of  Delegates  held  in  Denver  in  December,  1952,  the 
conclusion  being  “that  when  a surgeon  renders  a bill 
for  his  fee,  it  should  not  include  bills  from  colleagues 
who  act  as  assistants  or  anesthetists,  but  these  col- 
leagues should  render  their  own  bills.”  The  Refer- 
ence Committee  on  Miscellaneous  Business  recom- 
mended that  this  particular  resolution  be  referred 
to  the  Judicial  Council  for  investigation  of  the  fac- 
tors involved  and  determination  as  to  whether 
there  are  new  factors  that  would  cause  the  Council 
to  change  the  opinion  rendered  in  1952.  The  Judi- 
cial Council  was  requested  to  report  on  this  sub- 
ject at  the  June,  1954,  meeting. 
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Resolutions  having  to  do  with  the  title  and  func- 
tions of  the  Council  on  Physical  Medicine  and  Re- 
habilitation, in  which  a number  of  the  orthopedic 
surgeons  in  our  State  Association  were  interested, 
were  referred  to  the  Committee  on  Sections  and 
Section  Work.  The  reference  committee  recommend- 
ed the  adoption  of  a resolution  which  was  known  as 
No.  6A  and  was  presented  by  the  executive  com- 
mittees of  the  Sections  on  Orthopedic  Surgery  and 
Physical  Medicine  and  Rehabilitation,  which  seem- 
ingly covered  all  other  resolutions  of  similar  con- 
tent. This  resolution,  calling  for  the  appointment 
of  a special  committee  which  would  survey  the  prob- 
lem at  hand  and  report  to  the  House  of  Delegates 
in  June,  1954,  was  adopted  by  the  House. 

It  was  recommended  by  the  Reference  Committee 
on  Miscellaneous  Business  that  the  following  reso- 
lution be  adopted:  “Resolved,  That  in  the  rela- 

tions of  physicians  and  hospitals,  the  ‘Guides  for 
Conduct  of  Physicians  in  Relationships  with  Insti- 
tutions,’ as  published  by  the  American  Medical  As- 
sociation in  December,  1951,  be  strictly  followed.” 
The  resolution  received  unanimous  endorsement  by 
the  House.  Those  interested  in  this  most  important 
resolution  may  obtain  copies  of  these  “Guides”  from 
the  AMA  on  request. 

The  Reference  Committee  on  Medical  Education 
and  Hospitals  recommended  the  adoption  of  the 
following  resolution,  which  is  self  explanatory : 
“Resolved,  That  the  House  of  Delegates  recommend 
to  the  Board  of  Trustees  and  the  Council  on  Medi- 
cal Education  and  Hospitals  continue  to  stimulate 
all  medical  schools  of  the  country  to  provide  courses 
in  medical  ethics,  medical  jurisprudence  and  medical 
practice  and  problems.”  This  resolution  was  unani- 
mously adopted  by  the  House. 

A resolution  on  voluntary  health  insurance,  pre- 
sented by  Dr.  Percy  E.  Hopkins,  Illinois,  was  de- 
clared of  an  emergency  character  and  was  considered 
and  adopted  by  the  House  of  Delegates  during  its 
last  session.  This  resolution  is  of  considerable 
import  in  that  it  has  to  do  with  prepayment  medical 
and  hospital  services  and  thereby  involves  all  Blue 
Shield  plans,  and  might  be  summed  up  in  its  first 
Resolve,  which  states  that  “The  American  Medical 
Association  condemns  all  insurance  contracts  which 
classify  any  medical  service  as  a hospital  service.” 
The  resolution  also  calls  for  reaffirmation  of  all 
past  actions  of  the  House  of  Delegates  relative  to 
this  subject,  which  actions  were  cited  in  the  reso- 
lution. 

Evidently  there  are  considerable  misunderstand- 
ings and  differences  of  opinion  among  physicians  and 
hospitals  regarding  the  rules  and  regulations  of  the 
Joint  Commission  on  Accreditation  of  Hospitals, 
especially  as  they  concern  the  role  of  the  Depart- 
ment of  General  Practice  in  a hospital.  The  House 
adopted  a resolution  requesting  that  the  Joint  Com- 
mission publish  an  article  or  a series  of  articles  in 
the  Journal  of  the  American  Medical  Association 
and  other  official  publications  circulating  among 
the  medical  and  hospital  professions  to  acquaint 
the  medical-hospital  profession  with  the  regulations, 
by-laws,  and  their  intei’pretation,  and  that  the  Com- 
mission clarify  the  methods  by  which  an  aggrieved 
hospital  or  its  staff  may  appeal  a decision  with 
which  they  are  not  in  agreement. 

The  dates  for  the  1954,  1955,  and  1956  meetings  of 


the  American  Medical  Association  were  announced 
as  follows: 

1954  Annual  Meeting — June  21st  to  25th,  San 
Francisco,  California 

1954  Clinical  Meeting — -November  30th  to 
December  3rd,  Miami,  Florida 

1955 — Annual  Meeting — June  6th  to  10th,  At- 
lantic City,  New  Jersey 

1955  Clinical  Meeting — November  29th  to  De- 
cember 2nd,  Boston,  Massachusetts 

1956  Annual  Meeting — June  11th  to  15th,  Chi- 
cago, Illinois 

The  House  of  Delegates  adjourned  sine  die  at  3:30 
p.m.  Thursday,  December  3rd,  your  delegates,  Karl 
S.  J.  Hohlen,  M.D.,  and  J.  D.  McCarthy,  M.D.,  hav- 
ing attended  all  sessions  of  the  meeting. 

RECOMMENDATIONS 

The  following  points  mentioned  in  this  report  are 
called  specifically  to  your  attention  because  of  their 
importance  to  every  physician  in  the  Nebraska  State 
Medical  Association. 

1.  Copies  of  resolutions  from  the  Nebraska  State 
Medical  Association  which  are  to  be  read  before 
the  House  of  Delegates  of  the  American  Medical 
Association  should  be  in  the  hands  of  your  delegates 
at  least  two  weeks  prior  to  the  convening  of  the 
House  of  Delegates  of  the  AMA.  This  will  give  your 
delegates  an  opportunity  to  scrutinize  these  resolu- 
tions and  send  them  to  the  Secretary  of  the  AMA 
at  least  one  week  prior  to  the  meeting  of  the  House 
of  Delegates  of  the  AMA. 

2.  Dr.  Edward  J.  McCormick,  President  of  the 
American  Medical  Association,  in  his  address  to  the 
House  of  Delegates  stressed  many  points  to  be  re- 
garded by  physicians  in  their  relations  with  the 
public.  Four  of  these  are  mentioned  in  this  re- 
port, and  if  followed  by  all  physicians  and  constitu- 
ent societies  would  go  far  to  improve  greater  under- 
standing between  the  public  and  the  medical  pro- 
fession. 

3.  The  Nebraska  State  Medical  Association 
should  lend  encouragement  to  the  Student  AMA  for 
reasons  cited. 

4.  The  Committees  on  Constitution  and  By-Laws 
of  the  Nebraska  State  Medical  Association  and  its 
component  societies  should  amend  the  classifica- 
tions of  membership  in  their  respective  constitu- 
tions and  by-laws  to  coincide  with  the  classification 
of  members  as  stated  in  the  Constitution  and  By- 
Laws  of  the  American  Medical  Association. 

5.  I would  urge  that  all  physicians  in  the  Ne- 
braska State  Medical  Association  who  were  sus- 
pended from  active  membership  in  the  American 
Medical  Association  for  not  having  paid  their  1950 
dues,  pay  their  1954  dues  before  July  1,  1954.  By 
paying  current  dues  only,  during  the  first  six  months 
of  1954,  they  will  be  reinstated  to  active  member- 
ship. Members  of  our  State  Association  should  re- 
member that  to  be  a member  in  good  standing  of 
the  Nebraska  State  Medical  Association  they  must 
be  members  of  the  American  Medical  Association. 

6.  All  Nebraska  physicians  should  subscribe  to 
the  AMA  publication  TODAY’S  HEALTH.  This 
is  a magazine  which  should  be  in  the  reception  room 
of  every  physician. 
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7.  Every  member  of  our  Association  should  fa- 
miliarize himself  with  the  Senate  and  House  bills 
and  resolutions  and  the  actions  taken  by  the  Legis- 
lative Committee  of  the  American  Medical  Associa- 
tion in  support  or  opposition.  If  we  as  individuals 
will  do  this  and  then  acquaint  our  representatives 
in  Congress  with  our  personal  opinions,  it  will  be  of 
great  aid  in  gaining  the  desired  results. 

8.  It  is  my  hope  that  all  Nebraska  physicians 
will  demonstrate  their  interest  and  concern  in  the 
medical  affairs  of  the  world  by  joining  the  World 
Medical  Association. 

9.  In  the  past,  with  the  exception  of  last  year, 
the  physicians  of  Nebraska  have  responded  gener- 
ously to  the  fund  set  up  by  the  American  Medical 
Education  Foundation  for  the  support  of  our  medical 
schools.  I trust  that  the  members  of  our  Associa- 
tion will  donate  to  this  fund  during  1954  in  the 
fashion  exemplified  in  their  splendid  response  of 
1952. 

10.  Every  physician  should  note  carefully  the 
recommendations  of  the  Judicial  Council  with  regard 
to  (1)  physician  ownership  of  pharmacies  or  rental 
of  space  to  pharmarcists,  and  (2)  rendering  bills 
for  professional  services. 

11.  “Guides  for  Conduct  of  Physicians  in  Rela- 
tionships with  Institutions”  should  be  read  and  fol- 
lowed. 

12.  Prepayment  medical  and  hospital  insurance 
plans  which  classify  any  medical  service  as  a hos- 
pital service  should  be  condemned  by  all  physicians 
and  participation  in  such  plans  should  be  refused. 

13.  Rules  and  regulations  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  should  receive 
the  close  scrutiny  of  all  hospital  staffs,  and  the  arti- 
cles on  the  Commission’s  rules  and  regulations  which 
will  appear  in  future  issues  of  the  Journal  of  the 
American  Medical  Association  should  be  closely  fol- 
lowed. 

14.  Note  the  dates  for  the  coming  meetings  of 
the  American  Medical  Association,  and  plan  to 
attend  if  at  all  possible.  The  scientific  sessions, 
scientific  and  technical  exhibits,  panel  discussions, 
moving  picture  exhibits,  the  House  of  Delegates  in 
its  deliberations  — all  have  much  to  offer  to  the 
physician  who  is  interested  in  broadening  his  overall 
knowledge  of  the  practice  of  medicine. 

Respectfully  submitted, 
j.  d.  McCarthy,  m.d. 

(AM A Delegate’s  Report  to  the  Board  of  Councilors  of  the 
Nebraska  State  Medical  Association.  February  14,  1954,  Hotel 
Cornhusker,  Lincoln,  Nebraska). 


In  tuberculosis,  one  is  dealing  not  only  with  a 
pulmonary  disease  but  with  an  individual  in  whom 
other  factoi-s  must  be  considered,  such  as  the  rela- 
tive prognosis  of  different  racial  groups,  occupation, 
economic  status,  home  conditions,  and  the  various 
elements  which  make  tuberculosis  a socioeconomic 
a well  as  a clinical  problem.  Last  but  not  least, 
one  has  to  be  prepared  to  change  one’s  opinion  at 
short  notice.  What  seems  to  be  the  preferred 
method  of  treatment  today  may  be  history  tomor- 
row. (Eli  H.  Rubin,  M.D.,  N.Y.S.  J .Med.,  June  15, 
1953.) 


Coming  Medical  Events 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION,  May  10,  11,  12,  13, 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

FIFTH  ANNUAL  CONGRESS  ON  MEDICAL  EDU- 
CATION AND  LICENSURE,  Palmer  House,  Chi- 
cago, Illinois,  February  8-9,  1954. 

CRIPPLED  CHILDREN’S  CLINICS— 

February  6th — North  Platte,  High  School 
February  20 — Scottsbluff,  St.  Mary  Hospital 
March  6 — McCook,  St.  Catherine  Hospital 
March  20 — Hastings,  Mary  Lanning  Hospital 
March  27 — Broken  Bow,  High  School 

MID-WINTER  BOARD  OF  COUNCILORS,  Febru- 
ary 14,  1954,  Hotel  Cornhusker. 

BOARD  OF  TRUSTEES,  NEBRASKA  STATE 
MEDICAL  ASSOCIATION,  February  14,  1954, 
Hotel  Cornhusker. 

The  Woman's  Auxiliary 

THE  AUXILIARY  POTENTIAL 

As  we  ponder  this  topic,  the  year  1954 
has  just  begun.  We  look  ahead  with  hope 
and  ambition  for  an  even  better  auxiliary 
year  than  we  had  in  1953.  We  have  been 
able  to  communicate  regularly  with  the  wife 
of  every  doctor  in  the  Nebraska  State  Medi- 
cal Association.  We  hope  that  the  informa- 
tion sent  to  them  in  our  New  Letter  has  en- 
tertained, and  perhaps  inspired  them  to  join 
the  Auxiliary  of  Nebraska. 

Whether  it  has  accomplished  either  of 
these  things,  it  remains  a personnal  commun- 
ication and  we  are  asking  for  a response  to 
the  January  letter.  The  executive  board  of 
the  State  Auxiliary  very  earnestly  asks  par- 
ticipation in  a project  to  determine  the  po- 
tential Auxiliary  strength  in  Nebraska.  The 
board  respects,  and  tries  to  keep  its  obliga- 
tion to  represent,  the  membership,  but  too 
much  of  the  energy  and  talent  which  doctors’ 
wives  give  to  their  communities  goes  unrec- 
ognized by  the  board.  Annually,  the  board 
members  report  to  the  National  Auxiliary 
the  activities  and  projects  of  the  combined 
county  auxiliaries.  They  also  give  these  re- 
ports at  our  own  annual  state  convention. 
Herein  lies  our  disappointment. 

Presuming  to  report  to  National  the  Aux- 
iliary strength  in  Nebraska  is  actually  re- 
porting what  only  a few  doctors’  wives  do 
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because  they  were  on  a committee  to  do  it. 
And  making  the  report  at  state  convention 
is  like  going  back  to  the  teacher  and  telling 
her  you  did  what  she  told  you  to  do.  We 
would  prefer  that  more  of  the  general  mem- 
bership hear  these  reports. 

Actually,  our  scope  is  wider  and  our  vision 
much  deeper  than  is  represented.  The  fal- 
lacy in  our  representation  is  that  we  do  not 
begin  to  include  the  activity  of  a fair  per- 
centage of  the  doctors’  wives  in  the  state. 
A few  labor  to  justify  our  recognition  as  a 
state  auxiliary.  It  does  exist  and  we  have 
reason  to  be  proud  of  the  privilege  to  be  an 
Auxiliary.  Our  loyalty  to  our  husbands’ 
profession,  to  our  community,  and  to  the 
state  in  which  we  take  our  living  should  ex- 
tend to  pride  in  this  Auxiliary. 

The  success  of  the  project,  then,  rests 
with  the  individual  and  his  response.  We 
want  to  hear  from  every  doctor’s  wife  who 
has  received  the  New  Letter.  This  coopera- 
tive effort  will  justify  our  confidence  in 
them  to  continue  their  service  to  the  home 
community,  and  at  the  same  time  give  us  a 
concrete  report  of  their  contribution  to  the 
health  and  welfare  of  their  home  town.  It 
will  reveal  potential  auxiliary  strength  — 
possible  but  not  actual  unless  they  join  our 
ranks. 

Now,  as  we  urge  you,  make  a list  of  the 
civic  committees  and  organizations  to  which 
you  give  time  and  energy.  Mail  it  to  Mrs. 
J.  P.  Donelan,  2703  North  55th  Street,  Oma- 
ha, Nebraska.  We  will  attempt  a classifica- 
tion of  this  poll  on  the  basis  of  Auxiliary 
membership  and/or  non-membership.  The 
results  will  be  revealed  in  the  annual  Ne- 
braska report  to  the  State  and  National 
Auxiliaries.  Help  us  to  determine  the  po- 
tential Auxiliary  strength  in  Nebraska. 

MRS.  JAMES  DONELAN, 

President. 

With  the  approval  of  the  American  Medical 
Association,  the  Board  of  Directors  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  is 
recommending  to  all  Auxiliary  members  for  their 
support  and  cooperation  as  individuals,  two  im- 
portant projects  being  promoted  by  (1)  The  Na- 
tional Foundation  for  Infantile  Paralysis  and  (2) 
The  American  Heritage  Foundation. 

A nationwide  study  is  being  planned  to  deter- 
mine the  effectiveness  of  a polio  vaccine  in  pre- 
venting paralytic  polio.  Volunteers  from  the  Na- 
tional Foundation’s  3,100  chapters,  covering  every 
county  in  the  United  States,  will  help  in  organizing 
and  manning  the  study  in  local  areas.  Auxiliary 
members  will  be  called  upon  to  assist  in  this  project 


in  this  capacity.  As  stated  above,  The  American 
Medical  Association  feels  that  Auxiliary  members 
can  make  a very  worthwhile  contribution  to  this 
important  and  meritorious  project  by  participation 
as  individuals  on  a local  level  with  the  groups  who 
are  serving  as  volunteers  in  this  study. 

THE  CRUSADE  FOR  FREEDOM  program,  which 
is  the  officially  adopted  program  of  the  American 
Heritage  Foundation  for  the  year  1953-54,  will  get 
underway  February,  1954.  The  AMA  advisory  coun- 
cil to  the  Woman’s  Auxiliary  approved  of  the  par- 
ticipation of  the  Auxiliary  in  this  notable  and  out- 
standing project.  As  an  organization,  the  Auxiliary 
can  assist  in  the  educational  aspect  of  the  program. 
As  individuals,  Auxiliary  members  can  contribute 
in  a financial  way. 

The  Otoe  County  Medical  Society  and  Auxiliary 
held  a dinner  meeting  on  Monday,  December  18, 
1953,  at  the  Hotel  Grand.  Mrs.  H.  H.  Lueder,  Oma- 
ha, spoke  on  the  Congress  of  Freedom. 

On  Monday  evening,  December  11,  doctors  in  Dis- 
trict No.  6 area  and  their  wives  met  at  the  York 
Country  Club  for  the  annual  holiday  dinner  and 
Christmas  party.  Forty-one  were  seated  at  a dining 
table,  festive  with  yuletide  decorations.  Each  of 
the  women  was  presented  a gift. 

The  Tri-County  Medical  and  Auxiliary  meeting 
was  held  in  Fremont  on  Monday  evening,  December 
11,  1953. 

MRS.  DONALD  F.  PURVIS, 
Publicity  Chairman. 

Know  Your 
Blue  Shield  Plan 

Evidence  that  Blue  Shield  has  become  an  im- 
portant factor  in  medical  economics  is  found  in  the 
fact  that  in  the  12  months  ending  June  30,  1953, 
payments  made  by  the  76  Blue  Shield  Plans  over 
the  nation  totaled  more  than  $233,000,000.  Pay- 
ments by  Nebraska  Blue  Shield  during  1953  amount- 
ed to  more  than  $1,953,000. 

Many  medical  reports  are  still  being  received  on 
the  old  type  forms.  These  slow  up  the  handling  of 
cases  and  cause  delay  in  payments.  Doctors  are 
urged  to  use  only  the  new  forms  which  were  sup- 
plied to  them  about  January  1.  The  new  forms  are 
easily  distinguishable  because  they  list  the  sub- 
criber’s  name  as  the  first  item. 

The  names  of  fifty  Nebraska  physicians  were 
added  to  the  Roster  of  Blue  Shield  Participating 
Physicians  during  1953.  As  of  January  1,  1,070  of 
the  approximately  1,300  physicians  in  active  prac- 
tice in  Nebraska  have  signified  their  active  partici- 
pation in  their  profession-sponsored  Plan. 

There  are  two  reasons  why  the  doctor’s  charge 
for  service  should  always  be  indicated  on  the  Blue 
Shield  report.  First,  the  amount  charged  by  the 
doctor  is  a factor  considered  in  determining  the 
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proper  allowance  to  be  made  in  many  cases.  Sec- 
ond, the  information  is  used  for  statistical  data  on 
which  to  base  future  changes  in  Blue  Shield  allow- 
ances. 

Reminder:  Doctors  who  report  cases  promptly 

promote  good  public  relations  for  themselves  and 
their  Blue  Shield  Plan.  Their  patients  receive  noti- 
fication of  benefits  soon  after  the  services  are  ren- 
dered— during  convalescence — when  the  approval  no- 
tice is  particularly  welcome. 

In  commenting  on  the  status  and  outlook  of  vol- 
untary prepayment  health  care  plans,  Dr.  Frank  G. 
Dickinson,  Director  of  the  Bureau  of  Medical  Eco- 
nomic Research,  AMA,  stated  that  Blue  Cross  and 
Blue  Shield  can  best  serve  the  public  interest  by 
continuing  to  maintain  their  strong  position  of  lead- 
ership in  the  field  of  prepayment  health  care. 

A $50  deductible  type  coverage  for  hospital  care 
is  now  being  offered  by  Nebraska  Blue  Cross.  This 
new  agreement  is  designed  to  meet  the  public  de- 
mand for  a more  complete  coverage  for  large  hos- 
pital bills.  Members  who  hold  the  new  deductible 
type  of  membership  will  be  responsible  for  paying 
the  hospital  for  the  first  $50  of  the  hospital  services 
normally  covered  by  Blue  Cross.  The  Plan  then 
assumes  payment  of  all  regularly  allowed  Blue 
Cross  services  up  to  120  days  per  admission.  Bene- 
fits provided  under  the  new  agreement  include  full 
payment  for  semi-private  accomodations  (2  to  6 
beds)  or  $10  per  day  toward  private  room;  and  full 
payment  for  all  other  hospital  services  normally 
covered  by  Blue  Cross.  By  reducing  the  number  of 
minor  bills  handled,  the  Blue  Cross  can  offer  this 
expanded  coverage  at  a rate  lower  than  that  re- 
quired for  the  standard  $7  membership. 


Human  Interest  Tales 

Comunications  bearing’  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  S.  L.  Larson,  Ogallala,  has  been  appointed 
city  physician. 

Dr.  J.  W.  Bennie,  Clearwater,  has  been  confined 
to  his  home  because  of  illness. 

Dr.  John  Anderson,  Grand  Island,  is  the  new  presi- 
dent of  the  St.  Francis  Hospital  staff. 

Dr.  C.  C.  Nelson,  Fremont,  has  been  named  presi- 
dent of  the  Tri-County  Medical  Society. 

Dr.  Everett  Angle,  Lincoln,  is  the  new  president 
of  the  Lancaster  County  Medical  Society. 

Dr.  Herbert  Davis,  Omaha,  has  been  elected  presi- 
dent of  the  Western  Surgical  Association. 

Dr.  J.  A.  Federle  has  located  his  practice  in  Sid- 
ney. Doctor  Federle  is  a native  of  Harrison. 

Dr.  George  L.  Pinney,  Hastings,  has  been  elected 
president  of  the  Adams  County  Medical  Society. 

Dr.  Peyton  Pratt,  Omaha,  was  the  guest  speaker 
at  the  University  of  Omaha  Pre-Medical  Club  re- 
cently. 


Dr.  L.  C.  Kavan,  Schuyler,  was  reelected  president 
of  the  Colfax  County  Medical  Society  at  the  Society’s 
last  meeting. 

Drs.  T.  J.  Lemke,  Jr.,  Warren  R.  Miller,  Clyde  A. 
Medlar,  have  opened  the  Columbus  Medical  Center 
in  Columbus. 

Dr.  Cortland  D.  Leigh,  formerly  of  Ft.  Worth, 
Texas,  is  now  associated  with  Dr.  W.  J.  Arrasmith 
in  Grand  Island. 

Dr.  D.  H.  Morgan,  Sr.,  McCook,  was  elected  presi- 
dent of  the  medical  staff  of  the  St.  Catherine  Hos- 
pital in  that  city. 

Dr.  D.  W.  Ketter,  Falls  City,  was  named  presi- 
dent of  the  Richardson  County  Medical  Society  at 
its  December  meeting. 

Dr.  S.  P.  Wiley,  Gering,  was  elected  president  of 
the  Scotts  Bluff  County  Medical  Society  at  its  an- 
nual meeting  in  December. 

Dr.  B.  Carl  Russum,  Omaha,  took  office  as  the 
president  of  the  Omaha  Mid- West  Clinical  Society 
at  their  December  meeting. 

Dr.  Chester  H.  Waters,  Jr.,  has  been  elected  presi- 
dent of  the  Nebraska  Methodist  Hospital  Medical 
staff  for  the  year  of  1954. 

Dr.  Leo  T.  Heywood,  Omaha,  has  been  appointed 
for  a five-year  term  to  the  Nebraska  Board  of  Ex- 
aminers in  Medicine  and  Surgery. 

Dr.  Chester  Waters,  Jr.,  Omaha,  was  guest  speak- 
er at  the  December  meeting  of  the  Holt  County  and 
Northwest  Nebraska  Medical  Society. 

Dr.  It.  H.  Scherer  and  family  have  returned  to 
West  Point  where  Doctor  Scherer  has  resumed  his 
practice  following  his  release  from  the  Navy. 

Dr.  Donvan  B.  Foote,  Hastings,  was  recently  ap- 
pointed to  the  American  Board  of  Otolaryngology 
and  the  American  Academy  of  Otolaryngology. 

Dr.  It.  D.  Smith  and  family,  formerly  of  Seward, 
are  returning  to  the  United  States  from  Hawaii. 
Doctor  Smith  will  take  further  training  in  ortho- 
pedic surgery  at  Evanston,  Illinois. 

Dr.  E.  L.  Brush,  Norfolk,  has  been  elected  presi- 
dent of  the  medical  staff  of  Our  Lady  of  Lourdes 
Hospital  there.  Other  new  officers  are:  Dr.  F.  A. 
Bulawa,  vice  president;  Dr.  Earl  C.  Slaughter,  sec- 
retary-treasurer; Drs.  F.  A.  Pollack,  Val  Verges 
and  A.  J.  Schwedhelm,  executive  board  members. 


AD  COPY  PLUGS  “FAMILY  DOCTOR” 

Hearty  boost  for  the  “family  doctor”  is  given  in 
a new  Parke,  Davis  & Co.  advertisement  which  will 
appear  in  leading  national  magazines  early  this 
year.  Entitled  “How  to  Select  a Family  Doctor,” 
the  ad  offers  suggestions  on  how  to  locate  a doctor 
if  you  haven’t  already  got  one,  how  to  discuss  fees 
with  your  doctor  and  how  to  watch  for  “warning 
symptoms.”  In  conclusion,  the  ad  states  that  “your 
doctor  is  the  best  ‘preventive  medicine’  your  family 
can  have!”  Watch  for  this  ad  in  “Life,”  Jan.  11; 
“Saturday  Evening  Post,”  Feb.  6;  “Woman’s  Home 
Companion,”  “Parents  Magazine,”  and  “Today’s 
Health,”  February  issues. 
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Distal  Colon  Stasis 


COMPARATIVE  RESPONSE  TO  COMMON  METHODS  OF  THERAPY 
IN  24  CASES  OF  DISTAL  COLON  STASIS 
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Control 

No  Theropy  Metamucil  Enemas  Antispasmodics  Mineral  Oil 

Management  of 

Distal  Colon  Stasis  with  Metamucif 


The  “irritable  colon”  resulting  in  distal 
colon  stasis  is  a hard-to-manage  by-product 
of  many  abdominal  or  stress  conditions. 

Roentgen  evaluation  of  the  commonly  used 
methods  to  combat  colonic  stasis  has  shown 
the  value  of  Metamucil  because  of  its  lack  of 
irritation  and  its  high  degree  of  effectiveness* 
in  this  most  prevalent  type  of  stasis. 

Metamucil  is  the  highly  refined  mucilloid 
of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%) 
as  a dispersing  agent.  It  produces  smooth 
fecal  bulk  necessary  to  incite  the  normal  per- 
istaltic reflexes,  without  causing  irritation, 
straining,  impaction  or  interference  with  the 


digestion  or  absorption  of  vitamins. 

The  average  adult  dose  is  one  teaspoonful 
of  Metamuci]  powder  in  a glass  of  cool  water, 
milk  or  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated.  This  amount  of  fluid  is 
essential  for  the  production  of  “smoothage.” 
It  is  supplied  in  containers  of  4,  8 and  16 
ounces.  Metamucil  is  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  Amer- 
ican Medical  Association. 

SEARLE  Research  in  the  Service  of  Medicine 

*Barowsky,  H. : A Roentgenographic  Evaluation  of 
the  Common  Measures  Employed  in  the  Treatment 
of  Colonic  Stasis.  Rev.  Gastroenterol.  79:154 
(Feb.)  1952. 
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202  S.  13th— Sharp  Building 


126  N.  13th— Stuart  Building 


PRACTICING  THE  PROFESSION  OF  PHARMACY 


TWO  LOCATIONS  - FREE  PRESCRIPTION  DELIVERY 


Jack  O.  Casey,  Owner 

We  Make  and  Repair  All 
Types  of  Braces  and  Splints 


PROMPT  SERVICE 


1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  centa 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal.  1315  Sharp  Building, 
Lincoln  8. 


FOR  RENT  — Physician’s  residential  office. 
New  building,  air  conditioned,  private  entrance,  re- 
ception, alcove,  three  examining  rooms,  laboratory 
and  private  office.  Write  Drs.  Seberg  & Seberg, 
515  West  9th  Street,  Hastings,  Nebraska. 


ASSOCIATE  DESIRED  in  general  practice  in 
Omaha,  New  clinic  building  fully  equipped.  Even- 
tual partnership.  Write  Box  27,  Nebraska  State 
Medical  Association,  1315  Sharp  Building,  Lincoln, 
Nebraska. 


FOR  LEASE — Brick,  air  conditioned  building  to 
be  constructed  at  Normal  and  South  Streets.  Doc- 
tor’s quarters  available  approximately  40x60-ft. 
Ample  parking  space  available.  Will  build  to  suit 
tenant.  Write  Box  28,  Nebraska  State  Medical  As- 
sociation, 1315  Sharp  Building,  Lincoln,  Nebraska. 
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When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln , Call 

Mayo  Drug  Co. 

“The  Drug  Store  on  the  Corner” 

Phone  6-2353  2700  North  48th 

— We  Deliver  — 

(Serving  Our  Community  for  30  Years) 


i 


ICK  PELS  3U 


Fine  Custom  Made  Suits  and 
Coats  for  Men  and  Women 


or 


Since  1912 


-ALSO- 


PERSONAL 

CALLS 

Phone  2-1721 


Custom  Made  Shirts  for  Men 
Doctors'  and  Nurses'  Uniforms 
Approved 

Uniforms  for  Armed  Forces 


139  North  14th  St. 
Lincoln  8,  Nebr. 


In  contrast  in  tuberculosis  mortality  rates  of  the 
Japanese  in  Hawaii  as  compared  with  the  rates  in 
Japan  is  of  interest.  In  Hawaii,  the  rate  for  the  five- 
year  period,  1918  through  1922,  was  132  per  100,000 
as  compared  with  12  in  1952.  In  Japan,  on  the 
contrary,  the  rate  for  1918  though  1922  was  233 
and,  in  1951,  the  last  available  figure  was  111. 
Similar  differences  exist  in  other  races  such  as  the 
Filipinos,  Chinese,  and  Koreans,  all  having  much 
lower  rates  in  Hawaii  than  those  reported  in  their 
respective  countries  of  origin.  In  all  probability, 
higher  living  standards  and  better  nutrition  are 
the  most  important  factors  to  account  for  these 
differences.  (Hastings  H.  Walker,  M.D.,  Am.  Rev. 
Tuberc.,  December,  1953.) 


1 8-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Gilmour- Danielson 

DRUG  COMPANY 


142  South  13th  Street 
Phone  2- 1 246 


800  South  I 3th  Street 
Phone  2-935 1 


— FREE  DELIVERY 


PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 
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1100  “0”  St.  Lincoln,  Nebr. 

POSTGRADUATE  COURSES 

in 

OPHTHALMOLOGY  and 
• OTOLARYNGOLOGY 

April  5,  6,  7,  8 and  9,  1954 

GUEST  INSTRUCTORS: 

FRANCIS  HEED  ADLER,  M.D.,  University  of  Penn- 
sylvania 

FRANZ  ALTMANN,  M.D.,  Columbia  University 
LEONARD  CHRISTENSEN,  M.D.,  University  of  Oregon 
JEROME  A.  HILGER,  M.D.,  University  of  Minnesota 
WILLIAM  F.  HUGHES,  JR.,  M.D.,  University  of  Illinois 
LE  ROY  A.  SCHALL,  M.D.,  Harvard  Medical  School 

ANESTHESIOLOGY 

April  12,  13  and  14,  1954 

GUEST  INSTRUCTORS: 

VINCENT  J.  COLLINS,  M.D.,  St.  Vincent’s  Hospital, 
New  York  City 

STUART  C.  CULLEN,  M.D.,  State  University  of  Iowa 
EDWIN  J.  DE  BEER.  Ph.D.,  Wellcome  Research  Lab- 
oratories, Tuckahoe,  N.Y. 

M.  DIGBY  LEIGH,  M.D.,  Vancouver  General  Hospital 
JOHN  S.  LUNDY.  M.D.,  University  of  Minnesota 
Graduate  School 

O.  SIDNEY  ORTH.  M.D.,  University  of  Wisconsin 
MAX  S.  SADOVE,  M.D.,  University  of  Illinois 
SCOTT  M.  SMITH,  M.D..  Utah  University 
ELWYN  L.  CADY,  JR„  LL.B.,  University  of  Kansas 
City  School  of  Law 

For  program  announcement  and  information,  write: 

Extension  Program  in  Medicine 

University  of  Kansas  School  of  Medicine 

Kansas  City  12,  Kansas 
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prompt  Prescription 

at  GOLD  S 


eruLce 


Tune  in  "Drama  of  Medicine" 
KFOR  — Mondays  — 7:45  p.m. 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  62) 

therapy.  Perhaps  the  most  critical  situation  in 
which  the  availability  of  two  forms  of  streptomy- 
cin has  proved  useful  is  in  patients  who  have  be- 
come sensitized  to  one  of  these  agents.  In  such  pa- 
tients it  has  been  possible  to  give  the  alternate  com- 
pound without  serious  reactions  and  thus  permit 
prolonged  therapy.  The  hazard  of  sensitizing  pa- 
tients to  both  agents  must  be  seriously  considered 
and  weighed. 

Daily  doses  of  streptomycin  were  used  in  the 
reported  studies,  perhaps  in  order  to  obtain  com- 
parable effects.  Such  doses  are  no  longer  consid- 


•REPRINTS- 

of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints— write 
us  for  prices. 


The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  ■ Office  Forms  - Quality 
Printing  at  the  Right  Price 

Norfolk,  Nebraska 


ered  necessary  or  desirable  except  possibly  for  short 
periods  when  chemotherapy  is  being  instituted  in 
acutely  ill  patients  or  in  preparation  for  surgery. 
The  most  desirable  and  acceptable  regimen  for 
long-term  therapy,  employs  streptomycin  twice  a 
week  with  para  aminosalicylic  acid  daily.  With  this 
regimen  the  incidence  of  both  vestibular  and  audi- 
tory disturbances  from  either  form  of  streptomy- 
cin is  low.  This  removes  another  cause  for  seeking 
to  confuse  chemotherapy  by  the  use  of  the  com- 
bined agents,  each  of  which  has  certain  distinct 
properties  that  it  may  be  desirable  to  invoke  sep- 
arately in  critical  situations. 

— Editorial,  The  New  England  Journal  of  Medicine,  June  18, 
1953.  (Reprinted  with  slight  revision  by  the  author). 


OMAHA  Office: 

O.  W.  Parker,  Rep., 

674  Insurance  Bldg., 
Telephone  Atlantic  6678-6679 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

James  F.  Kelly,  Omaha President 

Earl  F.  Leininger,  McCook President-Elect 

Wm.  M.  McGrath,  Grand  Island Vice  President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 

Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 

Medical  Service 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby : Geneva 

R.  B.  Adams Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen,  Chm Blair 

John  R.  Kleyla 1 Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Raymond  Lewis,  Chm Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

E.  W.  Hancock,  Chm Lincoln 

R.  R.  Brady: Ainsworth 

A.  E.  Freed Omaha 

C.  W.  Guildner Hastings 

W.  J.  McMartin Omaha 

Blood  and  Blood  Products 

(To  be  appointed) 
Constitution  and  By-Laws 
R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 

Neil  J.  Everitt,  Chm Omaha 

G.  P.  Charlton Hastings 

J.  J.  Freymann Omaha 

J.  T.  Hanna Scottsbluff 

J.  P.  Redgwick Omaha 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

J.  P.  Tollman Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

Forrest  Rose Lincoln 

W.  E.  Wright Creighton 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

C.  H.  Sheets Cozad 

E.  F.  Leininger McCook 

Floyd  L.  Rogers Lincoln 

Henry  J.  Lehnhoff Omaha 

Earle  G.  Johnson Grand  Island 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


E.  B.  Reed,  Chm Lincoln 

J.  S.  Broz Alliance 

M.  C.  Howard Omaha 

Wm.  L.  Rumbolz Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm— Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Walter  Benthack Wayne 

Morris  Nielsen Blair 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm. Fremont 

John  Brush Omaha 

Frank  Tanner Lincoln 

Public  Relations 

Leroy  W.  Lee,  Chm Omaha 

H.  F.  Elias Beatrice 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Kenneth  D.  Rose Lincoln 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

R.  E.  Penry Hebron 

Walter  Reiner Holdrege 

Scientific  Assembly 

W.  W.  Waddell,  Chm Beatrice 

T.  T.  Smith____ Omaha 

A.  C.  Johnson Omaha 

Horace  V.  Munger Lincoln 

Lee  Stover Lincoln 

R.  B.  Adams Lincoln 

Speakers  Bureau 

H.  J.  Lehnhoff,  Chm Omaha 

John  Brown Lincoln 

O.  V.  Calhoun Lincoln 

John  E.  Courtney Omaha 

R.  O.  Garlinghouse Lincoln 

J.  J.  O’Neill Omaha 

Lhiiform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm. -Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  0.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

LTnited  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

C.  R.  Carlson Wauneta 

F.  L.  Dunn Omaha 

Cancer 

John  T.  McGreer,  Jr Lincoln 

B.  R.  Bancroft Kearney 

C.  W.  McLaughlin,  Jr Omaha 

Cardiovascular 

C.  Thompson,  Chm. Omaha 

Fred  W.  Niehaus Omaha 

Wm.  M.  McGrath Grand  Island 

Cerebral  Palsy 

L.  S.  Campbell,  Chm Omaha 

C.  Fred  Ferciot Lincoln 

L.  J.  Gogela Lincoln 

Diabetes 

F.  L.  Rogers,  Chm Lincoln 

Morris  Margolin Omaha 

S.  M.  Rathbun Beatrice 

Fracture 

Stanley  M.  Bach,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

E.  J.  Kirk,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

L.  S.  McGoogan,  Chm. Omaha 

Hamilton  H.  Morrow Fremont 

S.  L.  Wolters Lincoln 

Mental  Hygiene 

Robert  S.  Wigton,  Chm. -.Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Polio  Coordinating  (Interim) 
Harold  N.  Neu,  Chm Omaha 

F.  G.  Gillick Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

E.  W.  Hancock Lincoln 

Wm.  Gentry Gering 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

S.  I.  Fuenning Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson ^..Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

O.  J.  Cameron,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


More  than  half  of  the  Sharp  Building  is  designed  for  and  occupied 
by  leading  physicians  and  dentists  serving  families  throughout  Ne- 
braska and  the  Missouri  Valley. 


c. 


We  invite  your  inquiries  for  medical  space. 

C.  Kimball  Company, 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 


MANAGING 

AGENTS 


Building  s 

Lincoln's  Largest  Office  Building  and  Medical  Center 

and 

CAR-PARK 

For  the  convenience  of  physicians, 
dentists  and  their  patients. 


560  Car  Spaces 

You  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


Close  to  Lincoln's  department 
stores,  theaters  and  leading  hotel. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties : 
Burt,  Washington,  Dodge,  Platte. 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties:  Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry,  Keyapaha.  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler.  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte. 
Morrill,  Kimball,  Cheyenne, 
Sioux.  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) George  L.  Pinney.  Hastings C.  R.  Holm,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Z.  R.  Boyd,  Albion 

Box  Butte  (12) W.  L.  Howell,  Hyannis J.  Wendell  Ford,  Hemingford 

Buffalo  (9) R.  O.  Johnson,  Kearney R.  D.  Johnson,  Kearney 

Burt  (5) L.  Morrow,  Tekamah J.  G.  Allen,  Tekamali 

Butler  (G) L.  J.  Elveler,  David  City D.  E.  Burdick,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced. -Dix. -Dak. -Th. -Wayne  (4)R.  P.  Carroll,  Laurel D.  O.  Craig,  Winside 

Cheyenne-Kimball-Deuel  (12)  R.  B,  Rundquist,  Chappel James  Thayer,  Sidney 


Clay  (17) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) C.  C.  Nelson,  Fremont 

Fillmore C.  F.  Ashby,  Geneva 


Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

P.  H.  J.  Carothers,  Broken  Bow Theo.  Koefoot,  Jr.,  Broken  Bow 

S.  H.  Perry,  Gothenburg- M.  J.  Ayres,  Gothenburg 

R.  C.  Byers,  Fremont 

V.  V.  Smrha,  Milligan 


Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Four  County  (9) Paul  Martin,  Ord Robert  J.  Fox,  Spalding 

Gage  (3) R-  Brown,  Beatrice V.  L.  Branson,  Beatrice 

Garden-Keith-Perkins  (XI ) J.  L.  McFee,  Ogallala R.  L.  Thompson,  Grant 

Hall  (9) A.  P.  Synhorst,  Gr.  Island R.  F.  DeMay,  Gr.  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aui-ora 

Harlan  (10) R.  H.  Kerr,  Alma L.  G.  Agee,  Alma 

Holt  and  Northwest  (8) H.  J.  Panzer,  Bassett J.  E.  Ramsay,  Atkinson 

Howard  (9) , A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) W.  P.  Yoachim,  Fairbury R.  P.  Luce.  Fairbury 

Johnson  (3) L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) E.  E,  Angle,  Lincoln M.  P.  Brolsma.  Lincoln 

Lincoln  (11) N.  Chick,  North  Platte S.  Kerkhoff,  North  Platte 

Madison  Six  (4) Val  C.  Verges,  Norfolk Francis  Bulawa,  Norfolk 

Merrick  (5) A.  D.  Brown.  Central  City Lee  C.  Holmes,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert.  Auburn 

Northwest  Nebraska  (8) Ben  C.  Bishop,  Crawford Roy  G.  Brown,  Crawford 

Nuckolls  (7) A.  I.  Webman,  Superior C.  T.  Mason.  Superior 

Omaha-Douglas  (1) A.  J.  Offerman.  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) T.  L.  Weekes,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Walter  Reiner.  Holdrege Wm.  S.  Bivens.  Holdrege 

Platte  (5) E.  R.  Slavik,  Platte  Center E.  G.  Brillhart,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola 

Richardson  (3) W.  D.  Ketter,  Falls  City W.  E.  Shook,  Shubert 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan.  Crete 

Saunders  (6) Ivan  M.  French,  Wahoo Stephen  E.  Wallace,  Wahoo 

Scotts  Bluff  (12) S.  P.  Wiley,  Gering- Wm.  Holmes,  Scottsbluff 

Seward  (6) W.  Ray  Hill,  Seward John  W.  Posey,  Seward 

Southwest  Nebraska  (10) J.  L.  Batty,  McCook L.  E.  Dickinson,  Jr„  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg.  York 


Which  filter-tip  cigarette  is  the  most  effective? 


N continuing  and  repeated  impartial 
cientific  tests,  smoke  from  the  new 
CENT  consistently  proves  to  have  much 
ess  nicotine  and  tar  than  smoke  from 
my  other  filter  cigarette — old  or  new. 

The  reason  is  KENT’S  exclusive  Mi- 
;ronite  Filter. 

This  new  filter  is  made  of  a filtering 
naterial  so  efficient  it  has  been  used  to 
)urify  the  air  in  atomic  energy  plants 
>f  microscopic  impurities. 

Adapted  for  use  as  a cigarette  filter, 


it  removes  nicotine  and  tar  particles  as 
small  as  2/10  of  a micron. 

And  yet  KENT’S  Micronite  Filter, 
which  removes  a greater  percentage  of 
nicotine  and  tar  than  any  other  filter 
cigarette,  lets  through  the  full  flavor  of 
KENT’S  fine  tobaccos. 

Because  so  much  evidence  indicates 
KENT  is  the  most  effective  filter-tip 
cigarette,  shouldn’t  it  be  the  choice  of 
those  who  want  the  minimum  of  nico- 
tine and  tar  in  their  cigarette  smoke? 


Kent 


with  the  exclusive  Micronite  Filter 


"KENT”  AND  "MICRONITE”  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILLARD  COMPANY 
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EDITORIAL 

Profound  Silence 

In  some  of  the  state  medical  associations 
that  have  “grievance  committees”,  the  activ- 
ities of  the  committee  are  made  known,  from 
time  to  time,  to  the  members  of  the  society. 
In  at  least  one  state,  data  concerning  the 
major  actions  of  the  grievance  committee 
are  furnished  to  the  newspapers  to  be  pub- 
lished. By  these  routes  the  profession  is 
alerted  constantly  to  the  possible  results  of 
unethical  conduct,  and  the  public  is  kept 
aware  that  the  medical  profession  is  polic- 
ing the  activities  of  its  own  members.  The 
grievance  committee,  therefore,  becomes  a 
powerful  force  in  the  direction  of  better  pub- 
lic relations,  and  of  suppression  of  unethical 
practices  by  doctors. 

No  large  group  of  doctors  will  ever  be 
composed  entirely  of  honest,  Christian  gen- 
tlemen whose  every  act  is  ethical  and  right- 
eous. There  can  never  be  a medical  profes- 
sion every  member  of  which  is  devoted  to 
the  humanitarian  aspects  of  his  practice. 
There  always  will  be  the  small  minority 
whose  sole  purpose  in  practicing  medicine  is 
financial  gain.  There  will  always  be  the 
few  who  are  knaves  at  heart,  and  who  must 
be  constrained.  If  these  statements  were 
not  true  we  would  need  no  grievance  com- 
mittees. 

Grievance,  or  mediation  committees  have 
to  deal  with  many  types  of  allegations.  Some 
accusations  have  no  foundation  in  fact ; some 
arise  from  errors  committed  in  the  course 
of  honest  effort  to  follow  the  right  course ; 
and  occasionally  cranks  and  chronically  dis- 
satisfied persons  present  spurious  grievan- 
ces. On  the  other  hand,  there  are  certain 
to  be  complaints  that  have  a solid  founda- 
tion in  fact,  about  those  few  doctors  who 
have  little  or  no  regard  for  professional 
ethics,  honesty,  and  fair  dealings.  These  ac- 
cusations constitute  the  hard  core  of  our 


problem.  It  is  this  group  of  alleged  wrongs 
that  cast  a shadow  on  the  integrity  of  the 
majority  of  doctors  who  strive  to  practice 
honest,  ethical  medicine.  These  well  founded 
complaints  constitute  the  real  grounds  for 
having  grievance  committees. 

What  is  the  only  weapon  that  the  commit- 
tee can  employ  to  compel  these  few  uneth- 
ical doctors  to  comply  with  the  established 
code  of  ethics  ? In  most  instances  these 
physicians  can  not  be  converted,  but  must 
be  coerced.  The  only  available  weapon  is 
publicity.  The  fear  of  adverse  public  opinion 
may  force  compliance  with  the  letter,  if  not 
with  the  spirit,  of  the  code  of  honest  medical 
practice. 

The  Nebraska  State  Medical  Association 
has  a grievance  committee  partially  dis- 
guised by  the  title  “Council  on  Professional 
Ethics.”  It  is  doubtful  that  any  doctor  or 
layman  has  ever  received  any  information 
about  the  activities  of  this  Council.  Any  re- 
port this  writer  has  heard  has  sounded  nebu- 
lous and  evasive  and  has  left  only  two  im- 
pressions, namely,  that  the  committee  has 
heard  some  complaints,  and  that  the  whole 
matter  is  ultra-secret.  In  the  meantime  there 
is  little  visible  evidence  that  the  Council  has 
any  appreciable  effect  on  those  who  violate 
the  ethics  of  our  profession,  or  upon  our  pub- 
lic relations. 

We  need  our  grievance  committee,  but  we 
should  provide  the  means  to  make  it  an  ef- 
fective organ.  Silence  on  the  part  of  this 
Council  effectively  neutralizes  its  potential 
benefit  to  the  medical  profession  and  to  the 
public.  All  members  of  our  association  should 
be  fully  informed  about  the  actions  of  this 
Council.  The  newspapers  should  print  suf- 
ficiently factual  statements  so  that  the  pub- 
lic may  be  convinced  we  are  taking  adequate 
steps  to  police  our  own  wrongdoers.  Deep 
and  perpetual  silence  on  the  part  of  this 
Council  will  defeat  the  purpose  for  which 
it  was  created. 


March,  1954 
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Danger  to  Democracy 

Great  danger  exists,  as  has  been  pointed 
out  on  several  previous  occasions(1_4),  that 
our  Constitution  will  be  circumvented,  and 
our  internal  laws  superceded,  by  treaties. 
The  treaties  to  which  we  refer  as  born  “Con- 
ventions.” They  are  not  concerned  with  in- 
ternational relationships  relating  to  peace, 
war,  mutual  protection,  commerce,  friend- 
ship, or  navigation.  These  treaties  are  large- 
ly the  products  of  scheming  by  groups  of 
people  connected  with,  or  a part  of,  the 
United  Nations.  Such  a group  is  that  known 
as  the  International  Labor  Organization.  For 
the  most  part,  these  groups  of  schemers  are 
dedicated  to  a “one-world”  policy — one  so- 
cialistic world. 

Senator  Bricker  and  sixty-two  other  Sen- 
ators introduced  Senate  Joint  Resolution  No. 
1 during  the  early  days  of  the  83rd  Con- 
gress. This  resolution,  if  passed  by  the  Sen- 
ate and  ratified  by  the  states,  would  effec- 
tively rectify  a weakness  in  our  Constitu- 
tion. This  weak  point  (Art.  VI,  paragraph 
2)  provides  that  a treaty,  once  it 'has  been 
ratified  by  the  Senate,  becomes  law,  and 
takes  precedence  over  our  Constitution  as 
well  as  over  any  state  laws  with  which  it 
may  happen  to  conflict. 

The  very  fact  that  sixty-three  Senators 
sponsored  S.J.R.l  seemed  to  assure  its  pas- 
sage, but  such  has  not  proved  to  be  the  fact. 
The  present  Administration  does  not  favor 
S.J.R.l,  apparently  because  of  the  fear  that 
its  adoption  might  restrict  the  activities  of 
the  President  and  the  Secretary  of  State  re- 
lating to  international  affairs.  The  weight 
of  the  Administration’s  opinion  may  well  de- 
feat the  passage  of  this  important  legisla- 
tion, or  so  modify  it  as  to  nullify  its  effec- 
tiveness. 

A strange  group  of  bed-fellows  have 
united  to  oppose  Senate  Joint  Resolution  No. 
1.  Besides  the  President,  there  are  former 
President  Harry  Truman,  Jacob  Potofsky, 
successor  to  Sidney  Hillman  as  head  of  the 
International  Ladies  Garment  Workers,  The 
American  Association  for  the  Advancement 
of  the  United  Nations,  the  C.  I.  O.,  several 
Jewish  and  Negro  associations,  and  a num- 
ber of  others,  some  of  which  have  been  cited 
as  being  subversive  in  their  beliefs  and  ac- 
tivities. 

When  compared  with  the  long  list  of  or- 
ganizations and  prominent  people  who  favor 


S.J.R.l,  it  is  shocking  to  believe  that  this 
legislation  may  be  defeated  or  rendered  ster- 
ile in  its  action.  A few  of  those  who  favor 
the  amendment  are  as  follows:  The  Amer- 

ican Bar  Association;  the  American  Med- 
ical Association;  the  American  Council  of 
Christian  Churches;  the  American  Farm 
Bureau  Federation;  the  National  Grange; 
Kiwanis;  the  American  Federation  of  Wom- 
en’s Clubs;  American  Legion;  and  many 
others  of  equal  importance  and  integrity. 
These  are  known  to  be  devoted  to  our  way 
of  life  as  contrasted  with  socialism  in  any 
of  its  many  facets. 

Here,  again,  it  becomes  obvious  that  the 
threat  of  socialism  is  far  from  dead.  Those 
who  are  devoted  to  socialism,  and  dedicated 
to  the  destruction  of  our  domocracy,  know 
a thousand  ways  to  attain  their  ends.  They 
must  smile  at  the  apathetic  smugness  of 
those  of  us  who  blindly  adhere  to  the  theory 
that  “it  can’t  happen  here.”  All  who  hold 
our  democratic  freedom  dear  should  stud- 
iously reject  socialism  in  any  of  its  aspects, 
and  strongly  support  any  measure  that  tends 
to  protect  us  from  it.  S.J.R.l  is  a keystone 
in  our  bulwark  against  socialism.  If  it  is 
not  already  too  late,  each  believer  in  our 
democracy  should  immediately  contact  his 
representatives  in  Congress  and  urge  them 
to  support  the  Bricker  amendment. 
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REGIONAL  MEETING  ON  VETERANS  CARE 

More  regional  conferences  on  veterans  medical 
care  will  be  held  during  1954  under  the  sponsorship 
of  the  AMA’s  Council  on  Medical  Service  through 
its  Committee  on  Federal  Medical  Services.  These 
meetings  have  a fourfold  purpose:  (1)  Develop  a 

working  liaison  with  state  society  committees  con- 
cerned with  veterans’  problems;  (2)  Acquaint  an 
increasing  number  of  physicians  with  AMA  policy 
and  the  facts  regarding  veterans  care;  (3)  Learn 
the  local  situation  regarding  this  policy  in  various 
states,  and  (4)  Discuss  ways  of  carrying  out  the 
instructions  of  the  House  of  Delegates  which  adopt- 
ed a firm  stand  on  veterans  medical  care  at  its 
meeting  last  June. 

The  present  schedule  calls  for  meetings  early  in 
the  year:  Feb.  19,  Denver;  Feb.  21,  Portland,  Ore.; 
Feb.  27,  Omaha,  and  in  March,  Boston  and  either 
Chicago  or  Indianapolis.  Four  similar  conferences 
were  held  last  year  in  Dallas,  Atlanta,  New  York 
and  Washington,  D.  C. 
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This  author  contends  that  osteopaths  remain  firmly 
convinced  that  Still's  original  concept  of  the  mechan- 
ical cause  and  cure  of  disease  is  correct.  He  supports 
his  thesis  by  abundant  comparative  quotation  from  old 
and  recent  osteopathic  writings.  Mr.  Smith  points  out 
that  the  pressure  on  the  AMA  to  declare  osteopathy 
no  longer  a cult  comes,  not  from  osteopaths,  but  from 
certain  "regular"  doctors  of  medicine.  He  asks  many 
pertinent  questions  which  require  forthright  answers. 

EDITOR 

A proposal  has  been  presented  to  the 
House  of  Delegates  of  the  American  Medi- 
cal Association  relating  to  the  practice  of 
osteopathy  and  the  relationship  between  reg- 
ular medicine  and  osteopathy,  which,  if  ap- 
proved by  that  body,  will  have  far  reaching 
effects  upon  these  two  groups,  and  conse- 
quently upon  the  public.  This  proposal,  as 
presented,  carries  with  it  three  important 
points  which  are  immediately  evident,  and 
which  are  highly  controversial  because  they 
represent  a complete  reversal  of  policy  of 
American  medicine  since  the  origin  of  osteo- 
pathy. First,  it  would  remove  the  stigma 
of  “cultism”  from  the  practice  of  osteopathy. 
Second,  it  would  permit  the  close  cooperation 
of  Doctors  of  Medicine  and  Doctors  of  Osteo- 
pathy in  the  practice  of  the  healing  arts. 
Third,  it  would  permit  Doctors  of  Medicine 
to  teach  in  osteopathic  schools.  It  is  ap- 
parent to  even  the  most  naive  that  the  pri- 
mary objective  of  such  close  association  in 
both  teaching  and  practice  would  eventuate 
in  a merger  of  the  two  groups,  or  the  absorb- 
ing of  osteopathy  by  regular  medicine  at 
some  future  date. 

Before  such  a program  can  possibly  be  put 
into  operation  there  are  many  profound 
questions  that  must  be  satisfactorily  an- 
swered. Are  the  osteopaths  ready  to  adopt 
such  a program?  Have  they  asked  for  it? 
Are  they  willing  to  depart  from  their  con- 
cepts of  the  cause  and  cure  of  disease,  and 
accept  the  standards  and  qualifications  as 
set  up  by  the  regular  medical  profession? 
Are  the  osteopaths  now  or  will  they  ever  be 
willing  to  lose  their  identity?  Is  there  a 
basis  of  common  ground  on  which  the  two 
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professions  can  meet,  or  is  the  difference  so 
great  that  they  can  never  be  united?  Can 
the  medical  profession  recede  from  any  of 
the  already  established  scientific  facts  to 
adopt  osteopathic  concepts  ? Who  would 
benefit  most  — the  osteopaths  or  the  regu- 
lar medical  profession?  How  about  the  pa- 
tient? Is  the  regular  medical  profession 
now  ready  to  place  the  stamp  of  approval  on 
a substandard  group  and  recommend  them 
to  the  public  as  competent?  If  this  proposal 
should  be  accepted  by  the  House  Delegates 
of  the  American  Medical  Association,  do  we 
have  any  assurance  that  it  would  receive  the 
same  hearty  approval  in  spirit  and  action  by 
the  House  of  Delegates  of  the  American 
Osteopathic  Association  ? Certainly  they, 
too,  must  consider  the  future  portent,  which 
is  a complete  reversal  of  their  policy. 

The  Code  of  Ethics  of  the  American  Medi- 
cal Association  would  need  to  be  changed  to 
permit  Doctors  of  Medicine  to  teach  in  osteo- 
pathic schools  and  to  permit  the  close  as- 
sociation and  consultation  of  Doctors  of  Med- 
icine and  Doctors  of  Osteopathy  in  the  prac- 
tice of  the  healing  arts.  The  medical  prac- 
tice acts  of  the  majority  of  the  states  would 
need  to  be  changed  to  permit  the  extended 
practice  of  osteopathy  and  to  bring  all  of 
the  state  laws  into  the  uniformity  suggested 
in  the  proposal.  It  would  be  only  wishful 
thinking  to  believe  that  the  individual  states 
would  have  any  local  option  of  control  after 
this  universal  acceptance  of  osteopathy  by 
the  American  Medical  Association.  Further, 
it  will  be  necessary  to  rewrite  Webster’s  Un- 
abridged Dictionary  so  that  the  definition  of 
“cultism”  may  be  brought  into  conformity 
with  this  new  interpretation  of  osteopathy. 

Osteopathic  literature  refers  frequently  to 
the  “concept  of  osteopathy”  and  even  the 
contemporary  literature  is  replete  with  ref- 
erences to  the  “original  concept  of  osteo- 
pathy.” That  concept  was  undoubtedly  laid 
down  by  A.  T.  Still,  the  founder  of  osteo- 
pathy, when  he  said,  “The  fundamental  prin- 
ciples of  osteopathy  are  different  from  those 
of  any  other  system  and  the  cause  of  disease 
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is  considered  from  one  standpoint,  viz. : Dis- 
ease is  the  result  of  anatomical  abnormal- 
ities followed  by  physiological  discord.  To 
cure  disease  the  abnormal  parts  must  be  ad- 
justed to  the  normal ; therefore  other  meth- 
ods that  are  entirely  different  in  principle 
have  no  place  in  the  osteopathic  system.” 

Webster’s  New  International  Dictionary, 
second  edition,  unabridged,  defines  a cult  as, 
“Any  one  of  the  systems  for  the  cure  of  dis- 
ease based  on  the  assumption  that  disease  in 
general  has  a single  underlying  cause,  or  can 
be  cured  by  a simple  type  of  treatment.” 

The  two  definitions  seem  to  be  compatible. 

One  hears  the  argument  that  times  have 
changed,  and  that  this  definition  can  no 
longer  be  applied  to  osteopathy.  It  has  been 
stated  repeatedly  that  osteopathic  education 
has  been  raised  to  standards  almost  equal  to 
those  of  medicine.  It  is  frequently  pointed 
out  that  osteopathic  schools  use  the  same 
textbooks  as  medical  schools.  We  have  been 
told  that  the  original  concepts  of  osteopathy 
have  been  almost  entirely  discarded.  It  has 
become  a trite  argument  that  the  use  of 
drugs,  and  surgery  with  instruments  have 
always  been  a part  of  osteopathy,  and  were 
taught  in  the  very  first  school  established  by 
the  founder  of  the  cult.  Should  we  now  ac- 
cept all  of  these  arguments  as  being  morally 
correct  ? 

To  repeat  a phrase  made  popular  by  a well 
known  New  York  governor,  “Let’s  look  at 
the  record!” 

The  following  quotations  are  from  A.  T. 
Still,  the  founder  of  osteopathy,  or  from  his 
autobiography : 

“Who  discovered  Osteopathy?  Twenty-four  years 
ago  (i.e.  in  1874),  the  22nd  day  of  next  June,  at 
ten  o’clock,  I saw  a small  light  in  the  horizon  of 
truth.  It  was  put  in  my  hand,  as  I understand  it, 
by  the  God  of  nature  . . .” 

“We  have  a friendly  feeling  for  other  non-drug 
natural  methods  of  healing,  but  we  do  not  incor- 
porate any  other  methods  into  our  own  system.  We 
are  opposed  to  drugs  ...  I believe  man  made  a 
mistake  when  he  undertook  to  inject  poisonous  sub- 
stances into  the  human  system  as  a remedy  for 
disease,  instead  of  applying  the  laws  of  creation  to 
that  end.  Here  is  where  osteopathy  and  medicine 
part  company  . . .” 

“Shame  on  the  knife  that  cuts  a woman  like  a 
Christmas  hog.  Almost  one-half  the  women  of  to- 
day bear  a knife  mark,  and  I tell  you  God’s  in- 
telligence is  reproached  by  it.” 

Need  we  search  further  for  evidence  of 
the  unequivocal  attitude  of  the  founder  of 


osteopathy  on  the  use  of  drugs,  and  of  sur- 
gery with  instruments  ? 

A review  of  some  of  the  literature  as  pre- 
sented by  catalogs  from  the  various  osteo- 
pathic schools  throws  much  light  on  the  con- 
cepts of  osteopathy  as  taught  in  the  earlier 
schools,  and  at  the  present  time: 

KIRKSVILLE  SCHOOL 

1906-07  Catalogue — 

“It  has  been  but  a little  over  30  years  ago  since 
Dr.  Still  announced  . . . that  he  had  done  with 
drugs  forever  and  that  he  had  evolved  a system  of 
drugless  healing.” 

1938-39  Catalogue — 

“The  practice  of  osteopathy  rests  upon  the  estab- 
lished fact  that  demotion  from  normal  structure 
produces  demotion  from  normal  function.  With 
osteopathic  fundamental  principles  we  find  the  var- 
ious disease  conditions  carefully  explained.’” 

KANSAS  CITY  SCHOOL 

1913- 14  Catalogue — 

“Medicine  is  groping  in  the  dark  vainly  hunting 
bug,  toxin,  vaccine  or  serum  with  which  to  combat 
disease,  disregarding  entirely  the  cause  of  the  ‘point 
of  low  resistance’.  Osteopathy  is  optimistic,  en- 
thusiastically so,  and  moves  in  a well  ordered  man- 
ner along  a definite  course  to  a rational  conclusion. 
Medicine  is  nihilistic,  pessimistic,  and  is  adrift  upon 
the  therapeutic  sea  without  rudder  or  compass, 
yielding  to  the  vagaries  of  wind  and  current,  blind- 
ly seeking  anchorage  in  any  port  compatible  with 
professional  pride.  The  systems  are  diametrically 
opposed.” 

1953-54  Catalogue — 

“The  fundamental  purpose  of  the  Kansas  City 
College  of  Osteopathy  and  Surgery  is  to  prepare  its 
students  for  the  practice  of  Osteopathy.” 

DES  MOINES  SCHOOL 

1914- 15  Catalogue — 

“In  many  ways  the  osteopath  has  a distinct  ad- 
vantage over  the  medical  man  in  handling  obstetri- 
cal cases  . . . During  labor  the  medical  man  can  re- 
lieve pain  only  by  the  use  of  narcotics.  . . . But  the 
osteopath  by  inhibition  of  nerve  centers  can  greatly 
relieve  the  pain  of  labor.” 

1952-53-54  Catalogue — 

“While  the  osteopathic  school  of  medicine  has  ex- 
panded its  armamentarium  in  keeping  abreast  of 
scientific  and  medical  research,  it  has  accomplished 
this  without  altering  its  oi’iginal  principles.  . . The 
basic  osteopathic  principles  established  and  de- 
veloped by  Doctor  Still,  while  seemingly  revolution- 
ary at  the  time,  have  proved  to  be  biologically  and 
scientifically  sound.  They  have  met  the  test  of 
time.” 

PHILADELPHIA  SCHOOL 

1926-27  Catalogue — 

“It  is  the  aim  and  object  of  the  college  to  pre- 
pare the  student  for  the  practice  of  general  osteo- 
pathy.” 
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1952- 53  Catalogue — 

“It  is  the  aim  of  the  college  to  prepai'e  the  stu- 
dent for  the  general  practice  of  osteopathic  medi- 
cine.” 

CHICAGO  SCHOOL 

1934-35  Catalogue — 

“It  (the  Chicago  school)  has  consistently  adhered 
to  the  development,  the  teaching  and  the  applica- 
tion of  osteopathic  principles  in  the  treatment  of 
disease.  . . . The  subjects  of  pharmacology  and  ma- 
teria medica  as  bases  of  therapy  are  not  included  in 
the  curriculum.  . . . The  student  is  prepared  to  meet 
the  problem  of  practice  with  confidence  in  strictly 
osteopathic  methods.” 

1953- 54  Catalogue — - 

“Osteopathy  contributes  a new  conception  to  the 
study  and  understanding  of  the  problems  concern- 
ing the  diagnosis,  the  treatment  and  the  prevention 
of  disease.  While  its  achievements  have  been  out- 
standing, the  full  scope  of  its  application  has  not 
yet  been  realized.  Its  values  will  be  preserved  and 
enhanced  chiefly  through  its  colleges  and  hospitals 
which  conduct  research  and  teaching.  The  Chicago 
College  of  Osteopathy  and  its  teaching  hospitals  are 
devoted  to  this  purpose.  . . . Emphasis  is  placed  on 
the  study  of  diagnosis,  amplifying  the  generally  em- 
ployed methods  by  the  interpretation  of  symptoms 
in  terms  of  the  osteopathic  concept.” 

These  are  only  a few  of  the  available  quo- 
tations from  osteopathic  literature,  but  cer- 
tainly these  examples  are  sufficient  to  dem- 
onstrate that  there  has  been  little  change 
in  the  thinking  of  the  osteopathic  schools 
since  their  establishment.  Might  it  not  be 
pertinent  to  ask  if  the  passage  of  a resolu- 
tion by  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  will  change  the 
basic  thinking  of  the  osteopath,  or  his  basic 
qualifications  to  practice  medicine  and  sur- 
gery in  close  cooperation  with  scientific  Doc- 
tors of  Medicine? 

If  we  now  wish  to  remove  the  stigma  of 
“cultism”  from  osteopathy,  what  date  should 
be  adopted  as  the  line  of  demarcation  ? 
Should  we  state  that  we  have  always  been 
in  error  regarding  osteopathy  as  a cult,  or 
should  we  say  that  all  osteopaths  who  grad- 
uate after  1953  are  regular  doctors  and  those 
who  graduated  previous  to  that  date  are 
cultists?  Or  should  we  arbitrarily  set  some 
other  date  as  a dividing  line?  Ah,  consis- 
tency thou  art  a virtue! 

Statements  and  writings  of  later  leaders 
in  osteopathy,  as  well  as  official  actions  of 
their  national  association,  are  revealing,  to 
say  the  least.  Again  let  us  look  at  the  rec- 
ord. 

Official  action  of  the  American  Osteopath- 
ic Association  at  its  1914  meeting: 


“(a)  They  (the  schools)  shall  preserve  undefiled 
the  osteopathic  principle  of  the  prevention,  cause 
and  cure  of  disease,  (b)  They  shall  maintain  an 
invariable  stand  against  the  teaching  and  practice 
of  drug  therapeutics,  (d)  Engaging  in  the  teach- 
ing of  drug  therapeutics  by  any  member  of  this  as- 
sociation shall  be  cause  for  depriving  a member- 
ship; and  the  participation  of  such  teaching  by  any 
college  shall  be  cause  for  refusal  by  the  Associa- 
tion of  recognition  of  such  college  as  a cooperating 
organization.” 

Statement  by  the  president  of  the  Ameri- 
can Osteopathic  Association  at  the  1935 
meeting  of  the  Association: 

“The  pernicious  practice  of  relying  upon  materia 
medica  for  its  curative  effect  must  be  fought  today 
more  vigorously  than  ever  before.  . . . Our  stock  in 
trade  is  osteopathic  manipulative  treatment.  Pa- 
tients come  to  us  to  obtain  that  particular  treat- 
ment. . . . Does  he  want  to  practice  osteopathy  or 
does  he  want  a diploma  so  he  may  practice  a poor 
brand  of  mongrel  medicine?” 

Geo.  M.  Laughlin,  D.  0.,  Pres,  of  the  Kirks- 
ville  school,  in  Febr.,  1935,  Journal  of  Osteo- 
pathy : 

“Then  again  it  is  the  wrong  idea  for  any  osteo- 
path td  think  he  is  entitled  to,  or  to  wish  for,  un- 
limited privileges.  Why  should  a man  who  is  not 
trained  in  materia  medica  want  the  privilege  of 
practicing  medicine  ? Furthermore,  why  should  an 
osteopath  want  to  practice  medicine  anyway  even 
though  he  were  trained  in  it?  The  field  of  useful- 
ness for  drugs  is  very  limited  while  the  field  of 
usefulness  for  osteopathic  treatment  is  very  wide. 
I would  like  very  much  to  see  osteopaths  every- 
where have  the  privilege  of  practicing  osteopathy 
as  taught  in  our  colleges,  but  I think  it  is  entirely 
wrong  to  expect  the  privilege  of  becoming  a pre- 
scriber  of  drugs.  Our  theory  of  the  cause  of  disease 
is  entirely  inconsistent  with  the  theory  of  disease 
from  the  drug  practitioners  standpoint  and  our 
theory  of  treatment  of  disease  is  an  entirely  dif- 
ferent philosophy.” 

Article  by  W.  V.  Goodfellow,  D.  0.,  in  the 
August,  1938,  issue  of  the  Journal  of  the 
American  Osteopathic  Association: 

“Osteopathy  has  a great  mission  to  perform  as 
long  as  large  quantities  of  drugs  are  sold  and  con- 
sumed by  the  public.  It  is  necessary  to  return  to 
the  lessons  learned  from  nature  and  the  natural 
law.  We  have  a great  opportunity  to  render  a real 
service  to  civilization  by  carrying  these  lessons  to 
the  people  by  means  of  proper  public  contact.  The 
Committee  on  Public  and  Professional  Welfare  is 
now  adopting  the  methods  of  successful  big  bus- 
iness by  employing  a competent  trained  consultant 
to  study  our  objective  and  to  prescribe  the  proper 
approach  to  the  public.  The  money  subscribed  will 
be  returned  manyfold.” 

Statement  by  the  President  of  the  Ameri- 
can Osteopathic  Association  in  his  annual 
address  at  the  1946  meeting  of  the  Associa- 
tion: 
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“There  is  a growing  and  marked  tendency,  and 
rightly  so,  to  speak  of  the  science  of  osteopathic 
medicine  as  distinguished  from  allopathic  medicine. 

. . . But  woe  unto  us  if  we  scorn  the  ladder  by 
which  we  have  arisen,  for  then  we  will  have  thrown 
away  our  birthright  and  cast  to  the  winds  that  great 
principle  which  is  our  heritage  — the  mechanical 
basis  of  health.” 

Statement  by  R.  McFarland  Tilley,  D.  0., 
Chairman,  Bureau  of  Professional  Education 
and  Colleges  (osteopathic),  at  the  Divisional 
Society  Conference,  Chicago,  February, 
1946: 

“In  the  field  of  fundamental  scientific  research, 
appertaining  to  the  basic  sciences  and  to  the  clin- 
ical phases  of  osteopathic  practice,  we  have  scarce- 
ly scratched  the  surface.  ...  We  have  explored  sev- 
eral different  methods  of  stimulating  research,  sub- 
sidizing the  individual,  developing  a department  in 
the  national  Association,  promoting  an  overall  Di- 
rector of  Research  in  a particular  institution,  assist- 
ing a special  project  by  a college. 

Each  effort  points  to  a recognition  of  the  fact 
that  fundamental  research  into  osteopathic  con- 
cepts, embracing  disturbed  physiology,  pathology, 
and  therapy,  are  prime  necessities.  Few  of  these 
efforts  have  attained  an  acceptable  standard.  ...  At 
times  some  have  spoken  about  our  work  being  taken 
over  by  the  older  school  of  medicine  or  perhaps 
being  submerged  by  the  mass  of  our  imitators.  I 
do  not  think  that  we  should  be  specially  interested 
in  such  conversation.  The  facts  are  that  allopathic 
medicine  is  at  present  unable  to  grasp  the  signifi- 
cance of  osteopathic  concepts  and  therapy,  and  can- 
not translate  such  diagnostic  and  therapeutic  ideas 
into  practical  teaching  courses.” 

Editorial,  Journal  of  the  American  Osteo- 
pathic Association,  September,  1952: 

“It  is  a matter  of  common  knowledge  among  As- 
sociation members  that  there  have  been  recent  dis- 
cussions between  a committee  of  the  Board  of  Trust- 
ees of  the  American  Osteopathic  Association  and  a 
similar  committee  of  the  American  Medical  Asso- 
ciation. These  talks,  which  were  initiated  by  the 
latter  organization,  originally  dealt  specifically 
with  the  methods  by  which  the  Chicago  College  of 
Osteopathy  might  meet  requirements  for  approval 
by  the  Department  of  Registration  and  Education 
of  the  State  of  Illinois,  in  order  that  its  graduates 
could  qualify  under  the  law  for  the  practice  of 
osteopathic  medicine.  ...  A primary  objective  of  the 
osteopathic  profession  is  to  make  available  to  the 
public  the  best  health  care.  Toward  the  fulfillment 
of  this  goal,  the  American  Osteopathic  Association 
is  prepared  to  cooperate  with  any  other  professional 
group  whenever  such  cooperation  may  be  expected 
to  lead  to  improved  health  service  to  the  public.  . . . 
Firm  in  the  conviction  that  original  and  important 
contributions  to  health  care  have  been  made  by 
osteopathic  physicians  and  surgeons,  and  equally 
firm  in  the  belief  that  the  osteopathic  profession  can 
best  develop  these  contributions  for  the  welfare  of 
humanity,  the  American  Osteopathic  Association 
reaffirms,  in  the  strongest  terms  possible,  its  policy 
of  maintaining  a separate,  complete  and  distinctive 
school  of  medicine.  This  reaffirmation  is  founded 


in  the  belief  that  only  as  a separate  and  distinct 
school  of  the  healing  arts  can  the  osteopathic  pro- 
fession fulfill  its  duty  to  the  public.” 

Conclusions  to  be  reached  by  a careful 
study  of  the  detailed  and  scholarly  report  of 
the  Committee  for  the  Study  of  Relations 
Between  Osteopathy  and  Medicine  might 
well  create  a favorable  attitude  toward  the 
proposal  before  the  House  of  Delegates. 
However,  it  should  be  remembered  that  this 
information  was  given  to  the  committee  by 
individuals  who  wished  to  present  the  best 
possible  picture  of  osteopathy.  It  should  be 
pointed  out  that  the  conflicting  viewpoints 
herein  presented  are  taken  from  osteopathic 
literature  and  photostatic  copies  of  all  ma- 
terial are  available  to  verify  their  authen- 
ticity. 

That  the  teaching  in  osteopathic  schools 
is  pitifully  substandard  from  the  medical 
viewpoint  is  quite  evident  from  the  state- 
ment that  of  487  faculty  members  listed  in 
the  six  osteopathic  schools,  over  half,  or  273, 
have  the  degree  of  D.O.  only.  Ten  were 
listed  as  having  an  M.D.  degree.  This  fac- 
ulty list  was  the  teaching  group  for  1,921 
students.  There  was  no  indication  that  any 
members  of  the  committee  were  invited  to 
inspect  any  of  the  osteopathic  schools  while 
making  this  detailed  study,  so  no  accurate 
method  is  available  for  judging  the  quality 
of  teaching.  Certainly  it  could  not  be  ex- 
pected that  graduates  of  osteopathic  schools 
would  be  qualified  to  teach  medical  or  sur- 
gical subjects.  The  only  indication  given  of 
the  advancement  of  the  efficacy  of  osteo- 
pathic teaching  was  that  osteopathic  candi- 
dates showed  an  improvement  of  29.1%  in 
their  ability  to  pass  basic  science  examina- 
tions in  the  past  ten  years.  This  would  hard- 
ly be  proof  that  osteopaths  are  much  better 
qualified  to  practice  medicine  today  than 
they  were  ten  years  ago. 

There  has  been  little  or  no  indication  that 
the  osteopaths  are  more  than  mildly  inter- 
ested in  the  proposals  now  under  discussion. 
They  have  shown  no  enthusiasm  to  cooper- 
ate in  the  elevation  of  their  teaching  stand- 
ards to  the  level  which  we  demand  of  our 
own  medical  schools.  On  the  contrary,  the 
previously  quoted  editorial  which  appeared 
in  the  September,  1952,  issue  of  The  Journal 
of  t h e American  Osteopathic  Association 
would  indicate  quite  the  opposite.  They  ap- 
parently wish  to  remain  osteopaths  and  to 
maintain  their  identity  as  such.  It  is  in  this 
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field  that  they  have  grown  and  prospered. 
Why  desert  it  now  and  place  themselves  into 
direct  competition  with  highly  trained  scien- 
tific practitioners?  Since  the  turn  of  the 
century  they  have  made  great  advancement 
along  legislative  lines,  state  by  state,  taking 
a little  here,  and  gaining  a little  there.  They 
have  spent  many  thousands  of  dollars  and  a 
great  deal  of  time  to  make  these  gains,  and 
have  met  with  little  resistance  from  the  med- 
ical profession.  Their  encroachment  into  the 
medical  field  without  comparable  standards 
has  been  so  gradual  that  it  has  been  hardly 
noticeable.  It  is  no  compliment  to  their 
proven  astuteness  to  believe  that  they  would 
wish  to  change  these  winning  tactics. 

There  can  be  no  doubt  but  that  the  earlier 
osteopaths  believed  osteopathy  was  a com- 
plete system  of  healing  as  taught  by  its 
founder.  Otherwise,  they  would  not  have 
defended  it  with  such  ardent  fervor.  Then 
why  have  they  felt  the  necessity  of  adding 
the  use  of  drugs  and  the  practice  of  surgery 
with  instruments  to  it?  Can  we  assume 
that  their  basic  interest  has  always  been 
the  welfare  of  the  patient,  or  have  they  de- 
sired the  apparent  increased  emoluments  to 
be  enjoyed  in  practicing  two  professions 
with  their  limited  education? 

Many  of  our  courts  have  uniformly  held 
that  the  system  of  osteopathy  administers 
no  drugs  and  uses  no  knife.  The  osteopaths 
have  been  successful  in  many  of  the  states 
in  having  the  “as  taught  and  practiced” 
clause  incorporated  into  the  law.  On  this 
basis  they  have  claimed  the  right  to  practice 
medicine  and  surgery  in  some  of  those  states 
because  those  subjects  have  been  taught.  In 
the  now  well  known  decision  of  the  Nebras- 
ka Supreme  Court,  handed  down  on  May  2, 
1941,  these  points  were  well  clarified.  The 
Nebraska  court  took  cognizance  of  those 
claims,  but  pointed  out  that  a licensed  osteo- 
path is  not  authorized  to  practice  everything 
that  he  is  taught  in  an  osteopathic  school. 
It  was  pointed  out  that  the  “as  taught  and 
practiced”  clause  contains  expressions  which 
have  a limiting  as  well  as  an  authorizing  ef- 
fect. The  practice  authorized  must  be  osteo- 
pathic and  it  must  also  be  as  taught  in  ac- 
credited osteopathic  schools.  The  court  cited 
a California  case  in  which  it  was  pointed  out 
that  a short  course  in  surgery,  or  one  in  law 
might  be  given,  incidentally,  but  it  would 
not  follow  that  this  would  permit  the  prac- 
tice of  such  other  professions. 


That  there  is  a medical  care  problem  in  the 
relationship  between  medical  men  and  osteo- 
paths is  quite  evident.  No  doubt  a great  part 
of  this  problem  is  created  by  the  willingness 
on  the  part  of  some  members  of  the  medical 
profession  to  collaborate  with  osteopaths  by 
accepting  referrals  and  consultations  on  the 
same  basis  as  they  do  with  members  of  the 
regular  medical  profession.  Such  collabora- 
tion is  confusing  to  the  public  because  people 
become  accustomed  to  associating  the  two 
professions  and  make  no  distinction.  There  is 
evidence  in  some  of  the  states  that  a com- 
plete separation  is  possible,  and  the  public 
quickly  learns  the  difference.  It  might  be 
suggested  that  here  is  a field  of  endeavor  to 
which  the  medical  profession  has  some  obli- 
gations in  the  interest  of  better  medical  care. 

Perhaps  the  present  proposal  before  the 
House  of  Delegates  of  the  American  Medical 
Association  is  premature.  There  is  no  clear- 
cut  evidence  that  the  osteopaths  have  any 
great  desire  to  have  even  the  stigma  of  “cult- 
ism”  removed.  This  terminology  has  un- 
doubtedly secured  sympathetic  understand- 
ing for  their  claims  of  persecution.  They 
have  shown  no  inclination  to  have  their 
schools  inspected  on  a basis  of  medical  stand- 
ards, but  no  doubt  they  would  appreciate  a 
few  medical  teachers,  which  the  proposal  so 
generously  offers  to  them,  and  thus  substan- 
tiate their  claims  of  equality  and  enhance 
the  value  of  their  claims  for  high  teaching 
standards.  In  any  event,  the  proposal  has 
been  helpful  to  them  whether  or  not  it  is  ever 
passed.’  The  resultant  publicity  of  such  rec- 
ognition by  the  American  Medical  Associa- 
tion has  elevated  their  standing  in  the  eyes 
of  the  public,  and  has  given  them  a most  de- 
sirable cloak  of  respectability. 

For  this  the  osteopaths  should  be  grateful. 


Tuberculosis  patients  with  long-established  chron- 
ic disease  who  circulate  and  act  as  sources  of 
infection  in  the  community  represent  a serious  situ- 
ation everywhere.  As  life  is  saved  or  prolonged 
by  treatment,  the  death  rate  drops  but  the  number 
of  living  patients  continues  to  be  high,  and  in  fact, 
rises  in  some  groups,  particularly  elderly  men. 
(J.  Burns  Amberson,  M.D.,  Pub.  Health  Reports, 
Oct.,  1953. 


It  takes  900  pounds  of  sugar  to  produce  the  ex- 
plosives to  fire  one  round  from  a modern  battleship’s 
sixteen-inch  gun. 
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Roentgenological  Manifestations 
Injury  f° 

Genito-Urinary  Tract 


The  diagnosis  and  the  treatment  of  injur- 
ies to  the  urinary  tract,  according  to  Braasch 
and  Emmett (1),  constitute  two  of  the  most 
controversial  subjects  in  urology.  The  prin- 
cipal points  in  the  controversy  center  about 
the  extent  of  the  diagnostic  procedures 
which  can  be  done  in  each  case,  and  the 
method  of  treatment,  whether  it  is  to  be  sur- 
gical or  conservative.  It  is  not  intended,  in 
this  discussion,  to  enter  into  the  controversy 
but  rather  to  point  out  the  important  roent- 
gen signs  that  may  lead  to  a correct  eval- 
uation of  the  damage  done. 

The  roentgenogram  is  not  important  in  the 
diagnosis  of  injury  to  the  external  genitalia, 
but  may  be  of  vital  importance  in  the  diag- 
nosis of  the  injury  to  the  kidney,  the  ureter, 
and  the  urinary  bladder. 

Serious  damage  to  the  kidney  may  result 
from  direct  force  such  as  might  be  incurred 
by  falls,  crushing  injuries,  kicks,  blows,  etc., 
penetrating  wounds,  or  by  sharp  objects  en- 
tering the  body  through  the  gastrointestin- 
al tract.  Spontaneous  rupture  or  fractures 
in  which  no  cause  can  be  demonstrated  occur 
only  occasionally.  Injuries  to  the  kidney 
parenchyma  may  be  roughly  classified  into 
three  main  groups ; namely  — contusion  or 
minor  parenchymal  fracture,  major  fracture, 
and  complete  shattering  or  purification  of 
the  kidney  parenchyma. 

In  the  first  group  — contusion  or  minor 
parenchymal  fracture  — - the  roentgen  find- 
ings may  be  minimal  or  normal.  In  the  more 
serious  injuries  the  following  signs  may  be 
recognized  on  the  plain  x-ray  film  as  evi- 
dence of  serious  injury  to  the  kidney: 

1.  Absence  of  the  kidney  shadow, 

2.  Enlargement  of  the  kidney  shadow  such  as 
might  be  produced  by  parenchymal  or  intracap- 
sular  hemorrhage, 

3.  Obliteration  of  the  psoas  shadow  due  to  peri- 
renal and  retroperitoneal  hemorrhage  or  swelling, 

4.  Fixation  and/ or  elevation  of  the  diaphragm  on 
the  affected  side, 
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5.  Scoliosis  of  the  lumber  spine  with  concavity 
toward  the  affected  side, 

6.  Skeletal  fractures  in  the  region  of  the  kidney, 
such  as  lumbar  transverse  process,  ilium,  and  lower 
ribs. 

In  addition  to  the  above,  the  presence  of 
gas  and  fluid  levels  in  the  bowel,  indicative 
of  a reflex  type  of  ileus,  may  be  present  as 
a reaction  to  severe  trauma,  or  as  evidence 
of  peritoneal  irritation.  Air  beneath  the  dia- 
phragm may  be  seen  if  there  is  concomitant 
perforation  of  the  stomach,  intestine,  or,  in 
some  cases,  the  urinary  bladder. 

The  above  signs  may  constitute  unques- 
tionable evidence  of  severe  kidney  damage 
but  are  insufficient  in  themselves  to  indi- 
cate the  prognosis  or  the  type  of  treatment 
to  be  used.  Additional  information  may  be 
obtained  by  intravenous  urography.  The 
picture  thus  obtained,  unfortunately,  is  not 
always  reliable  for  the  following  reasons: 
First,  the  injury  may  have  caused  a tem- 
porary suppression  of  excretory  function  in 
which  case  the  upper  collecting  system  is  not 
visualized,  or  is  so  poorly  visualized  as  to 
render  the  urogram  undiagmostic ; and  sec- 
ond, in  the  presence  of  shock  of  moderate  or 
severe  degree  the  blood  pressure  may  be  at 
such  a low  level  that  the  contrast  medium 
does  not  reach  the  kidney  in  sufficient  quan- 
tity to  be  readily  excreted. 

Retrograde  pyelography  is  a much  more 
reliable  method  for  the  demonstration  of  the 
extent  of  renal  damage ; however,  the  pro- 
cedure is  used  cautiously  by  most  urologists 
because  of  the  danger  of  introducing  infec- 
tion, and  the  danger  of  increasing  hemor- 
rhage by  instrumentation  and  manipulation. 

Case  I is  that  of  a 21-year-old  white  male  who 
was  impaled  on  his  bayonet  when  he  jumped  from 
a track  on  14  Dec.  51.  Within  24  hours  he  was  in 
moderately  severe  shock,  his  abdomen  was  rigid. 
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Fig.  1-A  — Case  I 


Fig.  1-B  — Case  I 
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Fig.  1-C  — Case  I 


and  he  complained  of  generalized  abdominal  pain. 
Laparotomy  showed  no  evidence  of  injury  to  the 
abdominal  viscera  but  revealed  a large  retro- 
peritoneal hemorrhage.  This  was  drained  by  a 
flank  incision.  Subsequent  pyelograms  showed  ex- 
travasation of  contrast  medium  about  the  right  kid- 
ney. (Fig.  1 a).  An  operation  on  10  Jan.  52, 
showed  an  almost  complete  transverse  laceration 
through  the  lower  pole  of  the  right  kidney.  The 


Fig.  2 — Case  II 

Roentgenogram  showing  extravasation  of  contrast  medium 
along  the  course  of  the  right  ureter. 


laceration  was  repaired  and  a nephrostomy  tube  was 
inserted  and  left  in  place  for  a period  of  7 days. 
(Fig.  lb).  Recovery  was  uneventful  and  a urogram 
(Fig.  1-C)  done  on  3 Mar.  52,  showed  good  excretory 
function  with  only  slight  distortion  of  the  pelvis 
and  calyces. 

The  incidence  of  traumatic  injury  to  the 
ureter  is  low  and  most  cases  caused  by  ex- 
ternal agents  occur  in  association  with  pen- 
etrating wounds  of  the  abdomen,  pelvis,  or 
flank.  The  incidence  of  trauma  as  a result 
of  surgical  procedures  in  the  pelvis  and  ab- 
domen, and  in  attempts  to  deliver  urinary 
calculi,  however,  is  higher  than  most  of  us 
would  like  to  admit.  It  is  doubly  unfortun- 
ate that  many  injuries  to  the  ureter,  in- 
curred during  surgical  procedures,  are  not 
recognized  until  irreparable  damage  to  the 
kidney  has  been  done.  When  suspected,  such 
injury  can  almost  surely  be  demonstrated  by 
retrograde  pyelography,  and,  in  many  cases, 
by  excretory  urography.  By  these  means 
the  accumulation  of  contrast  medium  outside 
the  ureter  or  renal  pelvis  is  a definite  indi- 
cation that  the  ureter  has  been  severed  or 
perforated. 

The  following  cases  illustrate  two  types 
of  surgical  trauma  to  the  ureter. 

Case  II.  A 31-year-old  white  male,  a physician, 
was  admitted  to  an  Army  hospital  because  of  renal 
colic.  In  attempting  to  remove  a ureteral  calculus 
with  a metal  instrument  the  right  ureter  was  per- 
forated. The  condition  was  suspected  immediately, 
and  upon  retrograde  injection  of  contrast  medium 
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a.  Excretory  urogram  showing  apparently  good  function  of  left  kidney  3 weeks  after  pelvic  opera- 
tion. The  lower  third  of  the  left  ureter  was  not  visualized. 


b.  Retrograde  pyelogram  showing  level  at  which  ureter  had  been  severed.  Right  kidney  and 
ureter  normal. 


extravasation  into  the  retroperitoneal  tissue  was 
noted.  (Fig-.  2).  He  was  transferred  to  Letterman 
Army  Hospital  were  the  calculus  was  removed  and 
a completely  satisfactory  repair  was  done  three  (3) 
days  after  the  accident  occurred. 

Case  III  is  quite  unusual  and  demonstrates  the 
rather  remarkable  ability  of  the  kidney  to  resume 
normal  function  after  a prolonged  period  of  inac- 
tivity. A white  female  of  21  years  was  operated 
upon  for  the  removal  of  an  ovarian  cyst.  She  was 
transferred  to  Letterman  Army  Hospital  three  (3) 
months  later  because  of  a large  tumor  in  the  left 
side  of  the  abdomen,  and  a non-functioning  left  kid- 
ney. At  operation  a large  retroperitoneal  cyst  was 
found  and  removed.  The  left  ureter  had  been  com- 
pletely severed  and  the  cut  ends  had  healed.  The 
ureteral  ends  were  opened  and  anastomosed.  Corn- 


Fig.  4 — Case  IV 

Cystogram  showing  extra-peritoneal  urinary  fistula. 


Fig.  5 — Case  V 

Excretory  urogram  showing  normal  kidney  and  ureter  on  each 
side  and  filling  defect  in  urinary  bladder  caused  by  air  and 
clotted  blood. 

plete  restoration  of  continuity  of  the  ureter  and  of 
kidney  function  resulted.  (Fig.  3 a and  b). 

Traumatic  rupture  of  the  urinary  bladder 
associated  with  fracture  of  the  pelvis  is  most 
frequently  extraperitoneal  and  is  usually 
readily  recognized  by  physical  and  roent- 
genographic  signs.  There  are,  unfortunate- 
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ly,  cases  in  which  erroneous  diagnoses  are 
made.  Among  these  are  the  cases  of  spon- 
taneous rupture,  and  of  rupture  due  to  the 
application  of  blunt  force,  in  which,  for  one 
reason  or  another  (frequently  acute  alcohol- 
ism), the  patient  is  unable  to  give  a satisfac- 
tory history.  Ruptures  of  this  type  are  us- 
ually intraperitoneal  and  give  rise  to  signs 
of  peritoneal  irritation  or  peritonitis. 

Case  IV  is  of  the  first  type  and  concerns  a white 
male  of  28  years,  who  received  a gunshot  fracture 
of  the  pubic  bone  and  a perforation  of  the  bladder, 
in  Korea,  in  November,  1950.  (Fig.  4).  Healing 
of  the  fistula  was  delayed  by  the  development  of 
osteomyelitis.  On  19  January,  1951,  the  fistula  was 
explored  and  a sequestrum  removed.  On  13  Febru- 
ary, 1951,  the  bladder  was  immobilized  and  the  fist- 
ula closed  with  excellent  results. 

Case  V.  A white  male  of  40  years  was  admitted 
to  the  hospital  complaining  of  severe  abdominal 
pain.  He  had  been  drinking  rather  heavily  the  night 
before,  and  was  unable  to  give  a satisfactory  his- 
tory; however,  he  stated  that  he  had  awakened 
about  5:00  A.M.  with  a full  bladder  and  inability 
to  urinate.  He  reported  to  an  emergency  hospital 
where  he  was  catherized  and  a considerable  amount 
of  bloody  urine  was  withdrawn.  His  abdomen  was 


rigid,  and  a small  amount  of  free  air  beneath  the 
diaphragm  was  seen  on  the  film  of  the  abdomen. 
An  excretory  urogram  showed  a normal  upper  col- 
lecting system  on  both  sides  and  a urinary  bladder 
of  normal  contour  in  which  a filling  defect  caused 
by  blood  clot  and  air  was  noted.  (Fig.  5).  Because 
of  the  severity  of  the  symptoms  the  possibility  of  a 
perforated  peptic  ulcer  was  entertained.  However, 
at  operation  a considerable  amount  of  urine  was 
present  in  the  abdomen  and  a laceration  of  the  dome 
of  the  bladder  was  readily  located  and  repaired. 

In  the  above  discussion  little  has  been 
said  regarding  the  clinical  and  physical  find- 
ings associated  with  traumatic  injury  to  the 
urinary  tract.  That  omission  has  been  in- 
tential,  because  the  purpose  of  this  paper  is 
to  stress  the  roentgenological  signs.  I rec- 
ognize the  fact  that  no  conscientious  physi- 
cian will  attempt  to  diagnose  and  treat 
cases  of  this  nature  without  utilizing  every 
diagnostic  means  at  his  disposal.  Roent- 
genography, when  properly  done,  is  a very 
valuable  diagnostic  aid. 
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In  the  following  exposition  Doctor  Aita  has  gone  far 
toward  giving  the  uninitiated  physician  an  insight  into  the 
mechanism  of  psychotherapy.  The  concept  that  he  pre- 
sents showing  the  necessity  for  meticulous  diagnosis,  the 
formulation  of  what  may  be  expected  from  therapy,  and 
finally  the  choice  of  method  of  treatment  to  be  used  in  a 
given  case,  frames  a parallelism  with  other  disease  proc- 
esses. This  will  lead  the  average  doctor  better  to  compre- 
hend psychotherapy. 

THE  EDITOR 

Directly  and  indirectly  we  are  often  asked : 
What  is  this  thing  called  psychotherapy — 
particularly  as  practiced  by  the  psychiatrist  ? 
What  does  a psychotherapist  do  to,  and  do 
for,  his  patients? 

This  paper  is  presented  in  an  attempt  to 
portray,  explain,  and  clarify  the  labors,  re- 
sponsibilities and  intentions  of  the  present 
day  psychiatrist  in  psychotherapy. 

The  psychiatrist  has  many  tasks  and  uses. 
He  is  called  upon  to  give  succinct  advice  in 
matters  pertaining  to  human  behavior,  to  as- 
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sist  in  diagnosis,  to  evaluate  mental  com- 
petence, to  decide  who  needs  “shock”  ther- 
apy or  lobotomy,  and  to  administer  accord- 
ingly. He  may  prescribe  sedatives,  anti- 
spasmodics  and  euphoriants.  Decisions  and 
arrangements  for  restraint  of  the  disturbed 
psychotic  are  often  left  to  him.  An  inter- 
view with  a patient  under  the  effects  of  So- 
dium Amytal,  or  under  hypnosis,  is  his  re- 
sponsibility. In  addition,  he  must  be  a physi- 
cian, alert  that  patients  may  have  or  may 
develop  coronary  thrombosis,  pneumonia, 
malignancy,  and  so  on. 

In  all,  the  psychiatrist  is  usually  found  to 
be  a useful  member  of  the  medical  team.  But 
his  responsibilities  go  a step  further  and  he 
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is  looked  to  for  his  ability  and  industrious- 
ness in  a supposedly  mysterious,  ethereal 
type  of  treatment  known  as  psychotherapy. 
The  best  of  patient  care  requires  more,  then, 
than  just  the  considerations  of  advice  to  the 
lovelorn,  diagnostic  labelling,  deciding  who 
is  insane,  giving  “shock”  therapy,  writing 
prescriptions,  and  freeing  a colleague  of  a 
riotous  or  annoying  patient. 

Beyond  these  administrations  is  the  hope 
that  the  psychiatrist  can  “work  with”  and 
“get  at”  patients  in  an  effective  manner,  or 
at  a depth  which  simple  advice  giving,  pheno- 
barbital  or  “shock”  therapy  cannot  accom- 
plish. It  is  known  by  members  of  the  medi- 
cal team  that  some  form  of  psychotherapy  is 
usually  the  only  hope  for  most  psychoneu- 
rotic and  psychosomatic  conditions.  In  addi- 
tion, while  “shock”  treatments  may  erase 
the  acute,  unrealistic  outbreak  of  the  psy- 
chotic, they  do  little  if  anything  to  alter  the 
personality  roots  from  which  this  illness 
sprung. 

The  psychiatrist,  then,  is  expected  to  be  a 
specialist  in  psychotherapy.  He  is  expected 
to  do  major,  skilled  psychotherapy — to  know 
what  he  is  doing  and  why ; to  anticipate,  un- 
cover, detect,  and  manage  emotional  forces; 
to  take  apart  and  put  together  again,  now 
boldly,  now  ever  so  gently;  to  change  per- 
sonalities and  ways  of  thinking  and  feeling 
only  where  they  need  alterations;  to  bring 
about  a greater  measure  of  efficiency  and 
happiness  in  the  patient. 

The  psychiatrist’s  psychotherapy  is  not 
simply  a form  of  handholding;  talking  a pa- 
tient out  of  his  symptoms,  emotions,  or 
thinking;  exorcising  or  exhortation;  chang- 
ing his  environment;  urging  the  patient  to 
give  up  his  inhibitions;  or  copious  reassur- 
ance or  explanation.  Instead,  it  is  individu- 
ally and  scientifically  planned  hard  work 
which  takes  much  time  and  patience  and, 
above  all,  knowledge  of  laws  of  human  be- 
havior. One  must  know  how  far  to  go;  to 
neither  overtreat  nor  undertreat;  to  neither 
aggravate  nor  complicate ; to  not  waste  time 
on  untreatable  conditions  or  aspects  thereof ; 
to  strive  for  practical  and  realistic  goals. 

PRINCIPLES 

Psychotherapy  is  based  on  several  general 
principles : 

1.  Treatment  requires  clinical  diagnostic 
understanding.  This  includes  knowledge  of 
accompanying  physical  disorders. 


When  a clinical  diagnosis  is  made,  the 
physician  has,  then,  a shorthand  formulation 
or  sketch  of  what  he  is  dealing  with  in  hu- 
man pathology.  This  is  a crystallization  of 
reliable  but  general  information  filtered  from 
decades  of  scientific  knowledge. 

The  conclusion  that  his  patient  has  sub- 
acute  bacterial  endocarditis  immediately 
alerts  the  internist  to  certain  anticipations, 
types  or  patterns,  etiologies,  host  or  tissue 
reactions,  modes  of  treatment,  symptomatic 
care,  complications,  chances  for  recovery, 
and  residuals.  Likewise,  the  impression  of 
psychoneurosis,  hysterical  (conversion)  reac- 
tion outlines,  to  the  psychiatrist,  particular 
expectations  and  methods  of  management 
quite  different  from  those  of  psychoneurosis, 
obsessive-compulsive  reaction. 

Psychotherapy  would  be  foolhardy  when  a 
patient  has  rheumatic  carditis  rather  than  an 
anxiety  reaction.  Likewise  much  would  be 
lost  therapeutically  if  a physician  did  not 
realize  that  his  patient  had  more  than  one 
disorder  (e.g.  active  duodenal  ulcer  accom- 
panying a paranoid  psychosis;  recent  myo- 
cardial infarction  and  an  anxiety  reaction). 

2.  Treatment  requires  an  interest  in  the 
patient  as  a person  (an  individual;  a re- 
spected, fellow  human  being). 

This  interest  and  helpfulness  must  be 
transmitted  to  the  patient  in  many  ways 
(actions  more  than  words).  The  patient 
must  feel  that  his  therapist’s  relationship  is 
more  than  abstract  and  intellectual — - to  the 
end  of  being  fascinated  entirely  by  a diag- 
nosis and  a plan  of  treatment.  The  thera- 
pist must  communicate  to  his  patient  warmth 
and  understanding.  He  must  be  able  to  see 
his  patient’s  viewpoint,  perspective,  and 
anxieties;  that  often  the  patient’s  primary 
concerns  are  his  chief  complaints,  and  his 
desire  for  relief  more  important  than  what 
is  the  diagnosis.  A multiple  orientation 
must  be  attained;  the  physician  is  not  only 
concerned  about  the  relief  of  symptoms,  and 
in  being  generally  interested  and  helpful;  he 
is  also  a scientist  seeking  an  understanding 
in  diagnosis  and  etiology,  thence  to  therapy. 

3.  Treatment  requires  individualization. 

“No  two  patients  are  alike”  and  therapy 
must  be  governed  by  and  adapted  to  specific 
needs  of  a particular  patient.  Certainly,  if  a 
patient  is  allergic  to  milk  products,  therapy 
for  his  peptic  ulcer  will  be  modified  consid- 
erably. There  are  many  facets  and  vari- 
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ables:  attitudes,  fears;  likes  and  dislikes; 
physiological  and  chemical  reactions;  reac- 
tions to  pain,  disability,  and  helplessness; 
patient-physician  relationship.  Any  of  these 
factors  can  and  does  influence  therapy  and 
outcome  a great  deal. 

Therapeutic  techniques  a n d programs 
must  be  elastic  so  that  therapy  fits  the  pa- 
tient. Difficulties  appear  when  we  expect 
the  patient  to  make  all  of  the  adjustments 
to  (“entirely  fit  in  with”)  the  therapy.  Day 
to  day  modifications  and  adjustments  in 
therapy  are  important  as  the  patient  im- 
proves or  worsens,  as  new  needs  or  obstacles 
arise.  The  therapist  must  be  versatile  and 
have  a number  of  techniques  available  rather 
than  force  his  patient  to  accept  only  one  or  a 
few  alternative  methods.  No  one  approach  is 
suitable  for  every  patient. 

4.  Treatment  requires  minute  understand- 
ing of  etiologic  factors  and  pathogenesis. 

From  general  concepts  and  outlines  provided 
us  by  “diagnosis,”  one  proceeds  to  a more 
“microscopic”  study  of  reactions  of  the  host 
and  of  pathogenic  factors. 

(a)  Personality  Structure.  What  is  in 
operation?  What  is  wrong  here? 

(b)  Personality  Genesis.  How  did  it  get 
this  way? 

(a)  With  what  are  we  dealing  in  the  way 
of  personality  structure?  Beneath  his  outer 
shell,  his  defenses  and  the  side  he  shows  to 
the  world,  what  type  of  individual  are  we 
studying  ? 

The  psychotherapist  is  like  an  architec- 
tural engineer  surveying  a faulty  structure. 
He  sees  cracks,  large  and  small ; beams  bent 
or  tilted ; erosion,  wear,  sagging ; connections 
giving  way;  learns  how  the  structure  shud- 
ders to  ordinary  use  or  might  actually  col- 
lapse if  subjected  to  specific  stresses.  Cer- 
tain sites  must  not  be  molested  lest  the  whole 
structure  fall  apart. 

The  psychotherapist  seeks  to  understand: 

1.  The  individual’s  personality  makeup  in 
terms  of  many  facets  of  how  people  think, 
feel  and  act.  In  1954,  laws  of  human  be- 
havior are  based  on  certain  “schools  of 
thought”  adhered  to  by  therapists  (e.g. 
Freud,  Adler,  Jung,  Meyer)  who  will  view 
personalities  according  to  certain  schemes, 
laws  and  mechanisms,  expectations,  weak- 
nesses and  strengths,  balances  and  “causes.” 


2.  The  most  recent  stresses  encountered 
by  this  personality,  stresses  which  appar- 
ently set  off,  aggravated  or  maintained  the 
reactions  which  brought  the  patient  to  the 
doctor.  These  are  usually  the  “environ- 
mental forces”  or  “precipitating  factors” 
which  demand,  or  threaten,  or  appear  to  have 
done  so. 

As  the  therapist  studies  the  forces  and 
stresses  operative  in  his  patient,  he  seeks 
two  views  or  means  of  understanding.  One 
is  rather  coldly  intellectual ; applying  observ- 
ation, logic,  laws  of  human  behavior,  cause 
and  effect,  correlation,  and  so  on.  The  other 
process  is  called  technically  “emphatic,” 
wherein  the  therapist  tries  “to  see  it  from 
the  patient’s  viewpoint.”  This  requires  an 
ability  to  be  sympathetic,  sensitive,  subjec- 
tive and  to  identify  with  the  patient  in  a 
controlled  manner.  The  therapist  must  be 
able  to  learn,  “Under  similar  conditions,  how 
would  I feel  ? If  I were  in  his  boots,  and  re- 
acted in  this  manner,  how  would  I feel  and 
think?”  Recalling  that  when  much  upset 
emotionally,  we  often  revert  uncontrollably 
to  immature  reactions,  the  therapist  in- 
quiries also,  “How  would  a child  think  and 
feel  under  these  conditions  ?” 

Understanding  human  behavior  toward 
therapy  requires  a “sound  therapeutic  atti- 
tude” — an  attitude  of  many  ingredients; 
control,  sureness,  confidence,  love  of  man- 
kind, friendliness,  understanding,  tolerance, 
wisdom  in  laws  of  human  behavior.  This  at- 
titude is  not  easily  achieved  or  held.  Psychi- 
atric patients  may  disclose  child-like  “mean,” 
attention-gaining,  provocative  or  “spoiled” 
reactions.  Such  reactions  quickly  lead  the 
therapist  astray  to  spoil  chances  for  “get- 
ting together”  in  a cooperative,  constructive 
effort  called  psychotherapy. 

The  sound  therapeutic  attitude  more  care- 
fully views  the  patient  from  this  artificial 
construction : 

1.  The  more  or  less  obvious  defenses  he 
has  put  up  against  anxiety. 

2.  His  anxiety. 

3.  His  basic  “good”  personality. 

His  defenses  against  anxiety  have  led  to 
his  distress  and  disability  (“symptoms,” 
“problems”)  and  to  the  present  reactions  met 
by  the  therapist.  These  defenses  are  mani- 
fested as  neurotic  distress  (e.g.  pain,  fear, 
despondency) , drug  dependency,  “acting  up,” 
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balkiness,  bad  disposition,  and  so  on.  These 
outward  manifestations  must  be  regarded 
as  his  attempt  to  cover  up  the  great  fears 
lying  close  behind.  (A  he-man  is  not  sup- 
posed to  show  fear;  instead  he  may  show  ir- 
ritability, pugnacity  and  resort  to  intoxica- 
tion — all  in  attempted  denial  of  fear). 

A mean,  spoiled,  or  misbehaving  person  is 
almost  always  in  some  way  a frightened, 
confused  person  in  whom  control  is  now  lost. 
The  therapist  must  comprehend  defenses  as 
such.  He  must  tolerate,  not  judge;  under- 
stand, not  condemn.  Even  though  the  dis- 
play is  annoying  or  ugly,  he  must  not  reject 
a fellow  human  struggling  against  fear. 

Such  an  attitude  assists  the  patient  to  es- 
tablish confidence  in  the  therapist,  so  that 
he  will  display  his  defenses,  then  let  them 
down  and  gradually,  hand  in  hand  with  the 
therapist,  face  what  could  not  be  faced  be- 
fore. 

On  the  other  hand,  in  dealing  with  de- 
fenses, clinical  judgment  and  finesse  require 
also  the  gradual,  tactful  application  of  vary- 
ing amounts  of  firmness,  expectation  of  im- 
proved self-control,  concentrating  on  cer- 
tain nearby  goals  and  more  realistic  issues. 
Leadership  and  inspirational  ability,  a spirit 
of  cooperation  and  mutual  respect,  can  help 
much  along  these  lines  where  the  therapist 
must  be  firm,  must  set  limits,  and  expect  en- 
lightened self-management. 

The  underlying  anxiety  must  be  met.  It 
may  or  may  not  be  easy  eventually  to  assist 
the  patient  to  see  behind  the  defenses  he 
has  set  up;  to  see  that  he  is  actually  fright- 
ened; to  see  why  he  is  frightened.  Many 
will  protest  they  are  not  frightened  (inse- 
cure, threatened,  etc.).  Others,  admitting 
they  are  afraid,  do  not  really  know  why,  be- 
cause the  fear-origins  are  unrealistic  or  hid- 
den. Regardless,  the  therapist’s  responsibil- 
ity, at  this  point,  is  to  know  that  his  patient 
is  frightened,  to  manage  accordingly,  and  to 
work  out  the  fears  and  sources  of  them  later 
in  therapy. 

While  struggling  with  the  patient’s  de- 
fenses and  fears,  the  therapist  may  seek  an 
anchor  reaching  to  the  patient’s  basic  “good” 
personality.  At  times  the  therapist  needs 
“something  to  hang  onto”- — particularly  with 
extremely  neurotic,  distorted,  spoiled,  or  an- 
noying characters.  The  therapist  may  even 
ask — “Where  is  the  bottom  of  this  pit? 
What  can  I reach  here;  what  is  there  to  sal- 


vage; where  can  we  start  to  get  a foot- 
hold?” Again  and  again,  he  must  remind 
himself  that  many  unpleasant,  disturbing,  or 
“poor  prognosis”  features  are  but  surface 
defenses,  and  that,  with  time  and  effort,  he 
often  will  find  a stratum  of  warm,  deserv- 
ing humanity,  earnestly  seeking  help.  Psy- 
chiatry believes  “there  is  good  in  most  peo- 
ple” when  one  looks  beneath  the  defenses 
forced  on  them  by  their  fears. 

In  the  individual’s  basic  personality  lie 
many  unexpected,  oft  dormant,  but  useable 
assets  and  undeveloped  potentialities.  Here 
often  lie  a sense  of  responsibility,  maturity, 
spirit  of  cooperation,  and  likability.  Deep 
down  inside  there  often  exists  a capacity  for 
healthy,  happy  development,  waiting  to  be 
found,  nurtured,  and  cultivated.  The  patient 
will  sense,  too,  his  therapist’s  acceptance  of 
him,  and  this  will  be  of  immense  value. 

(b)  How  was  this  personality  structure 
formed?  Situations,  experiences,  and  inter- 
nal reactions  served  to  mold,  distort,  trau- 
matize, or  develop  the  growing  personality. 
He  was  rejected  and  accepted;  loved  and  re- 
sented; made  to  feel  angry,  guilty,  fright- 
ened, hurt  or  grief-stricken ; experienced  sat- 
isfaction, sense  of  accomplishment,  peace  of 
mind  and  love  of  fellow  men.  He  made  mis- 
takes, “sinned,”  was  selfish,  or  child-like. 
He  took  the  wrong  fork  in  the  road  at  times, 
though  he  never  knew  why  nor  the  conse- 
quences. Much  of  the  time  he  didn’t  let  him- 
self know  exactly  how  he  felt.  A life  mixed 
with  good  and  bad  experiences,  many  vari- 
ables, many  facets,  becomes  now  the  fabric 
gathered  for  the  therapists  scrutiny. 

The  therapist  finds  a number  of  life  ex- 
periences which  must  be  understood  in  patho- 
genesis. Typical  are  some  of  these:  an  in- 
secure, disturbing  emotional  setting  during 
childhood ; situations  or  personalities  produc- 
tive of  excessive  or  prolonged  fear,  anger, 
guilt  or  feelings  of  being  rejected;  exposure 
to  disturbed,  distorted  or  neurotic  adults; 
being  “spoiled,”  possessed,  dominated, 
pampered,  intimidated,  deprived;  develop- 
ment of  poor  and  unrealistic  mechanisms 
with  which  to  cope  with  life  and  its  problems. 

However,  a patient’s  life  history  contains 
more  than  just  detrimental  experiences. 
There  have  been  good  happenings  too, 
sources  of  happiness,  satisfaction,  accom- 
plishment, strength,  and  maturity.  These 
must  be  understood,  reinforced,  and  used  as 
guides  in  therapy. 
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5.  Treatment  requires  knowledge  and  use 
of  the  emotional  phenomena  occurring  in  the 
patient’s  relationship  and  experiences  with 
his  therapist  (“Patient-physicain  relation- 
ship”). 

The  patient-physician  relationship  con- 
sists of  a varying  interchange  of  psychologic 
forces  between  two  people. 

Patients’  reactions  to  the  therapist  may 
provide  significant  clues  to  basic  problems 
as  well  as  important  means  of  therapy.  Re- 
actions may  be  illogical  and  inappropriate 
to  the  apparent  situation  of  patient  and  ther- 
apist. For  no  obvious  reason  a patient  be- 
comes fearful,  angry,  mistrusting,  provoca- 
tive. Another  becomes  unduly  and  exces- 
sively attached,  amorous,  dependent,  or  com- 
pliant. 

Realistically  the  therapist  is  one  thing. 
Symbolically,  automatically,  unconsciously, 
many  other  feelings  are  stirred  up  by  him. 
A sick  person  under  treatment  is  faced  with 
two  experiences:  (1)  threats  to  his  integrity 
which  make  him  anxious  and  dependent, 
even  helpless  at  times;  (2)  presence  of  an 
authoritative,  protective  figure.  Many  types 
of  reactions  spring  from  this.  Often  sick 
people  fall  back  on  immature  reaction  pat- 
terns because  they  feel  threatened. 

Patients  may  react  to  the  therapist,  un- 
consciously and  automatically,  in  the  same 
manner  as  they  had  to  other  important  fig- 
ures previously  in  life  (e.g.  parents).  They 
may  uncontrollably  and  unrealistically  trans- 
fer to  the  therapist  feelings,  wishes,  phanta- 
sies, and  attitudes  which  they  had  in  former 
relationships  with  similar  people  who  were 
regarded  as  authoritative,  possibly  helpful, 
possibly  punishing,  etc.  Such  feelings  are 
mixed  with  variably  amounts  of  more  real- 
istic reactions  to  the  therapist  — accepting 
him  as  a trained,  experienced  person,  and 
as  someone  who  is  trying  to  help. 

The  tools  of  psychotherapy  are  language, 
intonation,  gestures,  expressions  of  feeling 
and  behavior,  in  a workable  relationship. 
Marked  patient-physician  distortions  can  in- 
terfere with  such  a relationship.  The  thera- 
pist must  foresee  this,  and  plan  management 
accordingly,  hoping  to  control,  skirt  around, 
or  minimize  such  major,  hampering  prob- 
lems. 

Therapists  expect  some  degree  of  dis- 
turbance in  the  patient-physician  relation- 
ship. It  is  part  of  the  “game.”  The  thera- 


pist is  expected  to  come  through  and  main- 
tain a good  working  relationship.  Such  dis- 
tortions are  not  taken  as  personal  affronts, 
or  as  deliberate  ingratefulness.  Likewise 
the  patient’s  great  praise  and  citation  must 
often  be  accepted  cautiously  as  part  of  these 
reverberations. 

Patient-physician  phenomena  may  be  very 
useful.  In  a way,  psychotherapy  provides 
a laboratory  setting.  If  there  is  minimal 
distortion  a n d inappropriateness  in  the 
therapist’s  reactions,  the  problems  which  do 
arise  are  obviously  those  of  the  patient.  As 
such,  these  problems  are  important  speci- 
mens (“biopsies”)  of  motivation,  of  think- 
ing, and  of  feeling. 

The  patient  - physician  relationship  obvi- 
ously also  provides  the  vehicle  which  makes 
the  patient  first  tolerate,  then  accept  the 
therapist  and  his  regimen.  There  is  an  op- 
timal level  of  feeling  which  is  catalytic,  con- 
ducive to  effective  therapy,  and  manifested 
by  a balanced,  realistic  amount  of  respect, 
confidence  and  liking  for  the  therapist. 

6.  Treatment  requires  knowledge  of  the 
therapist’s  faults  and  “blind  spots.”  The 

therapist  must  be  constantly  on  the  alert  for 
his  own  excessive  and  inappropriate,  more  or 
less  unconscious  feelings  which  enter  into 
relationships  with  patients.  Therapists  are 
human,  and  not  without  feeling.  They  can 
like  patients  (or  certain  patients)  too  much 
or  too  little.  The  optimum  sought  is  to  keep 
problems  of  the  physician-patient  relation- 
ship minimal  and  undisturbing.  This  calls 
for  alert  self-knowledge,  neutrality  (but  not 
indifference),  good  judgment,  and  control. 

A therapist  may  be  unable  to  resist  his 
own  impulses  to  become  angry  and  retalia- 
tive  when  a patient  is  uncooperative  or  pro- 
vocative. Inappropriate  hasty  therapy  may 
be  used  by  an  excessively  aggressive  thera- 
pist, an  impatient  therapist  who  has  to  see 
quick  results,  or  one  readily  swayed  or 
cowed  by  a family’s  demands  that  he  take 
drastic  measures  at  once. 

The  too  sympathetic,  pampering  therapist 
increases  his  patient’s  dependence,  thus  mak- 
ing disability  and  sickness  appear  too  invit- 
ting.  Excessive  expectation  may  be  a fault 
in  the  therapist  who  presses  his  patients  for 
perfection,  and  for  impossible  ideals  of  self- 
reliance,  maturity,  and  strength,  to  the  ne- 
glect of  their  very  human  limitations  or 
needs  for  rest  and  fun. 
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The  therapist  may  have  too  great  a need 
to  have  his  patients  like  him  and  hence  be 
unable  to  say  “no” ; he  is  too  permissive  and 
easy  prey  for  demanding  patients  and  for 
those  who  learn  how  to  “use”  him.  Such 
therapists  are  led  about  by  their  patients. 

An  excessive  drive  for  therapeutic  success 
characterizes  some  therapists.  They  must 
see  results;  their  own  insecure  personalities 
require  great  quantities  of  success.  Their 
prestige  and  emotional  tranquility  cannot 
stand  “failure.”  True,  therapeutic  ambi- 
tion is  desirable  in  every  therapist,  but  like 
any  good  trait,  it  can  become  excessive — a 
“mania”  driving  the  individual  to  strive  for 
the  impossible.  Such  a therapist  uses  ener- 
gies fighting  a sense  of  failure  and  defeat 
rather  than  applying  these  energies  more 
constructively  with  his  patients.  His  own 
ego  and  self-confidence  are  in  danger  of 
weakening.  He  becomes  impatient  with  the 
patient  who  does  not  get  well. 

Problems  appear  with  the  unduly  anxious 
therapist  who  has  to  be  completely  secure 
in  his  diagnoses  and  plan  of  management. 
He  constantly  fears  that  someone  later  will 
“catch  him  up;”  find  that  he  missed  certain 
“pathology.”  Concern  for  his  reputation  be- 
comes excessive,  inappropriate  and  defeats 
its  own  ends.  His  patient  suffers  because  of 
frequent  re-examination,  review,  and  uncer- 
tainty; inability  to  reach  definite  diagnoses; 
fence  straddling. 

Physician-induced  complications  are  hu- 
manly frequent  throughout  the  practice  of 
medicine,  but  are  especially  important  in 
psychotherapy.  Psychotherapy  requires 
careful  attention  to  this  two-way  stream 
called  the  patient-physician  relationship  as  a 
source  of  difficulty  as  well  as  of  help. 

TECHNIQUE 

Up  to  this  point  this  presentation  sug- 
gests we  should  be  gathering  a wealth  of  in- 
formation regarding  the  patient.  What  do 
we  do  with  all  this?  We  cannot  confront  the 
patient  with  diagnostic  and  etiologic  data  in 
the  manner  the  surgeon  does  when  he  has 
made  the  diagnosis  of  cholelithiasis.  The 
techniques  commonly  employed  in  psycho- 
therapy are  outlined  below,  recognizing  that 
they  overlap  and  shade  into  one  another : 

1.  Suppressive 

2.  Supportive 

3.  Relationship 

4.  Expressive 


The  psychiatrist  is  first  of  all  a physician. 
Therapy  includes  procedures  aimed  at  treat- 
ing organic  disease,  symptom-alleviation,  and 
other  physical  or  chemical  means  to  help  the 
patient. 

Suppressive  psychotherapy  is  one  of  the 
oldest,  simplest,  most  used  and  abused  tech- 
niques. It  neglects  most  of  the  principles 
of  psychotherapy  since,  per  se,  it  does  not 
concern  itself  with  the  personality  structure 
or  genesis  behind  the  presenting  complaints. 
Fundamental  problems  and  etiologic  material 
go  unsolved. 

This  form  of  therapy  depends  on  author- 
itative firmness,  commanding  leadership,  in- 
sistence, persuasion,  impressive  showman- 
ship, dogmatic  assurances,  ignoring  the  pa- 
tient’s concerns,  distraction,  and  at  times 
placebos  and  trickery.  It  attempts  to  bull- 
doze the  patient’s  symptoms  and  conflicts  in- 
to oblivion. 

Suppressive  psychotherapy  is  used  only  in 
limited  or  specific  situations  which  call  for 
strong  control  and  firm  guidance;  where, 
temporarily,  little  else  can  be  done,  and 
where  the  therapist’s  only  role  can  be  that  of 
an  effective,  all-powerful,  all-knowing  father. 
Cases  with  mental  (intellectual)  deficiency, 
or  occasionally  those  developing  in  acute  or 
catastrophic  situations  may  call,  at  least 
temporarily,  for  suppressive  control. 

Supportive  psychotherapy  requires  the 
therapist  to  provide  carefully  thought  out 
advice, and  guidance  on  practical  issues;  “an 
arm  to  lean  on,  a shoulder  to  cry  on;”  warm, 
understanding  leadership;  reassurance ; 
symptomatic  medications,  rest,  and  diversion. 
The  goal  is  limited : to  thrust  supports  where 
needed  in  a temporarily  weakened  personal- 
ity structure  until  the  individual’s  own  resili- 
ency, restitution,  and  integrative  capacities 
return  to  strengthen  him  to  proceed  on  his 
own. 

Supportive  therapy  is  measured  out  to 
temporarily  supply  the  patient  with  secur- 
ity, confidence,  encouragement,  prestige- 
needs,  protection,  and  a feeling  of  belonging; 
to  offset  loneliness,  emptiness,  and  feelings 
of  unworthiness.  He  is  allowed  a period  of 
acceptance  and  dependence  as  he  struggles 
to  meet  internal  frustration,  guilt,  or  fear, 
and  environmental  demands  for  which  he 
had  no  solution.  In  purely  supportive  ther- 
apy little  attempt  is  made  to  change  the  pa- 
tient or  his  way  of  handling  problems.  Con- 
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centration  is  placed  rather  on  helping  him  to 
regain  his  emotional  breath  and  equilibrium. 
W e are  trying  to  get  him  back  at  least  to  his 
old,  customary  neurotic  defenses  and  adap- 
tive methods — and  accept  him  as  he  is  thus. 
Neurotic  needs  are  satisfied  until  the  patient 
can  stand  more  strenuous  therapy,  or  because 
nothing  else  can  be  done.  For  example,  it 
is  found  that  a given  patient  needs  an  ex- 
cessive amount  of  attention  and  affection 
as  a defense  against  marked  insecurity;  it  is 
prescribed  that  these  neurotic  needs  be  sat- 
isfied. 

Supportive  therapy  must  be  individualized 
and  be  dependent  on  understanding  the  indi- 
vidual personality  and  history.  One  does  not 
indiscriminantly  shovel  in  great  quantities 
of  encouragement,  reassurance,  and  big- 
brother  offerings.  Support  must  be  set  in 
where  the  personality  structure  needs  it. 
Excessive  reassurance,  dabbed  on  all  over, 
is  soon  felt  as  a stock-in-trade  and  becomes 
ineffective ; reassurance  must  be  honest,  rea- 
sonably specific,  and  meaningful,  not  a co- 
pious lathering  which  makes  the  patient 
doubt  the  therapist’s  excessive  optimism.  In 
some  patients  the  offering  of  an  arm  to  lean 
on  has  excellent  value;  in  others  it  may  stir 
up  acute  fear  and  shame  that  one  must  be 
so  weak;  another  patient  comes  to  lean  too 
much  and  too  long,  refusing  ultimately  to 
give  up  what  was  meant  to  be  a temporary 
crutch. 

Indirect  psychotherapy  is  another  form  of 
supportive  psychotherapy  which  works 
“around  the  patient,”  changing  his  environ- 
ment, or  the  attitudes  of  key  persons  in  his 
life;  removing  sources  of  fear,  anger,  guilt, 
rejection,  hurt  feelings;  improving  his  ap- 
pearance ; providing  more  positive,  beneficial 
influences.  Carefully  thought-out  advice  is 
given  to  move  out  an  in-law,  find  a rest  home 
for  a burdensome  invalid,  get  a different  job, 
travel,  or  vacation,  live  with  a lovable  aunt 
and  uncle,  find  interesting  hobbies,  develop 
satisfying  social  contacts. 

Relationship  therapy  arises  out  of  a some- 
what prolonged  relationship  with  a therapist 
wherein  the  latter  freely  maintains,  without 
any  particular  effort,  a sound  therapeutic 
attitude  described  previously.  Provided 
here,  are  many  advantages  of  a mature  rela- 
tionship with  a good,  wise  friend.  In  re- 
sponse to  the  therapist  there  occur  an  inter- 
play of  feeling,  new  experiences  and  ideas. 
Therapy  depends  on  a relationship  which  is 


non-condemning,  but  constructive.  The 
therapist’s  attitudes  and  implications  are  as 
important  as  what  he  expresses  verbally. 
Good  therapy  depends  on  “not  only  what  is 
spoken  but  also  how  it  is  spoken.”  At  times 
humor,  kidding,  laughing  with  (not  at)  the 
patient  and  friendly  skepticism  play  a part 
here.  That  he  is  respected  despite  his  sur- 
face “shenanigans”  (defenses),  helps  the  pa- 
tient to  regain  his  self-confidence  and  self- 
respect. 

In  relationship  therapy  the  patient  may 
realize  and  come  to  feel  deep  down  inside 
himself : 

1.  Acceptance  as  a fellow  man  possessed 
of  assets;  appreciated  and  understood  as  he 
is ; not  being  ignored  or  criticized  because  of 
faults  he  cannot  immediately  correct. 

2.  Learning  and  identification  with  some 
of  the  therapist’s  more  mature  techniques 
for  adjustment.  Ideals  are  developed;  imi- 
tation and  inspiration  are  at  work.  Some  of 
the  therapist’s  own  alertness,  knowledge,  and 
attitudes  will  be  absorbed  by  the  patient. 
Ignorance  and  misconception  are  corrected. 

3.  Unplanned,  spontaneous,  constructive 
emotional  experience  often  arising  from  the 
realization  that  the  therapist  does  not  re- 
spond in  the  manner  which  the  patient  has 
come  to  expect.  The  patient  may  be  “set  on 
the  right  track,”  influenced  by  the  fact  that 
the  therapist’s  attitudes  and  responses  are  so 
different  (e.g.  accepting,  understanding) 
from  the  ones  his  personality  structure  anti- 
cipated from  others  (e.g.  parents,  or  society 
at  large).  The  therapist  may  now  try  to 
neutralize  parents’  mistakes  thus  giving  the 
patient  an  opportunity  temporarily  to  be  led 
by,  adjust  to,  and  identify  with,  a new  parent 
figure  (who  has  many  advantages  a parent 
cannot  have).  For  a while  anyway,  the  pa- 
tient is,  in  a sense,  reared  again  by  a parent 
who  will  avoid  certain  errors.  For  example, 
when  a patient  becomes  angry  or  takes  issue 
with  his  therapist,  lie  may  expect  hostility 
in  return.  But  he  soon  realizes  that  his 
therapist  does  not  become  angry  or  punitive. 
Hostility  is  not  met  with  hostility.  He  comes 
to  see  that  his  own  angers  are  not  as  dan- 
gerous as  he  thought,  nor  perhaps  as  neces- 
sary; he  can  admit  to  them,  come  to  under- 
stand them,  and  manage  better;  learn  how 
to  “blow  off  some  steam.” 

4.  Role  of  a helpful  parent  (or  big  broth- 
er) figure  from  the  therapist.  This  goes 
beyond  a mere  supportive  therapy  level.  The 
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therapist  expects  the  patient  to  obtain  more 
from  him  than  security,  dependence,  and  sus- 
taining help.  Like  a good  parent,  the  thera- 
pist must  not  be  too  supporting,  too  permis- 
sive, too  accepting.  He  must  “have  back- 
bone,” be  able  to  point  out  mistakes,  not  be 
frightened  by  threats ; be  firm  without  anger 
or  retaliation ; expect  progress.  At  the  same 
time,  the  patient  may  see  that  his  therapist 
is  human  — above  the  average  in  adjust- 
ments — but  not  supernatural,  perfect,  or  in- 
fallable. 

The  therapist  must  apply  the  indicated 
amount  of  firmness  and  expectation,  support 
and  help.  He  expects  the  patient  to  do  as 
well  and  as  much  as  he  can,  preferring  to  as- 
sist him  to  see  true  facts,  issues,  values  and 
alternatives  so  he  makes  his  own  decisions 
and  not  expect  the  therapist  to  do  that. 

Expressive  psychotherapy  is  often  re- 
ferred to  as  a “ventilating,”  uncovering,  or 
exploratory  procedure.  It  is  more  definitely 
etiologically  directed  and  aimed  at  finding 
cause-effect  relationships  and  motivations 
for  behavior.  It  attempts  to  go  beyond  the 
goals  of  the  previously  (above)  described 
techniques  to  attain  for  the  patient: 

1.  Greater,  more  significant,  deep-down- 
inside  awareness  of  h is  personality  structure, 
and  how  he  developed  so. 

2.  Understanding  of  his  emotional  pat- 
terns, how  they  operate,  how  they  may  be 
rechannelled. 

3.  Mature  perspective  regarding  his  inner 
struggles  and  struggles  with  the  demands 
from  the  world  about  him.  This  calls  for 
building  cohesive,  well  integrated  personality 
structure  that  can  recognize  and  manage 
primitive  drives,  personal  needs,  matters  of 
conscience,  and  obligation  to  others,  and  to  a 
demanding  environment.  Such  personality 
strength  requires  adaptability,  resourceful- 
ness, resilience,  courage  and  the  ability  “to 
take  it.”  We  hope  to  help  the  patient  to 
face  realities,  to  be  objective  (if  needs  be, 
“cold  blooded”),  and  to  avoid  evasion  or  poor 
mechanisms  of  riding  through  stress  or  con- 
flict. 

In  a superficial  approach,  expressive  psy- 
chotherapy includes  airing  out  and  joint 
study  of  conscious  conflicts  and  personal 
problems,  or  desires,  impulses,  and  day- 
dreams; of  predicaments  and  many  sources, 
old  and  new,  of  anger,  fear,  and  guilt.  Pre- 


vious life  situations  are  found  to  tie  in  with 
current  happenings  to  relate  to  the  present 
illness.  Events  and  feelings  are  found 
linked  with  reactions  and  symptoms.  “In- 
sight” and  a more  objective  self-enlighten- 
ment lead  to  a lessening  of  anxiety. 

Helping  the  patient  put  into  words,  fully 
express,  “lay  out  on  the  table”  the  vague, 
unclear  worries  “in  the  back  of  his  mind” 
leads  to  objective  clarification,  sharper  fo- 
cus, and  to  stripping  problems  to  the  specific 
core.  Poorly  comprehended,  shadowy  or 
mysterious  dangers  are  more  greatly  feared 
than  clear  ones. 

The  patient  learns  that  he  may  have  a 
number  of  human,  though  frustrated,  basic 
needs  which  require  not  only  understanding 
but  also  some  expression  or  gratification  by 
way  of  acceptable  channels.  There  are  needs 
for: 

Security 

Recognition,  acceptance 
Receiving  affection 
Giving  affection 
Activity  and  accomplishment 
Leisure,  recreation 
Sexual  satisfaction 
Dependence,  clinging,  leaning 
Independence,  aggressiveness 

Expressing  emotions  such  as  fear  and 
anger 

New  sources  of  supply  must  be  sought  and 
ingenuity  used  to  discover  “replacement 
therapy”  where  practical. 

By  confession  and  ventilation  the  patient 
comes  to  better  understand  the  causes  and 
effects  of  old  “skeletons  in  the  closet ;”  finds 
he  is  still  accepted  and  hence  must  be  worth- 
while. This  leads  to  constructive  objectiv- 
ity. 

Abreaction  (reliving  and  expressing  emo- 
tional experience)  may  be  an  important  ac- 
companiment in  expressive  therapy  as  part 
of  real  emotional  participation.  Previously 
bottled  up  (even  unrecalled  or  unrecognized) 
feelings  are  let  out  for  a “complete  house- 
cleaning” — so  the  patient  often  feels  relief 
and  sees  the  full  meaning  and  impact  of  the 
experience. 

Desensitization  may  have  to  be  carried  out 
by  probing  slowly,  gently,  and  a little  at  a 


March.  1954 


95 


time  those  aspects  of  the  patient’s  life  to 
which  lie  is  hypersensitive.  As  the  emotion- 
al charge  is  gradually  released,  he  can  then 
“face  it”  and  gain  a mature,  objective  per- 
spective about  it. 

Interpretation  comprises  one  of  the  most 
difficult  aspects  of  psychotherapy,  requiring 
the  utmost  possible  in  skill,  tact,  and  timing. 
One  must  be  sure  about  what  the  patient  is 
really  uphappy;  specific  casual  relationships 
and  pathogenesis.  The  therapist  must  be 
sure  of  his  ground  and  even  then  he  is  cau- 
tious. He  must  not  overwhelm  his  patient 
with  interpretation ; this  usually  leads  to 
worsening  of  the  disorder  by  tearing  out  de- 
fenses; or  it  leads  to  more  defenses  and  in- 
sistences, even  refusal  to  return  for  therapy; 
it  may  result  in  misleading,  ineffective,  “in- 
tellectual insight”  of  accepting  plausible 
sounding  words.  No  one  feels  happier  con- 
templating true  facts  about  himself  that  are 
repugnant  to  his  self-esteem.  He  must  be  giv- 
en small  doses  of  this  information  in  terms 
he  can  accept,  knowing  that  this  “tearing 
down”  is  directed  toward  a constructive  re- 
synthesis and  understanding.  Direct  con- 
frontation is  usually  avoided.  It  may  be 
suggested  that  such  conflict  could  be  the 
cause  of  certain  fears.  By  simple  shift  in 
emphasis,  helping  the  patient  to  discuss  out 
important  material,  he  is  assisted  to  reach 
his  own  interpretations. 

The  psychotherapist  often  cannot  tell  a 
patient  what  is  obvious  to  the  therapist.  If 
the  patient  thinks  differently,  the  therapist 
knows  the  patient  has  to  think  this.  If  we 
try  to  tell  him  the  obvious,  we  get  nowhere 
because  he  either  will  not  believe  us,  or  will 
get  worse,  or  will  stop  his  visits  to  us.  The 
therapist’s  job  is  to  find  why  the  patient 
thinks  and  feels  as  he  does.  Once  therapist 
and  patient  find  out  why,  the  patient 
will  have  discovered  for  himself  what  was 
obvious  to  the  therapist  and  we  need  never 
tell  him.  Often  the  more  obvious  the  dis- 
order, the  less  value  there  is  in  striving  to 
correct  it  by  a direct  assault.  The  more  ob- 
vious the  meaning  of  a symptom  is  to  the 
therapist,  the  more  wary  he  should  be  in 
interpreting  it.  When  a patient  can’t  see  the 
obvious,  he  often  needs  his  blindness.  The 
patient  usually  does  not  get  well  because  he 
discovered  the  obvious  about  himself,  but 
rather  because  he  was  relieved  of  the  blind- 
ers which  obscured  the  true  facts. 


INDICATIONS,  CONTRA-INDICATIONS  AND 
LIMITATIONS  OF  PSYCHOTHERAPY 

Psychotherapy  has  many  points  in  com- 
mon with  other  medical  therapies.  With  psy- 
chiatry or  surgery,  for  instance: 

1.  There  must  be  indication  for  the  more 
or  less  specific  procedures  planned. 

2.  Contra-indications  and  possible  com- 
plications should  be  discerned. 

3.  There  must  be  preparation  of  the  pa- 
tient and  also  the  field  of  operation. 

4.  The  therapist  must  be  thoroughly  fa- 
miliar with  and  capable  of  all  phases  of  the 
task  contemplated.  He  must  be  well  versed 
in  knowledge  of  structure,  mechanics,  physi- 
ology and  pathology.  He  must  not  contam- 
inate the  field  nor  produce  shock.  As  he 
proceeds,  he  must  decide  what  pathologic 
structures  to  attack  first,  which  to  avoid  un- 
til later;  which  are  operable,  which  inoper- 
able. He  must  know  his  human  limitations 
and  the  limitations  of  medical  science  in 
1954. 

5.  The  patient  should  be  able  to  stand 
the  procedure  and  come  through  it  improved 
sufficiently  to  justify  the  pain,  hazards,  en- 
ergy, time,  and  finances  required. 

Most  patients  referred  for  psychotherapy 
do  not  need  a complete,  foundation-shaking 
revision  of  personalitly  or  “making  over.” 
Many  need  only  specific  attention  to  certain 
aspects  of  their  individual  structure.  Many 
must  be  handled  very  gently ; specifically  un- 
wise or  “bull  in  the  china  shop”  tactics  may 
result  in  a complete  collapse  of  personality 
structure.  One  leads  up  to  discussion  of 
emotionally  charged  material  carefully,  after 
preparation  and  knowing  what  he’s  going  to 
do  with  what  is  revealed.  It  is  usually  harm- 
ful, for  instance,  to  probe  out  touchy  sex 
data  and  then  not  manage  this  properly. 
Someone  warned  that  we  should  not  perform 
exploratory  laparotomies  on  our  patients’ 
minds  until  we  know  thoroughly  what  we’re 
doing  and  why,  what  to  do  when  we  “get 
in,”  and  the  proper  means  of  bringing  our 
patient  through  to  improvement. 

The  psychotherapist  approaches  his  pa- 
tient slowly.  Over  several  interviews  he  ob- 
serves clinical  data  and  clues  to  personality 
structure  and  genesis.  He  considers  the 
several  techniques  (supportive,  relationship, 
expressive)  of  therapy  and  may  start  care- 
fully and  simply  with  one  or  several  meth- 
ods. He  must  formulate  soon  to  himself  the 
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seriousness,  extent,  and  “malignancy”  of  the 
problem,  where  the  roots  lie,  to  what  extent 
they  can  be  modified  and  treated,  and  what 
his  goals  are. 

Plans  for  therapy  must  be  practical  and 
realistic.  In  any  field  of  medicine,  the 
therapist  must  attempt  to  prognosticate 
roughly  as  follows: 

1.  Those  in  whom  complete  recovery  or 
lasting  therapeutic  success  can  be  brought 
about.  He  will  come  out  “as  good  as  new.” 

2.  Those  in  whom  symptoms  may  be 
modified  and  decreased  to  make  useful  life 
more  lasting  and  endurable.  Perhaps  some 
partial  disability  must  be  expected.  A good 
“patch  up”  is  anticipated. 

3.  Those  for  whom  only  supportive  and 
palliative  treatment  is  known. 

Consideration  must  be  given  to  the  chron- 
icity  of  the  disorder,  patient’s  age,  his  intel- 
ligence, education,  physical  condition,  social- 
cultural  status,  distance  he  must  travel  to 
obtain  therapy,  those  in  his  family  who  will 
block  progress  or  foster  it,  and  other  hinder- 
ing aspects  in  the  present  environment. 
What  is  the  nature  and  vigor  of  his  motiva- 
tion toward  recovery?  Is  he  capable  of 
“catching  on,”  and  engaging  in  the  type  of 
communication  necessary?  Does  he  have 
the  capacity  of  self-observation,  reflection, 
and  to  dig  out  the  past? 

Appraisal  of  personality  strength  and  co- 
hesiveness determines  a great  deal.  If  this 
is  very  weak,  without  reserves,  and  likely 
cannot  be  resuscitated,  then  exploratory  and 
expressive  techniques  will  prove  disastrous. 
He  simply  “cannot  take  it.”  Supportive  re- 
construction is  indicated,  re-establishing 

prior,  old  neurotic  defenses  and  needs,  and 
giving  into  them  reasonably  as  the  best 
patching  up.  This  patient’s  defenses  must 
be  maintained  at  any  cost.  On  the  other 
hand,  with  evidences  of  a stronger  or  re- 
vivable  personality  structure,  the  therapist 
will  feel  safe  to  proceed  on,  gradually  prob- 
ing and  interpreting. 

Psychotherapy  in  1954  is  not  a cure-all  for 
every  “psychogenic”  condition.  In  several 
decades,  it  has  progressed  much  in  what  it 
can  accomplish.  It  is  no  longer  entirely  a 
vague  “art”  but  a treatment  built  on  laws  of 
human  behavior  as  these  gradually  become 
more  clear  to  us.  It  is  still  difficult  to  think 
in  terms  of  “curing”  schizophrenia  or  para- 


noia, but  undoubtedly  a definite  percentage 
of  patients  with  these  conditions  are  helped. 
Much  more  is  accomplished  in  cases  of  psy- 
choneurosis, behavior  problems,  and  psycho- 
somatic conditions. 

SUMMARY 

Psychotherapy  consists  of  a planned  pro- 
gram and  action  for  modifying  the  emotional 
life  and  adjustments  of  the  patient  by  means 
of  psychologic  processes,  new  life  experi- 
ences, and  knowledge  of  laws  of  human  be- 
havior in  the  setting  of  an  interpersonal 
relationship  between  therapist  and  patient. 
The  goal  is  health : a greater  measure  of 

well-being ; increased  ability  to  perform  and 
to  sense  accomplishment;  and  improved  hu- 
man relationships. 

Psychotherapy  requires  clinical  diagnostic 
appraisal ; a natural  liking  and  understanding 
of  people ; individualization ; understanding 
of  etiologic  factors,  pathogenesis,  and  the 
complex  emotional  phenomena  occuring  in 
the  patient’s  relationship  and  experiences 
with  his  therapist.  Principal  techniques  now 
employed  are  based  on  supportive,  relation- 
ship, and  exploratory  (expressive)  measures. 
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AMA  EXHIBITS  IN  NATION’S  CAPITAL 

By  special  invitation  of  the  museum,  the  Ameri- 
can Medical  Association  will  display  its  exhibit, 
“The  Organs  of  the  Human  Body,”  at  the  Smith- 
sonian Institution  in  Washington,  D.  C.,  during  1954. 
After  this  year,  this  exhibit  will  be  available  for 
showings  in  other  museums  throughout  the  country. 


Health  is  everybody’s  business.  Optimal  health 
is  not  an  inalienable  right  and  privilege  of  the 
individual  that  comes  automatically.  The  health 
of  the  individual  must  be  actively  worked  for,  and 
the  health  of  the  community  must  be  carefully 
planned,  developed,  and  nurtured.  The  health  pro- 
gram must  consider  the  entire  community.  (Vlado 
A.  Getting,  M.D.,  J.A.M.A.,  Sept.  26,  1953.) 
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Hospitals  »•»  Nebraska: 
Construction  °«d  Modernization 

since  1946 


The  following  exposition  of  facts  concerning  extension 
of  hospital  services  in  the  State  of  Nebraska  since  the 
Hill-Burton  Act  became  Public  Law  725,  in  1946,  provides 
interesting  and  historically  valuable  material.  The  author 
points  out  the  needs  that  were  shown  to  exist  in  Ne- 
braska and  briefly  tells  what  has  been  accomplished 
toward  fulfilling  these  needs.  He  digresses  from  the 
factual  recitation,  in  some  degree,  to  relate  and  tabulate 
data  appearing  to  support  the  conclusion  that  provision 
of  local  facilities  for  the  care  of  the  sick  has  resulted  in 
reduction  of  the  number  of  patients  who  voluntarily  seek 
medical  care  in  metropolitan  facilities. 

EDITOR 

Any  report  on  hospital  service  in  the 
State  of  Nebraska  must,  of  necessity,  be 
flavored  with  facts  as  to  the  situations  in 
the  various  areas  and  communities  of  the 
State.  It  must  also  be  stipulated  that  such 
report  refers  to  hospitals  that  provide  gen- 
eral hospital  service  and,  thus,  does  not  re- 
flect the  very  considerable  construction  car- 
ried on  by  the  Board  of  Control  such  as  the 
mental  hospitals,  the  hospital  for  tubercu- 
lous at  Kearney,  etc. 

When  the  Hill-Burton  Program  was  first 
under  discussion  it  was  assumed  that  ap- 
proximately 25  per  cent  of  the  people  in  any 
given  locality  would  travel  to  a larger  medi- 
cal center  for  hospital  care.  Experience 
now  indicates  that  this  is  not  true.  This 
percentage  was  originally  arrived  at  by 
studying  the  way  people  in  certain  commun- 
ities reacted  to  meet  their  needs  for  hos- 
pitalization. The  fact  was  ignored  that  in 
the  communities  where  a large  percentage  of 
the  people  did  travel  to  the  medical  centers 
there  were  inadequate  facilities  available  lo- 
cally to  meet  their  needs.  Where  modern 
and  adequate  facilities  are  available,  experi- 
ence indicates  that  approximately  90  per 
cent  of  all  hospitalization  is  being  accom- 
plished at  the  local  level.  The  remaining  10 
per  cent  includes  those  cases  which  are  re- 
ferred to  the  medical  center,  by  the  local 
physician,  for  specialized  care. 

When  the  Hill-Burton  Program  was  in- 
itiated the  greatest  need  for  Nebraska  was 
the  replacement  of  existing,  frame-type  fa- 
cilities which  were  often  hazardous  as  to  fire 
danger.  This  was  particularly  true  in  the 
western,  or  panhandle  section  of  the  state. 


VERNE  A.  PANGBORN 
Director,  Division  of  Hospitals 
Nebraska  State  Department  of  Health 
Lincoln,  Nebraska 


The  north  central  section  also  indicated 
a considerable  need  for  modernization  of 
hospital  services  either  by  new  construction 
or  by  replacement.  The  south  central  area 
of  the  State  also  had  a high  priority  for  hos- 
pital construction.  The  eastern  section  of 
the  State,  particularly  in  the  metropolitan 
areas,  indicated  the  least  need  for  replace- 
ment construction  and,  perhaps,  the  greatest 
need  for  modernization  of  existing  facilities. 
Considerable  modernization  of  existing 
buildings  in  the  eastern  metropolitan  areas 
has  been  carried  on.  Fire  safety  require- 
ments have  been  met  by  installing  sprinklers 
in  certain  buildings,  by  modernization  of 
surgical  suites  with  conductive  flooring  and 
explosion  proof  electrical  outlets,  etc. 

The  hospitals  of  Nebraska  are  providing 
a constantly  increasing  quantity  of  service 
to  the  citizens  of  communities  in  which  they 
exist.  It  is  interesting  to  note  that  a com- 
parison of  service  provided  in  the  years  1945 
and  1951  shows  a consistent  increase  in 
quantity  of  service  as  well  as  a general  re- 
duction in  the  length  of  hospital  stay. 

In  the  Scottsbluff,  Kimball,  Sidney  Serv- 
ice Area: 

Patient  Average  Total 

Days  Length  of  Stay  Admissions 

1945  __  47,453  5.4  days  ‘ 8,767 

1951  __  58,828  5.4  days  10,707 

To  provide  this  service  new  hospitals 
have  been  built  in  Scottsbluff,  Kimball,  and 
Chappell.  There  is  still  a considerable  need 
in  Sidney  for  replacement  of  two  obsolete 
structures  and  plans  are  under  way  at  the 
present  time  to  achieve  this  replacement. 


In  the  Ilastings-Holdrege  area: 


Patient 

Days 

1945  __  66,473 
1951  __  71,131 


Average  Total 

Length  of  Stay  Admissions 
7.7  days  • 8,653 

6.3  days  11,285 


Very  little  new  construction  was  completed 
in  this  area  in  time  to  be  reflected  in  the  fig- 
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ures  for  1951.  The  increase  in  service  was 
achieved,  largely,  by  using  the  same  facilities 
in  1951  as  were  available  in  1945  with  the 
exception  of  addition  to  the  clinical  area  of 
the  hospital  in  Holdrege. 


In  the  Grand  Island,  Loup  City,  Burwell, 
Spalding  area: 


Patient 

Days 

1945  __  89,043 
1951  __  77,363 


Average  Total 

Length  of  Stay  Admissions 
10.0  days  ' 8,832 

6.7  days  11,541 


This  is  the  only  section  of  the  State  which 
shows  a decrease  in  number  of  patient  days 
while  showing  the  consistent  increase  in 
number  of  patients  served.  It  is  to  be  noted 
that  the  answer  is  provided  by  a rather  dras- 
tic decrease  in  length  of  stay,  amounting 
to  over  3.3  days. 


In  the  metropolitan  area  of  Omaha: 


Patient 

Days 

1945  591,196 

1951 614,209 


Average  Total 

Length  of  Stay  Admissions 
11.4  days  ' 51,895 

8.8  days  69,410 


It  is  only  natural  that  hospitals  in  a teach- 
ing area  should  show  a slightly  longer  aver- 
age length  of  stay  per  patient  than  others. 
For  instance,  in  1951,  the  average  length  of 
stay  for  the  entire  State  was  7.7,  which  is 
exactly  1.1  day  less  than  the  average  for  the 
Omaha  metropolitan  area. 


While  this  report  is  concerned  with  con- 
struction completed,  under  contract,  or,  as 
in  the  case  of  Sidney,  that  which  has  been 
definitely  scheduled,  there  are  still  a number 
of  communities  that  have  active  programs 
under  way  for  additional  construction.  How- 
ard County  has  voted  a county  bond  issue 
looking  towards  participation  in  the  Hill- 
Burton  Program  in  order  to  replace  their 
present  plant  in  St.  Paul.  This  hospital  in 
St.  Paul  has  been  declared  inadequate  to  the 
point  of  hazard  both  as  to  its  structural 
characteristics  and  its  inability  to  meet  the 
demands  of  modern  hospital  service.  The 
community  of  Pender  has  also  raised  a con- 
siderable sum,  as  their  share  under  the  Hill- 
Burton  Program,  to  replace  an  existing  in- 
adequate hospital  facility.  Other  commun- 
ities such  as  Imperial,  Auburn,  Tecumseh,  or 
the  counties  of  Merrick  and  Polk,  are  active- 
ly studying  the  needs  for  hospital  service 
for  the  people  in  their  areas,  either  as  re- 
placements or  as  additions  to,  or  moderniza- 
tion of  their  present  hospitals.  Also,  the 
city  of  North  Platte  is  in  the  midst  of  a 
very  active  fund-raising  program  to  replace 


an  existing  hospital  with  a new  plant  and 
to  adapt  the  present  building  for  use  as 
an  old  people’s  home.  The  second  hospital 
in  North  Platte  is  in  the  midst  of  moderniz- 
ing their  existing  facility  to  meet  minimum 
requirements,  having  deferred  their  long- 
range  building  program  as  a courtesy  to  the 
fund-raising  campaign  of  the  other  local  hos- 
pital. 

This  report  has  to  do  primarily  with  con- 
struction projects  of  major  character.  It  is 
not  considered  a part  of  this  report  to  indi- 
cate the  very  great  effort  and  considerable 
expenditure  of  funds  made,  during  the  past 
several  years,  in  the  modernization  of  exist- 
ing hospitals  throughout  the  entire  State. 

Under  the  leadership  of  Mr.  E.  C.  Iver- 
son, State  Fire  Marshal,  Nebraska  has  one 
of  the  most  active  programs  in  the  nation 
working  toward  making  our  public  institu- 
tions, particularly  our  health  facilities,  as 
fire-safe  as  modern  science  can  achieve.  The 
plans  for  all  new  construction  submitted  to 
our  office  are  checked  with  the  State  Fire 
Marshal  as  to  safety.  In  fact,  all  plans  for 
hospitals  under  the  Hill-Burton  Program 
have  been  reviewed  repeatedly  with  various 
consultants,  particularly  from  the  United 
States  Public  Health  Service,  from  the  view- 
point of  safety.  Such  consultation  is  avail- 
able, on  request,  for  all  projects.  This  care- 
ful attention  to  plans  prior  to  construction  is 
reflected  in  the  low  cost  of  our  new  Nebras- 
ka hospitals.  The  total  expenditures  in  Ne- 
braska for  a hospital,  including  construction, 
all  equipment,  and  architect’s  fees,  has  been 
rather  consistently  less  than  in  our  neighbor- 
ing states  and  ten  to  twelve  per  cent  under 
the  national  average  for  similar  construction. 

In  the  following  resume  every  effort  has 
been  made  to  include  all  items  of  major  con- 
struction. If  any  have  been  omitted  inadver- 
tently we  sincerely  regret  such  omission. 

EXPLANATION  OF  TERMS  AND 
ABBREVIATIONS 

Hospitals  constructed  under  the  Hill-Bur- 
ton Program  are  included  in  the  first  part  of 
the  following  tabulated  report.  The  second 
part  is  devoted  to  those  various  community 
hospitals  that  were  constructed  entirely  by 
means  of  local  resources. 

In  an  attempt  to  indicate  whether  a new 
facility  is  a replacement,  entirely  new,  or 
an  addition,  we  found  it  somewhat  difficult 
to  arrive  at  proper  definitions.  We  finally 
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TABLE  I 

HOSPITALS  PARTICIPATING  IN  FEDERAL  FUNDS 


Total 

Participation 

Capacity 

of 

Beds — 

Owner- 

Federal 

Name  of  Hospital  and  Town 

Bassinets 

ship 

Funds 

Boone  Co.  Community,  Albion 

20—8 

County 

F 

Kimball  County,  Kimball 

25—8 

County 

F 

West  Point  Memorial,  West  Point- 

- 76—15 

Nl’A 

P 

Miller  Memorial,  Chappell 

16—6 

County 

P 

Saunders  Co.  Community,  Wahoo__ 

_ 31—8 

County 

P 

Oakland  Memorial,  Oakland 

21—8 

Nl'A 

F 

Callaway  Municipal,  Callaway 

11 — 4 

City 

F 

Anteolpe  Memorial.  Neligh 

40—10 

NPA 

F 

Community  Memorial,  Crawford 

_ 19—5 

Nl'A 

P 

St.  Anthony’s,  O’Neill 

34—12 

Nl'A 

F 

Wakefield  Community,  Wakefield-- 

. 23 — 9 

NPA 

F 

Perkins  County  Community,  Grant- 

_ 20—8 

NPA 

P 

St.  Mary’s,  Scottsbluff 

110—20 

NPA 

E 

Crete  Municipal,  Crete 

27—8 

City 

F 

Memorial.  Seward 

33—15 

NPA 

F 

Thayer  County  Memorial,  Hebron__ 

_ 26—11 

County 

P 

St.  John’s  Sullivan  Memorial, 

Spalding 

23—8 

NPA 

F 

Burwell  City,  Burwell 

20—8 

City 

F 

Pawnee  Co.  Memorial.  Pawnee  City 

_ 25 — 6 

County 

F 

Plainview  General,  Plainview 

25—8 

NPA 

E 

Cozad  Community,  Cozad 

20—15 

City 

F 

St.  Francis  School  of  Nursing, 

Grand  Island  100  Students 

NPA 

P 

Community  Memorial,  Svracuse 

7 

NPA 

F 

Franklin  Co.  Memorial.  Franklin 

_ 24—8 

County 

F 

Kearnev  County,  Minden 

19—8 

County 

F 

Henderson  Community,  Henderson 

- 15—6 

Nl'A 

E 

Our  Ladv  of  Lourdes,  Norfolk 

_ 67  -18 

NPA 

E 

St.  Joseph’s  Psychiatric,  Omaha 

.136-0 

NPA 

E 

Alma  City,  Alma 

21—6 

City 

E 

Lundberg  Memorial,  Creighton 

20—8 

City 

F 

Ogallala  Community,  Ogallala 

30—6 

NPA 

F 

Sacred  Heart,  Loup  City 

25—10 

NPA 

F 

Memorial,  Schuyler 

25—8 

NPA 

F 

U.  of  N.  Psychiatric  Unit,  Omaha. 

_ 80—0 

State 

P 

Immanuel  Deaconess  School  of 

Nursing,  Omaha  100  Students 

NPA 

F 

Cheyenne  County  Memorial,  Sidney. 

_ 60—12 

NPA 

F 

TABLE  II 

HOSPITALS  NOT  PARTICIPATING  IN 
FEDERAL  FUNDS 

Total  Participation 


Capacity 

Name  of  Hospital  and  Town 

Morrill  Co.  Memorial,  Bridgeport 14 

Oshkosh  Community,  Oshkosh 14 — -3 

Lewellen  Community,  Lewellen 16 

Rushville  Community,  Rushville 22 — 10 

Gordon  Memorial,  Gordon 

Sandhills  General,  Valentine 37 — 10 

Morehouse  Hospital,  Benkelman 

Sutherland  Community,  Sutherland 23 — 6 

St.  Catherine’s,  McCook 

Brewster  Clinic  and  Hospital, 

Holdrege  58 — 15 

Good  Samaritan,  Kearney 94 — 20 

Gothenburg,  Memorial,  Gothenburg 25 — 6 

Lexington  Community,  Lexington 46 — 8 

Mullen  Community,  Mullen 15 — 6 

Ainsworth  Clinic  and  Hospital, 

Ainsworth  

Atkinson  Memorial,  Atkinson 12 

Sargent  Community,  Sargent 20 — 6 

Tilden  Hospital,  Tilden 31 — 9 

Lutheran  Hospital,  Norfolk 57 — 20 

Newman  Grove  Community, 

Newman  Grove 6 — 4 

Dodge  County,  Fremont 75 

Fullerton  Memorial,  Fullerton 

Bryan  Memorial.  Lincoln 124 

St.  Elizabeth’s,  Lincoln 260 — 30 

Olney  Clinic  and  Hospital,  Lincoln--  58 

St.  Catherine’s,  Omaha 200 — 40 

St.  Joseph’s,  Omaha 575 — 56 

Children’s  Memorial,  Omaha 90 — 12 

Nebraska  Methodist,  Omaha 

Immanuel  Deaconess,  Omaha 121 — 27 

Clarkson  Memorial,  Omaha 170 — 18 

Douglas  County,  Omaha 300 — 0 

Benthack  Hospital,  Wayne 28 — -8 


Beds — 

Owner- 

Bassinets 

ship 

_ 14—7 

NPA 

14—3 

City 

_ 16—4 

NPA 

22—10 

City 

25—6 

NPA 

37—10 

Prop. 

_ 14—4 

Prop. 

_ 23—6 

NPA 

- 91-  -24 

NPA 

58—15 

Prop. 

. 94—20 

NPA 

_ 25—6 

City 

- 46—8 

City 

15—6 

NPA 

26 — 5 

Prop. 

12—8 

NPA 

. 20 — 6 

City 

31  -9 

NPA 

57  -20 

NPA 

6—4 

NPA 

75—22 

County 

. 22—5 

City 

124—20 

NPA 

260—30 

NPA 

_ 58—16 

NPA 

200—40 

NPA 

575—56 

NPA 

90—12 

NPA 

. 226—24 

NPA 

121—27 

NPA 

170—18 

NPA 

300—0 

County 

28—8 

Prop. 

of 
Federal 
Funds 
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Figure  1 


decided  that  the  word  “Replacement”  should 
include  those  instances  where  a new  hospital 
had  replaced  any  health  service  ranging 
from  the  old,  hazardous,  frame-construction- 
type  hospital  to  the  facility  where  service 
was  limited  to  the  care  of  maternity  and 
emergency  cases.  The  “New”  designation 
indicates  facilities  built  in  those  commun- 
ities that  had  no  health  services  beyond  that 


supplied  by  the  doctor’s  office.  The  “A” 
for  additions,  of  course,  is  self-explanatory, 
since  it  means  attaching  a new  unit  to  an 
existing  plant. 

Also  the  terms  of  ownership  had  to  be  de- 
fined and  the  words,  “County,”  “City,”  or 
“State”  are  self-explanatory.  All  hospitals 
which  are  operated  under  a corporate  type 
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structure  and  which  are  legally  of  non-profit 
character,  whether  they  be  owned  by  church, 
or  other  operating  agency,  were  included 
under  the  letters  “NPA,”  meaning  non- 
profit association.  The  letters  “Prop.”  are 
meant  to  indicate  the  proprietary  institu- 
tions, whether  they  be  of  the  individual, 
partnership,  or  corporate  ownerships,  to 
differentiate  them  from  the  non-profit  as- 
sociation type  of  institution. 

Participation  by  federal  funds  in  hospital 
construction-and-equipment  costs  are  indi- 
cated as  follows:  The  letter  “F”  indicates 


full  participation  with  federal  funds;  “P” 
indicates  that  the  cost  of  part  of  the  hos- 
pital was  met  with  federal  funds;  and  “E” 
indicates  use  of  federal  funds  for  equipment 
only. 

STATE  OF  NEBRASKA  DEPARTMENT  OF  HEALTH 
NEBRASKA  STATE  AGENCY 
Federal  Funds  Allocated  to  the  State  of  Nebraska  for  Grants- 
in-Aid  to  Hospital  Construction  Under  the  Hill-Burton  Pro- 
gram : 

Federal  Funds 


Fiscal  Year  Allocated 

Ending  June  30,  1948 $ 684,394.00 

Ending  June  30,  1949 682,443.00 

Ending  June  30,  1950 1,367,926.00 

Ending  June  30,  1951 772,170.00 

Ending  June  30,  1952 668,669.00 

Ending  June  30,  1953 607,828.00 


Total  $4,783,430.00 


the  Autopsy: 

Ethical , Moral 
and  Religious  Aspects 


The  author  gives  the  reader  interesting,  instructive,  and 
useful  sidelights  on  the  autopsy  problem.  The  apparently 
obscure  reasons  for  refusing  or  objecting  to  the  perform- 
ance of  an  autopsy  may  lie  in  the  religious  beliefs  of  the 
dead  one  or  of  his  relatives.  The  ethical,  moral,  and  re- 
ligious aspects  of  this  matter  are  not  only  of  interest,  but 
need  to  be  known  to  all  those  who  attempt  to  obtain 
permissions  for  post  mortem  examinations. 

EDITOR 

When  viewing  the  autopsy  it  is  apparent 
that  many  factors  must  be  taken  into  con- 
sideration. Not  only  must  it  be  performed 
with  a high  degree  of  technical  accuracy 
and  observations  made  by  competent  pro- 
sectors,  but  it  eventually  becomes  a task 
that  takes  many  hours  for  its  completion. 
Article  upon  article,  as  well  as  books,  have 
been  written  to  cover  most  phases  of  its 
scientific  problems.  However,  as  well 
known  and  understood  as  are  the  afore- 
mentioned facts,  there  is  still  one  segment 
of  knowledge  that  must  be  appreciated  in 
order  to  have  a full  comprehension  of  this 
procedure.  This  concerns  the  religious, 
the  moral,  and  the  ethical  aspects  of  the 
autopsy.  These  aspects  have  been  given 
but  little  notoriety  yet  they  are  more  of  an 
intrinsic  part,  more  of  a vital  part  of  the 
autopsy  than  is  its  actual  mechanical  per- 
formance. In  the  following  discussion  I 
will  attempt  to  delve  into  some  of  the  finer 
details  of  these  phases  of  the  subject. 

I have  approached  this  topic  by  inter- 


DUANE  N.  TWEEDDALE,  M.D. 

Department  of  Pathology,  Lincoln  General  Hospital 
Lincoln,  Nebraska 

viewing  clergymen  representing  various 
churches.*  I desired  to  know  whether  their 
churches  were  opposed  to  the  autopsy  in 
any  way,  if  it  was  discussed  or  written 
about  by  their  churchmen,  and  if  Biblical 
connotations  might  exist.  In  addition,  I be- 
lieved that  much  information,  in  an  indirect 
manner,  could  be  gained  by  a discussion  of 
the  soul  and  the  after-life.  A search  for 
answers  to  these  questions  was  undertaken 
in  each  instance;  this  spadework  was  neces- 
sary because  of  the  relative  paucity  of  liter- 
ature on  this  topic.  I will  discuss  the  prob- 
lems under  the  headings  of  the  various 
churches,  i.e.,  Catholic,  Jewish,  Christian 
Science,  and  other  Protestant  faiths. 

CATHOLIC 

In  considering  the  Catholic  viewpoint  one 
finds  that  the  subject  of  the  autopsy  is  men- 
tioned in  their  writings.  In  addition  we 
know  autopsies  certainly  are  performed  in 
Catholic  hospitals;  in  the  “Ethical  and  Re- 
ligious Directives  for  Catholic  Hospitals”  the 
procedure  is  sanctioned  when  done  under 
proper  safeguards.  The  latter  means  that 

*The  author  is  indebted  to  the  many  Priests,  Rabbis  and 
Ministers  in  the  Lincoln  area  who  so  kindly  gave  their  time 
and  efforts  in  the  preparation  of  this  paper. 
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proper  respect  and  no  desecration  be  shown 
to  the  dead  body,  that  the  postmortem  exam- 
ination be  made  under  supervision,  and  serve 
a purpose  to  promote  science.  In  addition, 
one  must  be  morally  certain  that  he  is  deal- 
ing- with  a dead  body ; this  refers  to  the  mat- 
ter of  one’s  receiving  the  last  sacraments. 

Though  Deuteronomy  21-23  states  that  an 
individual  should  be  buried  on  the  day  of 
death,  the  Catholics  feel  that  this  text  refers 
to  an  individual  who  has  been  crucified  for 
committing  a crime.  In  other  words,  under 
normal  circumstances,  this  reference  would 
in  no  way  interfere  with  the  usual  autopsy 
and  funeral  arrangements.  The  Jewish  in- 
terpretation of  this  passage  differs  from  the 
Catholic,  as  will  be  seen  later. 

As  far  as  the  after-life  in  Catholic  faith 
is  concerned,  we  find  a very  firm  belief  in  its 
existence.  They  definitely  teach  that  man’s 
purpose  in  this  life  is  to  prepare  for  the  next, 
and  the  Cathecism  states  that  we  are  “to 
gain  everlasting  happiness  by  serving  God  in 
this  world.”  An  understanding  of  this 
phase  of  “life”  is  very  important  in  consid- 
ering the  autopsy,  as  well  as  in  the  consider- 
ation of  everything  we  do  from  day  to  day. 
If  one  believed  there  were  a certain  part  of 
the  body  that  we  might  remove  and  thus 
destroy  the  soul  and  the  after-life,  then  this 
belief  would  militate  against  the  procedure. 
In  the  Catechism  it  is  further  stated  that 
“The  soul  is  a spirit  and  will  never  die  . . .” 
That  statement  disproves  the  idea  that  one 
can  harm  the  soul  by  performing  an  autopsy. 

The  Catholics  are  definitely  opposed  to 
cremation;  this  is  commented  on  in  Canon 
Law  1203.  Here  it  is  stated  “cremation  is 
reprobated  . . . The  great  devotion  and  rever- 
ence exhibited  by  the  early  Christians  to 
the  mortal  remains  is  too  well  known  to 
need  comment  here.”  However,  this  does 
not  refer  in  any  way  to  the  autopsy.  The 
non-cremation  clause  was  mainly  intended  as 
a rebuff  to  certain  groups  and  factions  who, 
at  one  time,  advocated  cremation  as  a means 
of  completely  destroying  the  body  in  the 
hope  that  the  fear  of  hell  could  be  dispelled 
forever.  Catholics  do  not  oppose  cremation 
if,  in  its  performance,  it  might  aid  mankind. 
For  instance,  in  the  presence  of  a serious 
epidemic  like  the  plague,  cremation  would  be 
sanctioned. 

Pope  Pius  XII  has  expresed  his  thoughts 
on  scientific  research  and,  indirectly,  on  the 
autopsy.  In  a documentation  (1b  “Moral 


Limits  of  Medical  Research,”  he  has  com- 
mented that,  “.  . . knowledge  as  such  and  the 
full  understanding  of  any  truth  raise  no 
moral  objection.”  There  are  however,  “well 
defined  limits  which  even  medical  science 
cannot  transgress  without  violating  higher 
moral  rules.”  And,  “the  application  of  new 
methods  to  living  men  must  be  preceded  (in 
practically  all  cases  when  feasible)  by  re- 
search on  cadavers  or  the  model  of  study  and 
experimentation  on  animals.”  The  very  men- 
tion of  work  on  cadavers  further  substan- 
tiates the  acceptance  of  the  autopsy  by  the 
Catholics. 

JEWISH  (ORTHODOX  AND  CONSERVATIVE) 

When  considering  Jewish  opinion  on  the 
autopsy  we  find  that  a very  marked  differ- 
ence of  thought  exists  between  the  Reform 
or  Liberal  Jewish  Church  and  the  Conserva- 
tive and  Orthodox  groups.  The  variance  of 
opinion  is  so  great  that  each  merits  separate 
consideration. 

The  Orthodox  and  Conservative  branches 
of  the  Jewish  Church  may  differ  on  certain 
points  but  their  opinion  is  fairly  uniform  in 
regard  to  the  autopsy. 

In  volume  Baba  Bathra  of  the  TalmudJ,  a 
book  of  interpretation  of  old  biblical  laws 
used  extensively  by  the  Jewish  people,  it  is 
stated  that  all  mutilation  of  the  corpse  is 
prohibited  in  that  it  involves  disrespect  to 
the  dead.  The  Talmud  also  says  that,  when 
buried  according  to  Jewish  law,  every  part 
of  the  person’s  body  must  be  interred.  Tech- 
nically one  can  not  lose  blood  or  take  even 
the  smallest  piece  of  tissue.  Therefore,  em- 
balming also  is  not  allowed,  partly  because 
of  disrespect  to  the  body,  partly  because  of 
loss  of  blood  or  other  substance,  but  in  great 
part  because  of  the  fact  that  they  are  fun- 
damentally opposed  to  preservation  of  the 
body  after  death.  On  the  question  of  per- 
mitting cremation,  this  is  also  not  allowed(2). 
They  otherwise  believe  that  the  body  should 
return  to  dust  as  rapidly  as  possible.  Em- 
balming laws  usually  play  no  part  because 
burial  is  done  within  24  hours  of  death.  This 
has  been  a custom  for  centuries.  However, 
in  the  case  of  death  just  before  the  Sabbath, 
and  when  arrangements  can  not  be  made  for 
burial,  it  then  takes  place  as  soon  as  possible 
after  the  Sabbath.  Thus  one  sees  that  Or- 
thodox Jews  are  fundamentally  opposed  to 
body  perservation  and  to  the  autopsy. 

^Derived  from  the  Hebrew  word  Lamod  meaning  “to  learn.” 
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Despite  the  apparent  hard  and  fast  rules 
of  the  portion  of  the  Talmud  just  quoted, 
there  exists  a dictum  in  volume  Ketubot. 
This  states  that  any  law  (of  the  Talmud) 
may  be  violated  for  the  sake  of  saving  hu- 
man life  except  in  case  of  incest,  idolatry, 
and  murder.  However,  despite  inferences 
that  might  be  gathered,  this  is  not  apropos 
to  the  question  of  the  autopsy.  Further- 
more, it  is  declared  that  a law  may  be  violat- 
ed if  there  is  a remote  possibility  of  saving 
a life.  Still,  however,  the  classic  attitude  of 
the  faith  is  against  the  performance  of  an 
autopsy.  As  a matter  of  fact,  even  sacred 
books  are  not  destroyed  in  any  way.  Upon 
completion  of  their  usefulness  they  may  be 
placed  in  the  cemetery  in  a separate  spot  for 
rest. 

Others(3'4)  have  written  on  aspects  of  the 
historical  background  of  the  foregoing  state- 
ments and  of  the  conclusions  to  follow; 
their  works  are  interesting  and  well  worth 
reviewing.  It  is  indeed  fitting  to  conclude 
this  section  by  summarizingf  a classic  work 
on  this  topic  by  Rabbi  Leopold  Greenwald(2). 
From  this  we  can  derive  an  important,  broad- 
er concept  of  the  problem  and  can  learn  of 
certain  exceptions  to  their  general  dictum 
opposing  the  autopsy.  It  is  as  follows: 

I.  It  is  most  positively  prohibited  to  per- 
form autopsies  upon  Jewish  people  or  to  hand 
these  bodies  over  to  students  to  dissect  the 
same  into  sections,  and  thus  these  sections, 
will  not  receive  Jewish  burial.  It  is  even 
prohibited  to  dissect  various  organs  or  to 
remove  the  brain  for  examination — and  even 
if  the  organs  which  were  dissected  will  be 
buried  after  the  examination,  there  is  still 
this  strong  prohibition.  Even  if  one  slew 
himself,  or  in  the  case  of  sinners  without 
having  repented  their  sins,  this  still  holds 
true. 

However,  great  authorities  have  ruled  that 
if  one  makes  the  declaration  during  his  life 
that  he  desires  a postmortem  examination 
upon  his  body  after  his  demise,  then  that  is 
permissable. 

II.  When  there  is  a government  law  that 
all  must  yield  to  postmortem  examination 
and  the  lives  of  the  Jews  are  endangered  be- 
cause of  such  dictatorship,  then  postmortem 
examinations  are  permissable. 

III.  If  one  dies  of  an  unusual  disease  and 
the  physicians  desire  dissection  of  his  body 

fPersonal  thanks  and  gratitude  to  Rabbi  A.  Segal  of  Ro- 
chester, Minnesota,  for  translation  and  summarization. 


in  order  to  find  some  cure  for  those  follow- 
ing him,  this  is  also  forbidden  by  the  author- 
ities— Hachtham  Sofer  (Yoreh  Deah  Shin 
Lamed  Vav),  Maharm  Shik  (Yoreh  Deah 
Shin  Mam  Zain),  and  Binyan  Tziyon  (Simon 
Ivuf  Ayin  Kuf  Ayin  Aleph).  The  following 
reasons  are  given: 

1.  Because  it  is  forbidden  to  make  material  use 
of  a dead  body. 

2.  Because  it  is  not  certain  that  there  will  be  a 
cure. 

3.  Because  of  the  element  of  pain. 

IV.  However,  if  there  is  before  us  a dis- 
eased one  with  that  same  disease  of  which 
one  died  and  the  physicians  make  the  autop- 
sy for  the  sake  of  finding  a cure  for  the  liv- 
ing one,  then  the  Hachtam  Sofer  permits  it. 

V.  If  the  sick  one  consented,  before  his 
demise,  to  receive  a postmortem  examination 
or  sold  his  body  for  such  a purpose,  it  is  per- 
missable. 

VI.  Whosoever  died  of  an  hereditary  dis- 
ease and  if  competent  physicians  declare 
that  there  is  hope  to  save  the  children  of  the 
dead  one  if  a postmortem  examination  is 
performed,  and  they  would  examine  the 
cause  of  such  death,  and  if  after  such  exam- 
ination they  would  bury  all  the  organs,  then 
this  is  permitted  in  accordance  with  the  Tal- 
mud Orehin  Zayin  Amed  Aleph.  Some  au- 
thorities, however,  differ  on  this  point. 

VII.  When  one  is  killed  and  it  is  desired 
by  means  of  postmortem  examination  to  find 
evidence,  it  is  permitted. 

JEWISH  (REFORM  OR  LIBERAL) 

In  comparison  with  the  above,  when  one 
investigates  the  Reform  or  Liberal  group  a 
definite  difference  of  opinion  is  encountered. 
There  is  a more  modern  interpretation  of 
the  Talmud,  it  being  accepted  on  more  liberal 
terms.  The  dictum  of  Ketubot  and  the  ques- 
tion of  the  remote  possibility  of  saving  a 
human  life  are  taken  at  full  meaning.  In  ad- 
dition, the  Talmud  also  states  that  if  one  is 
sick  and  fails  to  call  a doctor  he  deserves 
to  die.  The  Reform  group  applies  it  to  any- 
thing serving  to  promote  well-being  and 
cure  the  ill,  even  to  doing  an  autopsy.  And, 
too,  certain  more  recent  Jewish  scholars 
have  written  in  regards  to  the  autopsy  and 
have  been  quite  unanimously  favorable. 
Among  them  was  Dr.  Jacob  Z.  Lauterbach(5> 
formerly  one  of  the  outstanding  authorities 
on  the  Talmud,  whose  thoughts  were  often 
accepted  by  both  major  factions  of  the  Jew- 
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ish  Church.  Of  course,  consent  has  only 
been  advocated  under  provision  that  in  the 
performance  of  the  autopsy  proper  respect 
is  shown  to  the  dead. 

In  Deuteronomy  21-23,  as  previously  men- 
tioned, it  states  that  an  individual  should  be 
buried  on  the  same  day  he  dies.  However, 
according'  to  the  Jewish  interpretation,  ref- 
erence to  the  22nd  verse  demonstrates  that 
the  burial  was  recommended  for  a criminal 
who  was  hung  and  placed  on  exhibition  so 
that  others  might  see  the  punishment  for 
mortal  sin.  The  time  the  individual  is  to 
hang  is  limited  to  one  day  so  that  the  body 
might  not  be  exposed  to  putrefaction.  The 
ancient  Rabbis  extended  this  rule  to  include 
the  body  of  a person  who  died  a natural 
death(6).  In  that  regard  the  Mosaic  Law 
adds  that  the  body  belongs  to  the  ground; 
it  defiles  the  land  and  the  body  if  they  are 
kept  apart  after  death  has  set  in.  This  does 
not  refer  to  cremation  or  embalming.  One 
must  also  consider  another  possible  reason 
for  quick  burial  in  those  days;  the  book  of 
Deuteronomy  was  written  in  a country  of 
warm  climate  and  at  a time  when  little  was 
known  about  embalming. 

As  far  as  the  after-life  is  concerned  in  the 
Jewish  religion,  both  groups  believe  that 
there  is  an  element  in  man  surviving  the 
body  that  has  gone  to  dust.  This  is  exem- 
plified by  the  following  Jewish  prayers: 

“The  soul  which  Thou,  0 God,  hast  given  unto 
me  came  pure  from  Thee.  Thou  hast  created  it, 
Thou  hast  formed  it,  Thou  hast  breathed  it  unto 
me,  Thou  has  preserved  it  in  the  body,  and,  at  the 
appointed  time,  Thou  wilt  take  it  from  this  earth 
that  it  may  enter  upon  life  everlasting.  While  the 
breath  of  life  is  within  me,  I will  worship  Thee, 
Sovereign  of  the  world  and  Lord  of  all  souls.  Praised 
be  Thou,  O God,  in  whose  hands  are  souls  of  all  the 
living  and  the  spirits  of  all  flesh.”(7) 

Another  prayer  reads: 

“For  only  the  dust  returns  to  the  dust;  the  spirit 
which  Thou  hast  breathed  unto  us,  returns  to 
Thee,  its  everlasting  source. ”(8) 

To  me  those  beautiful  prayers  exemplify 
the  fact  that  God  has  all  power  over  the  soul. 
The  body  and  soul  are  considered  separate 
entities,  the  latter  incapable  of  destruction. 
Therefore,  mortal  man  could  not,  in  any  way, 
cause  the  soul’s  dissolution  by  an  autopsy. 
And,  too,  the  Jewish  cemetery  is  often  lik- 
ened to  “the  house  of  living.” 

CHRISTIAN  SCIENCE 

The  general  conclusions  regarding  the  au- 
topsy among  the  Christian  Scientists  closely 


parallel  those  of  the  Orthodox  Jewish 
Church.  In  comparing  basic  reasoning  how- 
ever, a vast  expanse  separates  them  as  will 
be  seen  below. 

The  Christian  Scientists  mention  the  au- 
topsy only  under  one  circumstance.  Mary 
Baker  Eddy  writes  that, 

“If  a member  of  The  Mother  Church  shall  decease 
suddenly,  without  previous  injury  or  of  illness,  and 
the  cause  thereof  be  unknown,  an  autopsy  shall  be 
made  by  qualified  experts.  When  it  is  possible  the 
body  of  a female  shall  be  prepared  for  burial  by 
one  of  her  own  sex.”(9) 

Under  other  circumstances  an  autopsy  is 
not  recommended.  The  reason  for  this 
stems  back  to  the  very  nature  of  their  reli- 
gious belief.  For  this  we  must  turn  to  the 
chapter  of  Genesis  in  which  there  are  two 
accounts  of  man’s  creation.  The  first  crea- 
tion was  wholly  a spiritual  one  while  in  the 
second  account  man  arose  from  the  dust  into 
which  God  breathed  the  breath  of  life.  Thus, 
in  the  first  account  man  is  a true  spiritual 
being;  in  the  second  account,  accepted  by 
the  other  religious  faiths,  man  has  both  a 
material  and  a spiritual  component.  The 
Christian  Scientists’  belief  lies  in  the  account 
of  the  first1  creation  in  which  matter  does 
not  exist.  This  is  further  illuminated  by  the 
words  of  Mary  Baker  Eddy: 

“First:  God  never  made  evil. 

Second:  He  knows  it  not. 

Third:  We  therefore  need  not  fear  it. ” CIO) 

Thus  sin,  as  well  as  all  forms  of  disease, 
are  considered  evils  and  are  non-existant  ac- 
cording to  their  concepts.  Therefore,  an  au- 
topsy would  do  no  good  as  it  is  based  on 
material  causes  which  the  Christian  Scien- 
tists believe  are  illusions. 

In  Science  and  Health,  Mary  Baker  Eddy 
expressed  her  thoughts  on  the  question  of 
anatomy.  These  ideas,  as  you  will  see,  bear 
indirect  relationship  to  the  autopsy. 

“Both  anatomy  and  theology  define  man  as  both 
physical  and  mental,  and  place  mind  at  the  mercy  of 
matter  for  every  function,  formation  and  manifesta- 
tion. Anatomy  takes  up  man  at  all  points  material- 
ly. It  loses  Spirit,  drops  the  tine  tone,  and  accepts 
the  discord.  Anatomy  and  theology  reject  the  di- 
vine Principle  which  produces  harmonious  man,  and 
deal  — • the  one  wholly,  the  other  primarily  — with 
matter,  calling  that  man  which  is  not  the  counter- 
part, but  the  counterfeit,  of  God’s  man.  Then 
theology  tries  to  explain  how  to  make  this  man  a 
Christian — how  from  this  basis  of  division  and  dis- 
cord to  produce  the  concord  and  unity  of  Spirit  and 
His  likeness.” 

“Physiology  exalts  matter,  dethrones  Mind,  and 
claims  to  rule  man  by  material  law,  instead  of 
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spiritual.  When  physiology  fails  to  give  health  or 
life  by  this  process,  it  ignores  the  divine  Spirit 
as  unable  or  unwilling  to  render  help  in  time  of 
physical  need.’Tll) 

To  conclude,  therefore,  the  Christian  Sci- 
entists believe  there  is  no  reason  for  which 
the  autopsy  should  be  performed.  They  be- 
lieve that,  “In  the  universe  of  Truth,  matter 
is  unknown(11> things  are  thoughts  objec- 
tified; and  we  are  only  spiritual  beings. 

OTHER  PROTESTANT  RELIGIONS 

As  far  as  the  various  Protestant  religions 
are  concerned,  I will  attempt  to  review  them 
collectively  in  a few  short  paragraphs.  This 
is  feasible  because  of  the  relative  unanimity 
of  opinion  that  exists.  I have  contacted  the 
Congregational,  Episcopal,  Lutheran,  Men- 
nonite,  Methodist,  Presbyterian  and  Seventh 
Day  Adventist  clergy.  Each  of  them  stated 
that,  as  far  as  he  knew,  there  was  nothing 
in  modern  church  writing  about  the  autopsy, 
either  pro  or  con.  As  far  as  they  were  all 
concerned  and  as  they  were  certain  of  the 
attitude  of  their  particular  churches,  the 
autopsy  was  a procedure  worthy  of  merit  and 
all  right  to  perform. 

The  Bible  in  no  place  mentions  autopsy, 
postmortem  examination,  or  the  equivalent. 
However,  embalming  is  mentioned  several 
times.  It  is  mentioned  in  Genesis  in  two  dif- 
ferent places,  in  Chronicles  and  in  Mark, 
where  it  tells  of  Jesus’  preparation.  One 
surmises  from  the  literature  on  embalming 
in  the  older  days  that  it  must  have  been 
quite  an  extensive  procedure.  In  The  Egyp- 
tian by  Miko  Waltairi  one  reads  about  a per- 
son supposedly  serving  his  apprenticeship  to 
learn  the  embalming  art  during  ancient 
Egyptian  times.  It  describes  thoroughly  the 
various  procedures  which  were  undertaken 
at  the  time  — some  quite  extensive. 

The  fact  that  the  procedures  mentioned 
above  were  performed  and  freely  permitted 
brings  us  indirectly  to  a consideration  of 
the  soul,  as  far  as  the  Protestant  churches 
are  concerned.  All  of  them  believe  that  the 
soul  is  indestructible  and  that  our  external 
shell  or  mortal  vehicle  returns  to  the  dust 
from  whence  it  came.  Regardless  of  whether 
one  takes  the  parts  of  the  body  and  scatters 
them  to  the  winds  or  throws  them  into  the 
seas,  God,  in  His  all-power,  can  still  recreate 
them,  if  necessary,  returning  to  the  dust  the 
breath  of  life. 

The  thoughts  of  the  Seventh  Day  Adven- 
tists closely  parallel  this.  In  addition,  they 


believe,  according  to  Revelations,  that  Christ 
will  return  twice.  He  will,  on  His  first  visit, 
bring  those  back  to  life  who  have  been  good ; 
on  the  second  return  He  will  send  to  hell 
those  who  have  been  evil.  They  do  not  be- 
lieve that  the  autopsy  could,  in  any  way, 
interfere  with  Christ’s  missions  on  his  re- 
turns. Thus  we  see  that  the  indestructibility 
of  the  soul  is  the  main  point  that  justifies 
the  autopsy,  regardless  of  the  religion.  In 
addition,  all  of  the  various  churches  empha- 
size that  it  is  our  moral  obligation  to  per- 
form the  autopsy  in  a careful  manner.  We 
should  never  lose  site  of  the  fact  that  due 
reverence  and  respect  must  be  exhibited  at 
all  times  during  the  procedure. 

CONCLUSIONS 

To  conclude,  I believe  one  can  see  that  the 
autopsy  is  neither  advocated  nor  disap- 
proved, but  rather  permitted  by  most  re- 
ligions in  the  interest  of  the  betterment  of 
mankind.  Exceptions  to  this  have  been 
noted  among  the  Jews  and  Christian  Scien- 
tists. However,  I do  feel  that  there  are  but 
few  places  or  instances  where  anybody 
should  meet  a true  ethical,  moral  or  religious 
objection  to  this  procedure.  I sincerely  hope 
that  this  material  may  be  of  value  to  the 
reader,  not  only  for  its  general  information 
or  for  the  aid  it  may  give  you  in  securing 
permission  for  an  autopsy,  but  in  the  help 
some  of  its  passages  may  give  you  in  very- 
day  life. 
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The  antituberculosis  movement  synthesized  in  one 
single  crusade  the  efforts  of  socologists,  humani- 
tarians, and  hygienists  to  improve  the  fate  of  the 
destitute  by  social  reforms;  to  strengthen  the  hu- 
man body  by  advocating  a healthy  way  of  life;  to 
control  infection  by  tracking  and  destroying  the 
tubercle  bacilli.  (Rene  J.  Dubos,  Ph.D.,  Am.  Rev. 
Tuberc.,  July,  1953.) 
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Remarks  °» 

Blood  Transfusion 


GEORGE  L.  CLARK,  M.D.* 
Omaha,  Nebraska 


Recently,  Bernard  Strauss  and  Jose  Tor- 
res of  New  York  pointed  out  that  much  blood 
is  being  wasted  in  ill-advised  and  apparently 
needless  transfusions.  It  is  doubtful  if  extra 
blood  injected  will  ever  have  a tonic  effect 
on  a neurotic  person,  and  there  certainly  is 
little  sense  in  giving  transfusions  to  a per- 
son who  is  in  a dying  state  with  cancer  or 
uremia.  Nor  is  it  necessary  to  give  blood 
transfusions  to  patients  because  of  a mild 
anemia. 

They  reviewed  the  records  of  290  patients 
who  received  transfusions,  and  in  thirty- 
eight  patients  there  was  no  indication  for 
blood  transfusions ; in  another  eleven  pa- 
tients the  indications  were  doubtful.  Hence, 
13  per  cent  of  the  transfusions  were  ill-ad- 
vised.  Interestingly,  twelve  transfusions 
were  given  to  patients  having  red  blood  cell 
counts  between  4.5  and  5 million.  Further- 
more, seven  transfusions  were  given  without 
any  previous  study  of  the  blood. 

We  all  know  that  a transfusion  should  not 
be  given  though lessly  because  among  other 
dangers  it  carries  the  possibility  of  causing 

serious  hepatitis. 

Blood  may  be  conserved  by  using  various 
portions  of  the  whole  blood  in  certain  condi- 
tions. 

The  following  suggestions  are  made: 

RED  CELL  MASS  AND 
PACKED  RED  BLOOD  CELLS 

These  are  indicated  for  transfusion  in  un- 
complicated anemias  not  associated  with 
hypoproteinemia  where  whole  blood  trans- 
fusion is  indicated.  They  are  particularly  in- 
dicated in  patients  with  limitations  of  cardiac 
reserve,  hypertension  and  nephritis.  In  such 
patients  they  are  advantagious  because  the 
total  volume  of  fluid  administered  intraven- 
ouly  in  order  to  accomplish  the  same  effect 
as  the  transfusion  of  a whole  pint  of  blood 
is  reduced  by  practically  one  half.  By  re- 
moving the  plasma,  the  sodium  content  of 
the  transfused  material  is  greatly  reduced. 
These  preparations  are  administered  in  the 
same  manner  as  a transfusion,  and  will  flow 
through  an  ordinary  needle  without  difficul- 
ty. They  may  be  given  to  most  children 


needing  transfusion,  as  it  is  usually  the  cel- 
lular portion  that  is  required. 

FRESH  FROZEN  PLASMA  FOR  HEMOPHILIA 

Your  Blood  Center  will  ship  it  frozen,  and 
packed  in  dry  ice. 

SERUM  ALBUMIN 

This  preparation  is  plasma  with  the  Gam- 
ma Globulin  extracted,  and  much  of  the  salt 
removed.  Gamma  Globulin  is  saved  for  use 
against  the  paralysis  of  polio,  for  the  mod- 
ification of  measles,  and  for  the  prevention 
of  hepatitis. 

Serum  Albumin,  especially  when  used  with 
plasma  expanders,  may  be  employed  wher- 
ever plasma  is  indicated,  and  with  no  danger 
of  serum  hepatitis.  In  emergency  situations 
this  combination  may  be  used  until  whole 
blood  is  available  for  transfusion. 

♦Medical  Director,  Nebraska-Iowa  Regional  Blood  Center, 
American  Red  Cross. 


In  Viewing  fhe  VA  Medical  Program  . . . 


The  medical  profession  fully  endorses  and  supports 
the  medical  program  of  the  Veterans  Administration 
through  which  veterans  receive  medical  care  and 
hospitalization  without  cost  for  illnesses  or  injuries 
incurred  as  a result  of  military  service  (left).  It  is  felt, 
however,  that  the  federal  government  should  not 
assume  the  responsibility  for  the  medical  care  of 
veterans  whose  disabilities  are  incurred  in  civilian  life 
and  which  have  no  relationship  to  their  military 
service. 


106 


Nebraska  S.  M.  J. 


President's  Page 


Purpose  of  the  United  Health 
Fund  Drive 

1.  It  places  all  appeals  to  the  public  for  funds  to  operate  the  volun 
tary  health  agencies  at  one  time  (the  month  of  April)  each  year. 

2.  It  affords  the  agencies  participating  in  the  drive  the  recognition 
and  approval  of  the  Nebraska  State  Medical  Association. 

3.  This  approval  or  lack  of  it  will  naturally  be  a great  help  to  the 
business  and  professional  men  of  the  state  as  to  whether  or  not  to  support 
any  given  drive,  since  some  of  these  drives  based  on  medical  terminology 
approach  the  status  of  rackets. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 

National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 

care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  develooment  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 

and  services. 

7.  The  development  of  a program  of  mental 

hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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Organization  Section 

STATISTICS  FROM  THE  NEBRASKA 
WORKMEN’S  COMPENSATION  COURT 
FOR  1953— 

According  to  the  report  of  this  court, 
there  were  77  fatal  accidents  during  the 
year  ending  June  30,  1953.  Men  counted 
for  76  of  these  fatalitis  and  women  1.  The 
total  of  non-fatal  accidents  in  Nebraska  was 
36,676,  with  men  accounting  for  32,010,  and 
women  4,666. 

Automobiles,  trucks  and  tractors  account- 
ed for  35  of  the  77  fatal  accidents.  The  most 
frequent  non-fatal  accidents  were  caused  by, 
falls  of  persons  (4,976),  stepping  or  striking 
against  objects  (6,908),  and  handling  of 
heavy  objects  (4,458).  Industries  such  as 
retail  trades,  construction,  metal  manufac- 
turing and  cloth  manufacturing  and  uphol- 
stering accounted  for  the  most  numerous  in- 
juries to  workers. 

Cost  — The  total  cost  of  all  accidents  for 
the  year  ending  June  30,  1953,  was  $3,172,- 
017.16. 

RED  CROSS  STATISTICS— 

From  February  1941,  to  September  1945, 
the  American  people  donated  13,326,242 
units  of  blood  through  the  Red  Cross  for 
use  by  the  armed  forces.  From  1944  to  1952, 
3,172,341  packages  of  the  dried  plasma  were 
distributed  by  the  Red  Cross  through  state 
and  territorial  health  departments  to  physi- 
cians and  hospitals  for  civilian  use.  Another 
1,772,378  packages  of  dried  plasma  were  pro- 
cessed into  serum  albumin,  gamma  globulin, 
and  other  blood  derivatives.  By  January 
1953  more  than  8,265,000  cc.  of  gamma  glob- 
ulin has  been  distributed  to  physicians  and 
hospitals  through  state  and  territorial  health 
departments.  The  Red  Cross  now  has  avail- 
able for  distribution  to  the  Office  of  De- 
fense Mobilization  11,118,106  cc.  of  gamma 
globulin  for  1953-54. 

Coming  Medical  Events 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION,  May  10,  11,  12,  13, 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

CRIPPLED  CHILDREN’S  CLINICS— 

March  6,  McCook,  St.  Catherine  Hospital 
March  20,  Hastings,  Mary  Lanning  Hospital 
March  27,  Broken  Bow,  High  School 
April  10,  Alliance,  St.  Joseph  Hospital 
April  24,  Wayne,  Benthack  Hospital 
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ANNUAL  SESSION  OF  THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS,  April  5-9,  Chicago, 
Illinois. 

REHABILITATION  PANEL  DISCUSSION,  March 
12,  1954,  Love  Library  auditorium,  University  of 
Nebraska,  Lincoln. 

AMERICAN  COLLEGE  OF  SURGEONS,  Sectional 
Meeting,  March  1-4,  Omaha,  Nebraska. 

LINCOLN-LANCASTER  COUNTY  MEDICAL 
CONFERENCE,  March  11,  1954,  Hotel  Cornhusk- 
er,  Lincoln. 

THE  MONTH  IN  WASHINGTON— 

Washington,  D.  C.  — Some  parts  of  the 
Eisenhower  administration’s  broad  health 
program  are  making  good  progress  on  Cap- 
itol Hill,  while  others  are  virtually  standing 
still  or  bogged  down  in  the  technical  com- 
plications that  are  always  a threat  to  new 
legislation.  Well  ahead  of  the  other  pro- 
posals, and  possibly  destined  for  enactment, 
are  bills  to  broaden  the  scope  of  the  Hill- 
Burton  hospital  construction  law  and  to  lib- 
eralize income  tax  deductions  for  medical  ex- 
penses. 

The  House  Interstate  and  Foreign  Com- 
merce Committee,  under  the  chairmanship 
of  Rep.  Charles  Wolverton  (R.,  N.  J. ) , wound 
up  its  long  fact-finding  study  of  voluntary 
health  insurance  plans  and  immediately 
started  hearings  on  the  Hill-Burton  changes. 
The  purpose  is  to  amend  the  Hill-Burton  law 
so  that  it  can  be  used  to  disburse  federal 
grants  to  states  for  construction  of  health 
facilities  that  do  not  qualify  as  “hospitals.” 
The  administration  is  anxious  to  stimulate 
the  building  of  more  nursing  homes,  hos- 
pitals for  the  chronically  ill,  diagnostic  or 
treatment  centers  and  rehabilitation  facili- 
ties. 

An  initial  appropriation  of  $2  million 
would  be  authorized  for  surveys  and  plan- 
ning, and  $60  million  annually  for  three 
years  of  construction.  Per  capita  income  as 
well  as  population  would  be  used  to  deter- 
mine a state’s  share,  as  under  the  present 
Hill-Burton  program. 

At  the  House  hearing,  crowded  into  two 
days,  the  construction  program  was  indorsed 
at  least  in  principle  by  every  witness,  ex- 
cept the  representative  of  the  American  As- 
sociation of  Nursing  Homes.  Because  the 
program  is  limited  to  non-profit  sponsors, 
members  of  this  group  could  not  receive 
grants.  Their  spokesman  said  long-term 


loans  through  the  Small  Business  Adminis- 
tration would  help  solve  their  problem. 

American  Medical  Association  recommend- 
ed passage  of  the  bill,  but  urged  that  facil- 
ities for  the  chronically  ill  and  the  handi- 
capped be  “part  of  or  near  a conventional 
hospital,”  and  that  facilities  of  all  types  be 
open  to  the  entire  community  without  dis- 
crimmination,  as  in  the  present  Hill-Burton 
law.  (It  is  likely  hearings  also  will  be  held 
on  this  legislation  in  the  Senate.) 

The  House  Ways  and  Means  Committee, 
meanwhile,  was  giving  its  approval  to  a new 
income  tax  provision  that  would  allow  the 
deduction  of  medical  expenses  if  they  exceed 
3%  of  adjusted  gross  income,  rather  than 
5%  under  present  law.  The  present  maxi- 
mum limitation  would  be  doubled,  and  the 
deduction  of  travel  expenses  allowed  where 
travel  is  prescribed  by  a physician.  These 
changes  — a long-time  AMA  goal  — are 
embodied  in  the  omnibus  tax  readjustment 
bill. 

President  Eisenhower’s  proposal  for  fed- 
eral reinsurance  of  voluntary  health  plans 
has  not  been  able  to  follow  the  steady  course 
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veteran  population 


The  U.  S.  veteran  population  now  includes  about  40% 
of  all  adult  males.  Under  existing  legislation,  the 
federal  government  is  obliged  to  provide  "free"  medi- 
cal care  for  many  of  these  veterans,  if  they  request  it. 
The  medical  profession  questions  the  soundness  of 
providing  medical  care  at  federal  expense  to  veterans 
with  non-service-connected  disabilities.  It  is  likely  that 
by  1975  the  U.  S.  will  truly  be  a "nation  of  veterans." 
If  the  VA  medical  program  continues  to  accept 
responsibility  for  the  care  of  veterans  with  service- 
connected  and  non-service-connected  disabilities  alike 
it  is  difficult  to  see  how  a complete  federal  health 
program  can  be  avoided. 
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on  which  it  first  appeared  to  be  embarked. 
At  the  House  hearings,  none  of  the  spokes- 
men for  the  large  organizations  in  the  health 
fields  — AMA,  Blue  Cross  and  Shield,  Amer- 
ican Hospital  Association  ■ — - was  willing  to 
indorse  the  plan.  Like  the  AMA  spokesmen, 
most  of  them  wanted  first  to  examine  the 
actual  administration  bill,  which  at  that  time 
had  not  been  introduced.  From  the  Blue 
Cross,  however,  came  a suggestion  that  the 
idea  be  tried  out  experimentally. 

Spokesmen  for  national  labor  organiza- 
tions expressed  mixed  reactions,  with  some 
maintaining  that  reinsurance  was  a poor 
substitute  for  what  they  believe  the  country 
really  needs  — national  compulsory  health 
insurance. 

The  administration’s  health  budget  for  the 
next  fiscal  year,  starting  next  July  1,  calls 
for  a slight  overall  reduction.  The  regular 
Hill-Burton  program,  currently  operating  on 
$65  million,  would  get  $50  million  (any  ap- 
propriation to  start  the  proposed  expanded 
construction  would  be  in  addition).  Rela- 
tively sharp  reductions  would  be  made  in 
funds  for  venereal,  tuberculosis  and  commun- 
icable disease  control,  in  line  with  the  policy 
of  shifting  this  responsibility  to  the  states. 
The  various  research  institutes  would  re- 
ceive about  what  they  are  now  spending. 

One  of  the  few  items  is  for  $7.8  million, 
estimated  as  necessary  for  the  extra  cost 
of  enlarging  the  federal  program  of  voca- 
tional rehabilitation.  Legislation  authoriz- 
ing the  expansion  is  awaiting  Congressional 
action.  The  administration  hopes  gradually 
to  increase  the  number  of  persons  rehabili- 
tated annually  from  the  current  60,000  to 
200,000.  While  the  program  is  being  stepped 
up,  one  of  its  goals  would  be  to  induce  states 
to  increase  their  spending  until  eventually 
their  appropriations  match  the  federal.  Like 
most  of  the  President’s  health  program,  the 
rehabilitation  effort  has  the  support  of  the 
AMA. 

Conferences  between  AMA  officials  and 
administration  leaders  are  continuing.  Lat- 
est sessions  were  with  Secretary  Hobby, 
concerning  her  department’s  legislative 
plans;  with  VA  Administrator  H.  V.  Hig- 
ley,  on  treatment  of  non-service  connected 
cases;  with  Adm.  Arthur  W.  Radford, 
chairman  of  the  Joint  Chiefs  of  Staff,  Dr. 
Frank  Berry,  Assistant  Defense  Secretary 
for  health  and  medical  matters,  and  Dr. 


Howard  A.  Rusk,  chairman  of  the  Health 
Resources  Advisory  Committee,  on  medical 
care  for  military  dependents.  Representing 
the  AMA  at  one  or  more  of  the  meetings 
were  Drs.  Walter  B.  Martin,  David  B.  All- 
man,  Gunnar  Gundersen,  Louis  Orr,  James 
C.  Sargent,  W.  L.  Crawford,  George  F.  Lull, 
Ernest  B.  Howard  and  Frank  E.  Wilson. 

Earlier,  AMA  representatives  talked  over 
legislation  with  President  Eisenhower  at  the 
White  House. 

(From  the  Washington  Office  — AMA) 

News  and  Views 

DOCTORS  NOT  IDLE— TIMES-HERALD, 
ALLIANCE— 

A short  time  ago  a reporter  interviewed 
the  president  of  the  American  Medical  Ed- 
ucation Foundation,  and  wrote  a strong  con- 
structive story  about  the  institution’s  work. 
Later,  the  paper  ran  an  editorial  in  which 
it  commended  American  medicine  for  the 
prodigious  job  it  is  doing  in  the  field  of  med- 
ical education.  It  also  praised  the  doctors 
for  carrying  out  the  job  themselves  instead 
of  running  to  Washington  for  money. 

Many  people  have  been  misled  into  the 
belief  that  the  medical  fraternity  is  perfect- 
ly satisfied  with  the  status  quo  and  is  doing 
little  or  nothing  to  improve  matters.  That 
idea  is  100  per  cent  wrong.  Medical  educa- 
tion is  an  excellent  example.  Our  medical 
schools  are  operating  under  a heavy  finan- 
cial strain.  The  Foundation  was  founded  in 
1950  to  do  something  positive  to  help.  It 
has  raised  $2,700,000  from  doctors  alone. 
And,  along  with  the  national  fund  for  med- 
ical education  with  which  it  cooperates,  con- 
tributions totaling  $5,100,000  have  been  ob- 
tained during  the  last  three  years. 

In  every  phase  of  medicine,  hard  work 
is  quietly  going  on,  and  it  has  but  one  ob- 
jective — to  give  the  American  people  bet- 
ter and  more  extensive  medical  care.  We 
see  this  in  the  endless  research  to  learn 
more  about  cause  and  cure  and  prevention  of 
disease.  And  we  see  it  as  well  in  the  search 
for  sound  ways  and  means  to  lessen  the  fi- 
nancial shock  of  illness. 

It  is  true  that  medicine  opposes  dictation 
by  government,  even  as  it  opposes  tax  sub- 
sidization of  activities  that  are  the  respon- 
sibility of  private  groups  and  individuals. 
That  opposition  is  based  on  the  sure  knowl- 
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edge  that  the  greatest  progress  for  all  will 
come  by  maintaining  medicine  in  an  atmos- 
phere of  freedom — not  in  an  atmosphere  of 
political  coercion. 

MACHINERY  FOR  UNITED  HEALTH  FUND 
DRIVE  SET  UP— 

According  to  word  received  from  Presi- 
dent James  F.  Kelly,  the  dictum  of  the 
House  of  Delegates  in  regard  to  a united 
health  fund  drive  is  being  carried  out.  A 
United  Health  Fund  Executive  Committee 
with  President  Kelly  as  its  chairman  has 
been  appointed,  as  follows:  Doctors  W.  W. 

Carveth,  Eric  DeFlon,  John  Gatewood,  and 
Max  Raines.  This  group,  plus  one  medical 
and  one  lay  representative  from  each  par- 
ticipating agency  will  be  known  as  the 
United  Health  Fund  Committee. 

The  only  essential  change  from  former 
methods. of  collecting  funds  is  that  all  volun- 
tary lay  agencies  which  fulfill  certain  re- 
quirements are  to  combine  in  a single  fund- 
raising campaign.  This  drive  is  to  be  known 
as  the  United  Health  Fund  Drive.  The  Ex- 
ecutive Committee  will  act  in  an  advisory 
capacity,  but  will  assume  final  authority  over 
the  division  of  the  total  net  funds  collected. 

In  brief,  the  following  rules  will  govern 
admission  of  organizations  to  participate  in 
this  united  drive: 

1.  Each  must  have  a medical  advisor  who  is  a 
member  of  the  Nebraska  State  Medical  Association. 

2.  Their  programs  must  aim  at  lay  education, 
and,  if  practical,  medical  education  and  research. 

3.  All  groups  to  retain  their  national  affilia- 
tions. 

4.  At  least  half  the  money  collected  must  be 
spent  in  Nebraska  in  fulfilling  their  objectives. 

5.  Each  shall  agree  to  abide  by  the  rulings  of  the 
United  Health  Fund  Committee. 

6.  Each  shall  agree  to  present  a budget  for  con- 
sideration of  the  Committee,  before  the  drive  takes 
place. 

7.  Each  shall  submit  a list  of  officers,  and  shall 
notify  the  Committee  of  any  changes  in  same. 

8.  Acceptable  organizations  must  not  promise 
to  the  public  “any  great  amount  of  medical  treat- 
ment or  similar  services.” 

POLIO  VACCINE  FOR  CLINICAL  TRIALS 
BEING  PRODUCED  — 

Eli  Lilly  and  Company  together  with  four 
other  pharmaceutical  firms  have  undertaken 
the  mass  production  of  polio  vaccine  for  the 
planned  mass  clinical  trials.  These  firms 


are  following  the  methods  that  were  care- 
fully worked  out  by  Doctor  Jonas  E.  Salk, 
the  University  of  Pittsburgh  scientist.  All 
the  work  is  being  carried  out  under  the  di- 
rection of  the  National  Foundation  and  will 
bear  its  label.  Preparation  of  this  vaccine 
involves  growing  the  organism  on  animal 
kidney  tissue  and  then  killing  it  by  chemical 
means. 

INDEPENDENT  STUDY  OF  RESULTS  OF 
POLIO  VACCINATION  TO  BE  MADE— 

The  National  Foundation  for  Infantile 
Paralysis  has  announced  that  Doctor  Thomas 
Fracis,  Jr.,  has  agreed  to  conduct  an  entirely 
independent  study  of  the  effectiveness  of  the 
vaccine  to  be  used  in  the  mass  clinical  trials. 
Doctor  Francis  will  not  be  ready  to  announce 
the  result  of  his  study  until  1955. 

ERROR!  NEBRASKA  HEALTH  PLAN 
NOT  “ENDED”!— 

An  error  in  the  January  issue,  page  25, 
under  heading  “ ‘Federal  Meddling’  Blamed 
for  Ending  Nebraska’s  Health  Plan,”  has 
been  pointed  out  to  the  editor.  The  AMA 
Washington  Letter  of  November  27th  was 
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analysis  of  veteran  population 


PERIOD  OF  SERVICE 

r~\  " 

i 

i x World  Woi  II  <jnd  K<*ton  Compo*^.  15, -04. COO 

T6.4  %| 

World  Worl  j 3.299.000 

vU  £ A 

0*e,wo,‘  1.484.000 

H 

Toiol  20.219,000 

100.0% 

Taxpayers  should  note  that  as  veterans  grow  older 
they  require  more  frequent  and  increasingly  longer 
periods  of  hospitalization.  World  War  I patients  are 
now  hospitalized  twice  as  long,  on  the  average,  as 
World  War  II  patients  with  similar  disabilities.  World 
War  II  veterans,  relatively  young  and  comprising 
76%  of  the  total  veteran  population,  present  a costly 
long  term  responsibility  to  U.  S.  taxpayers.  The  medi- 
cal profession  recommends  medical  care  through  the 
VA  for  only  those  veterans  with  service-incurred  dis- 
abilities and  temporarily  for  those  with  tuberculosis  or 
neuropsychiatric  conditions  of  non-service-connected 
origin. 
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correctly  quoted,  but  the  interpretation  by 
the  Washington  Office,  of  the  testimony  be- 
fore the  Manion  Commission,  was  in  error. 
The  truth  is  that  the  Federal-State  relation- 
ship remains  unchanged;  the  Federal  par- 
ticipation continues  under  Federal  regula- 
tions so  far  as  payment  for  health  services 
up  to  the  amount  of  the  “maximum  grant” 
is  concerned.  Beyond  the  “maximum  grant,” 
the  various  counties  now  must  pay  for  the 
health  service  assistance  clients  with  their 
own  funds. 

MEDICAL  EDUCATION  DONATIONS 
SET  A RECORD— 

The  American  Medical  Education  Foun- 
dation received  a gross  return  of  $1,089,- 
962.93  from  18,176  contributors  during  1953. 
This  is  the  first  time  the  contriubtions  have 
passed  the  one  million  mark.  The  Nation- 
al Fund  for  Medical  Education,  which  seeks 
funds  from  business  and  industry,  reports 
that  994  corporations  contributed  $1,367,979 
in  1953.  These  two  fund-raising  organiza- 
tions have  been  able  to  distribute  nearly  five 
million  dollars  to  the  nation’s  medical  schools 
since  1951. 

MEDICAL  DIPLOMA  EXPENSIVE  - 

The  Journal  of  Medical  Education  states 
that  medical  college-training  today  costs  the 
average  student  $9,200.  About  one  third  of 
the  students  who  responded  to  the  question- 
naires expect  to  be  in  debt  an  average  of 
$3,500,  when  they  finish  their  training  in 
medical  school. 

GRANTS  BY  POLIO  FOUNDATION  LARGE— 

As  of  Jan.  1,  1954,  the  National  Founda- 
tion for  Infantile  Paralysis  approved  re- 
search and  professional  education  grants 
totaling  $1,873,485,  to  thirty  medical  schools, 
hospitals,  research  institutions,  and  educa- 
tional organizations.  This  list  of  grants 
brings  to  over  fifty-three  million  dollars  the 
grants  provided  from  March  of  Dimes  since 
1938. 


The  keystone  of  every  public  health  endeavor 
must  always  be  the  private  practitioner  of  medi- 
cine, who  must  rely  on  the  local  health  department 
for  assistance.  If  the  health  department  is  properly 
organized  and  carries  out  the  objective  for  which 
it  was  designed,  it  will  support  and  improve  the 
private  practice  of  medicine.  (Vlado  A.  Getting, 
M.D.,  J.A.M.A.,  Sept.  26,  1953.) 


Announcements 

POYNTER  FOUNDATION  LECTURE 
BY  DOCTOR  GUSTAVSON — 

The  Poynter  Foundation  Lecture  and  the 
second  Postgraduate  Assembly  will  be  held 
at  the  University  of  Nebraska  College  of 
Medicine,  Omaha,  on  March  29-30-31.  Top- 
ics featured  during  the  Assembly  will  be  in 
the  fields  of  psychiatry,  surgery,  obstetrics, 
geriatrics,  pediatrics,  medicine,  and  gynecol- 
ogy. Outstanding,  nationally  known  men 
will  appear  on  the  program.  Doctor  Reuben 
G.  Gustavson,  President  of  Resources  for  the 
Future,  and  formerly  Chancellor  of  the  Un- 
iversity, will  deliver  the  Poynter  Lecture. 

ANNUAL  CLINICAL  CONFERENCE, 

CHICAGO  MEDICAL  SOCIETY— 

All  doctors  of  medicine  are  invited  to  the 
Clinical  Conference  to  be  given  by  the  Chi- 
cago Medical  Society  at  the  Palmer  House, 
March  2-5  inclusive.  Lectures,  teaching  dem- 
onstrations, movies,  and  color  television  di- 
rectly from  Cook  County  Hospital,  will  be 
featured. 

FELLOWSHIP  OFFERED  BY  NATIONAL 
POLIO  FOUNDATION— 

A limited  number  of  one  to  three-year 
postdoctoral  clinical  fellowships  at  training 
centers  approved  for  residencies  in  physical 
medicine  and  rehabilitation,  leading  to  eligi- 
bility for  certification  in  these  fields,  are 
available.  There  are  also  a limited  number 
of  short-term  fellowships  available,  in  these 
fields,  to  physicians  who  have  completed  a 
minimum  of  one  year  of  residency  in  ortho- 
pedics, pediatrics,  neurology,  or  internal 
medicine.  For  details  address  Division  of 
Professional  Education,  National  Foundation 
for  Infantile  Paralysis,  120  Broadway,  New 
York  5,  N.  Y. 

PAN-PACIFIC  SURGICAL  ASSOCIATION 
INVITES  YOU  TO  HAWAII— 

The  Pan-Pacific  Surgical  Association  cor- 
dially invites  all  doctors  to  attend  its  Sixth 
Congress  to  be  held  in  Honolulu,  October  7-8, 
1954.  One  hundred  leading  surgeons  will 
give  a program  touching  all  fields  of  surgery, 
and  an  extensive  social  program  is  in  the 
making.  All  travel  and  hotel  headquarters 
should  be  made  early,  and  through  the  Hono- 
lulu headquarters  of  the  association.  Write 
F.  J.  Pinkerton,  M.D.,  Suite  Seven,  Young 
Building,  Honolulu,  Hawaii. 


112 


Nebraska  S.  M.  I. 


CHEST  DISEASE  SYMPOSIUM  FOR  GP’S 
AT  SARANAC  LAKE— 

The  third  annual  Symposium  on  Tubercu- 
losis and  Other  Chronic  Pulmonary  Diseases 
for  General  Practitioners  will  be  held  in  Sar- 
anac Lake,  N.Y.,  from  July  12  through  16. 
Approved  by  A.A.G.P.  for  26  hours  credit. 
Registration  fee  of  A.A.G.P.  members,  $40, 
for  non-members,  $50.  Write  Richard  P. 
Bellaire,  M.D.,  Chest  Disease  Symposium, 
P.O.  Box  2,  Saranac  Lake,  N.Y.  for  details. 

AMERICAN  GOITRE  ASSOCIATION 
WILL  MEET— 

Somerset  Hotel,  Boston,  will  be  the  place 
of  meeting  of  the  American  Goitre  Associa- 
tion, April  29,  30  and  May  1,  1954.  Papers 
will  deal  with  physiology  and  diseases  of  the 
thyroid  gland.  Those  interested  may  write 
John  C.  McClintock,  M.D.,  1491/2  Washington 
Ave.,  Albany,  N.Y. 

SEMINAR  AND  CONFERENCE  ON 
CANCER  TO  BE  IN  MIAMI— 

Dr.  Joseph  S.  Stewart,  chairman  of  the 
Third  Annual  Seminar  and  Conference  on 
Cancer  Cytology,  to  be  conducted  by  the 
Cancer  Institute  at  Miami,  announces  that 
the  conference  will  be  held  on  April  21-24,  in- 
clusive. Leading  authorities  from  this  coun- 
try and  abroad  will  participate.  Cytodiag- 
nosis  will  be  stressed. 

The  Thompson,  Brumm  and  Knepper  Clinic 
of  St.  Joseph,  Missouri,  announces  the  Fifth 
Annual  Dr.  F.  G.  Thompson,  Sr.  Lectureship 
will  take  place  Thursday,  May  20,  1954,  at 
8:00  p.m.  at  902  Edmond  Street,  Clinic  Build- 
ing, St.  Joseph.  The  lecture  will  be  entitled 
“The  Story  of  An  Operation”  (Gastrectomy) , 
by  Robert  M.  Moore,  M.D.,  Professor  of  Sur- 
gery, University  of  Texas. 


There  seems  to  be  little  doubt  that  physical  and 
intellectual  fatigue,  as  well  as  painful  emotions, 
decrease  resistance  of  the  body  to  infection;  but  the 
physiologic  mechanisms  which  determine  these  im- 
portant relationships  are  totally  unknown.  Despite 
all  this  ignorance,  however,  a belief  shines  as  a 
beacon  to  guide  our  efforts.  It  is  that  the  defense 
mechanisms  of  the  body  which  promote  resistance 
to  infection  appear  to  be  closely  related  to  the 
physiologic  processes  which  make  for  good  health 
— good  health  being  here  measured  in  the  terms 
broadly  referred  to  as  well-being  by  the  layman. 
The  inner  logic  of  the  program  of  antitubei’culosis 
associations  should  lead  them  to  become  truly 
health  associations.  For  it  can  hardly  be  doubted 
that,  in  final  analysis,  health  is  a positive  attribute 
rather  than  merely  the  absence  of  disease.  (Rene 
J.  Dubos,  Ph.D,  Am.  Rev.  Tuberc.,  July,  1953.) 


Greetings  from  Past  Presidents 

The  editor  has  received  letters  of  greeting 
to  the  medical  profession  of  our  state  from 
ten  of  the  past  presidents,  and  has  the  prom- 
ise of  two  others  that  such  letters  will  be 
forthcoming.  If  these  promises  be  kept,  we 
shall  have  had  considerable  interesting  read- 
ing from  old  and  tried  friends  of  Nebraska 
Medicine.  It  is  to  be  hoped  that  still  others 
may  respond ; it  would  be  a great  pleasure, 
although  most  unusual,  if  we  could  have  had 
one  hundred  per  cent  response. 

Herewith  are  presented  letters  from  two 
more  of  your  past  presidents:  Dr.  Claude 

A.  Selby  of  Sinton,  Texas,  and  Dr.  James  E. 
M.  Thomson  of  Lincoln. 


C.  A.  SELBY,  M.D. 

Sinton,  Texas, 

October  3,  1953 

George  W.  Covey,  M.D.,  Editor 
Nebraska  State  Medical  Journal 
805  Sharp  Building 
Lincoln  8,  Nebraska 

Dear  George: 

Your  letter  of  September  8,  1953  has  intrigued  me 
into  writing  a description  of  the  elements  which 
were  in  my  opinion,  paramount  in  importance  during 
my  busiest  ten  years,  when  in  good  old  Nebraska. 
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It  is  hoped  that  you  may  find  the  attached  greet- 
ings to  the  Nebraska  Medical  Profession  to  be  news- 
worthy and  that  it  meets  with  the  general  tenor  of 
what  you  had  expected  from  the  past  presidents. 

Because  I would  welcome  news  from  the  Nebraska 
field  of  medicine  and  presently  do  not  have  any 
source  for  such,  I am  asking  that  you  place  me  on 
your  list  of  subscribers  to  the  Journal  beginning 
with  the  next  issue  and  bill  me  for  it  and  I shall 
remit  promptly  when  I know  what  the  charges  are. 

My  very  best  regards  to  all  of  you  with  whom 
I am  acquainted  and  my  sincere  hopes  that  success 
follows  every  effort  made  in  the  interest  of  state 
and  national  medicine. 

It  may  be  of  interest  for  you  to  know  that  I am 
at  this  time  the  president  of  the  local  tri-county 
medical  society  and  that  I still  remain  in  active  mem- 
bership in  the  local,  state  and  national  organizations. 

Sincerely  and  cordially, 

C.  A.  SELBY,  M.D.,  Director. 

Greetings  to  the  Medical  Profession 

of  Nebraska: 

During  the  mid-thirties  you  saw  fit  to  catapult 
this  writer  to  the  presidency  of  the  Nebraska  State 
Medical  Association  at  a time  when  that  organiza- 
tion was  confronted  by  multitudinous  alphabetically 
designated  governmental  agencies  that  had  fastened 
themselves  like  barnacles  to  the  body  politic. 

New  and  untried  innovations  in  government  were 
urged  upon  the  people,  and  organized  medicine  alike, 
in  an  attempt  to  accomplish  changes  in  our  hitherto 
accepted  concepts  relating  to  individual  and  organ- 
izational freedoms;  substituting  therefore  a dog- 
matic, bureaucratic  collectivism,  with  planned  sub- 
servience to  big  government. 

Those  were  trying  times  when  it  was  considered 
the  rankest,  reactionary  sophistry  in  the  opinions  of 
the  many  in  the  service  of  the  government,  if  indi- 
viduals or  organization  leaders  exhibited  skepti- 
cism, offered  criticism,  or  resisted  conformity  to 
these  new  ideologies. 

Through  the  personal  popularity  of  FDR,  who  had 
anathematized  fear  and  want,  these  many  alpha- 
betical outfits  were  ostensibly  set  up  as  temporary 
stop-gaps  supporting  a sick  domestic  economy 
caused  by  the  collapse  of  an  international  post-war 
economy;  subsequently,  through  these  agencies,  a 
self-perpetuating  chosen  few  seized  upon  the  rare 
opportunity  to  create  a gargantuan  vote-producing 
machine  and  thereby  keep  themselves  and  big  gov- 
ernment in  power. 

Most  of  such  agencies  as  the  FERA,  WPA,  PWA, 
NRA,  FSA,  et  al  ad  infinitum,  had  conjured  up  a 
medical  care  program  with  arbitrary  criteria,  large- 
ly relegating  the  general  practitioner  to  substandard 
mediocrity;  promoting  circumscribed  medical  serv- 
ices having  a maximum  of  red  tape;  stipulating  in- 
flexible, penurious  fee  schedules;  and  resulting  in  a 
minimum  of  real  accomplishment  in  behalf  of  the 
unfortunate  recipients. 

During  this  prolonged  emergency  period,  the  doc- 
tors were  overwhelmed  with  work  and  received  pen- 
urious reward  for  their  services;  they  boldly  ac- 
cepted their  responsibilities,  but  were  resentful  of 
non-professional  interference  and  coercion. 

Thus  it  became  evident  to  the  leaders  in  Nebraska 


medicine  that  our  Association  must  meet  this  en- 
croachment head-on,  and  to  do  so  meant  a complete 
reorganization  of  our  hitherto  loosely  constructed 
and  relatively  impotent  society. 

It  was  during  my  tenure  as  president  that  the 
consumation  of  this  organizational  effort  was  com- 
pleted and  the  State  Medical  Association  set  about 
its  tasks  with  a modern  structure  able  to  compete 
with  any  opponent  in  business  and  scientific  endeav- 
ors. We  had  for  the  first  time  an  executive  secre- 
tary vested  with  the  authority  to  carry  on  our  activ- 
ities, devoted  to  the  interests  of  the  medical  profes- 
sion and  their  relations  to  the  public.  Since  then 
has  evolved  a solidarity  of  purpose  and  an  influen- 
tial stability,  motivated  with  a dignified  action  ap- 
propriate to  the  Association,  as  we  now  know  it. 

During  those  most  active  years  of  my  life,  dating 
from  the  late  twenties  to  the  late  thirties,  when  the 
waning  era  of  the  family  doctor  gave  way  to  the 
advent  of  the  group  or  clinic  practice  which  was 
made  imperative  by  modern  advances  in  travel  and 
mass  production  in  industry,  perhaps  this  writer, 
through  your  generosity  may  have  been  permitted 
to  emblazon  some  small,  but  permanent  and  worth- 
while contribution  on  the  escutcheon  of  the  Nebraska 
Medical  Profession. 

To  my  friends  in  the  Nebraska  medical  profession 
who  have  held  me  in  esteem  and  trust,  I shall  be 
forever  beholden  and  I truly  hold  no  malice  towards 
those  of  you  who  considered  me  to  be  a stormy 
petrel,  devoid  of  good  judgment  or  possessed  of 
sinister  purpose. 

But,  Ah— h,  that  leisurely  swan  has  again  begun 
his  song,  so  I shall  return  to  my  more  prosaic  rou- 
tines that  enticed  me  to  Texas  and  have  kept  me 
here  reasonably  busy  and  very  happy;  at  which  I 
bid  you  Adios! 

To  all  of  you,  a most  fervent  God  Bless  You! 

CLAUDE  A.  SELBY,  M.D., 

876  Hamilton  Street,  Sinton,  Texas 

November  7,  1953 

George  W.  Covey,  M.D. 

805  Sharp  Bldg.' 

Lincoln,  Nebraska 

My  Dear  George: 

I am  complimented  by  your  request  to  have  a let- 
ter of  greeting  to  the  profession  of  Nebraska. 

I do  not  know  whether  I can  fulfill  the  terms  as 
you  desire  to  have  them,  but  I will  give  you  some- 
thing. 

Very  truly  yours, 

J.  E.  M.  THOMSON,  M.D. 

Greetings  to  my  fellows  of  the  medical  profession 

in  the  State  of  Nebraska: 

It  is  indeed  a pleasure  to  have  been  asked  by  the 
Editor  to  write  you,  for  I feel  indebted  to  you  for 
what  success,  achievement  and  recognition  that  I 
have  enjoyed.  Coming  to  Lincoln,  Nebraska  38  years 
ago  without  a single  friend,  you  can  readily  under- 
stand how  sincerely  I appreciated  your  friendship, 
the  honors  that  you  have  placed  upon  me  and  the 
trust  you  have  placed  in  me,  even  now  as  a trustee 
of  your  State  Medical  Association. 

In  endeavoring  to  make  a comparison  of  the  old 
days  and  the  present,  it  seems  to  me  that  every 
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day  is  a busy  day  and  has  been  for  me  for  many 
years,  with  perhaps  the  exception  of  those  years  in 
which  I was  recovering  from  physical  handicap. 
Each  year  seems  to  be  a better  year,  full  of  greater 
satisfaction  in  having  accomplished  some  measure  of 
something  pertaining  to  medical  practice.  True,  we 
have  more  opportunities  now  and  advantages,  in  the 
form  of  post-graduate  training,  refresher  course  in- 
spiration. The  highways  and  automobiles  have 
brought  us  closer  together  so  that  we  can  have  the 
benefit  of  each  others  counsel  and  social  opinion  and 
as  a result  with  the  many  advances  that  have  been 
made  in  the  science  of  medicine  and  treatment  and 
pharmaceutical  products,  the  practice  of  medicine 
is  being  done  on  a higher  level  with  better  results 
and  more  satisfaction  then  ever  before.  In  addition 
to  that,  those  of  us  in  the  medical  and  surgical  spe- 
cialties have  more  time  for  study  and  family  which 
makes  for  a fuller  life  in  our  chosen  profession. 

It  is  true  perhaps,  that  we  do  not  have  as  many 
doctors  as  we  need,  but  it  is  like  farming  over  the 
great  plains  — we  do  not  need  as  many  farmers  as 
we  did  38  years  ago  and  with  all  of  our  modem 
advantages  and  conveniences  we  do  not  need  as 
many  doctors  proportionately  as  we  did  then. 

Let  me  assure  you  that  wherever  I go  throughout 
the  whole  United  States  and  see  the  medical  profes- 
sion at  work  or  at  play  I feel  proud  to  say  that 
I come  from  Nebraska  because  I find  nowhere  a 
finer  group  of  men  devoted  to  the  practice  of  medi- 
cine in  all  of  its  phases,  or  with  the  devotion  to  the 
healing  art. 

I congratulate  you,  and  keep  up  the  good  work. 

J.  E.  M.  THOMSON,  M.D. 


In  Viewing  the  VA  Medical  Program  . . . 


analysis 

of  present  veteran  population 


AGE  DISTRIBUTION  (Exclusive  of  Ihose  discharged  on  or  offer  June  27,  1950) 


DATE 

JAN.  1.  1952 

JAN.  1,  1960 

JAN.  1,  1970 

TOTAI 

18,850,000 

18,160,000 

16,146,000 

AGE 

22-44 

77.2% 

62.7% 

13.5% 

45-64 

21.8% 

27.4% 

73.7% 

OVER  65 

1.0% 

9.9% 

12.8% 

Older  veterans  are  hospitalized  more  frequently  for 
civilian-incurred  ailments  than  for  service-connected 
disabilities.  By  1970,  over  86%  of  the  present  vet- 
erans will  be  age  45  or  over,  more  than  three  times 
the  number  in  this  older  age  group  today.  Because 
of  advanced  age,  they  will  require  more  frequent  and 
prolonged  hospitalization  for  illnesses  having  no  rela- 
tionship to  their  military  service.  Responsibility  for 
such  medical  care  should  be  assumed  by  the  individual 
or  local  government,  not  by  the  federal  government. 


Nebraska  State  Department  of  Health 

RULES  AND  REGULATIONS 

The  1954  Rules  and  Regulations  Relating 
to  Public  Health  are  still  in  force.  The 
changes  that  have  been  made  since  then  are 
available  in  mimeographed  form,  if  Nebraska 
physicians  do  not  have  them. 

The  new  Rules  and  Regulations  are  now 
being  prepared.  We  shall  send  them  to 
physicians  as  soon  as  they  are  ready. 

A NEW  MANUAL 

A new  Manual  of  Nursing  Procedure  for 
Nursing  Homes  has  been  prepared.  This 
was  a cooperative  effort  by  representatives 
from  State  Department  of  Health,  Nebraska 
State  Nurses  Association,  and  a committee 
of  the  Nebraska  State  Association  of  Li- 
censed Home  Operators.  This  publication 
has  been  approved  by  the  State  Board  of 
Health. 

The  reason  for  such  a Manual  is  to  offer 
constructive  help  in  the  development  of  and 
improvement  in  nursing  care  in  Nebraska 
nursing  homes.  With  the  definite  rise  in  the 
number  of  our  senior  citizens,  this  becomes 
increasingly  important. 

The  authors  of  this  Manual  want  it  to  be 
more  than  a book  of  technics.  Its  interpre- 
tation in  terms  of  personal  interest,  tender 
loving  care,  understanding  service,  and  of 
helping  the  guest  to  gain  courage  and  con- 
fidence-through doing  all  that  he  can  to  help 
himself,  is  the  important  goal. 

News  From  Our  Medical 
Schools 

Dr.  Herbert  P.  Jacobi,  Chairman  of  the  De- 
partment of  Biochemistry,  announces  that 
two  Ultracentrifuge  machines  have  been  or- 
dered for  the  University  of  Nebraska  College 
of  Medicine.  One  is  a preparative  and  the 
other  an  analytical  centrifuge.  They  will  be 
used  by  the  staff  in  characterizing  lipo- 
proteins in  blood.  According  to  Dr.  Jacobi, 
lipo  seems  to  be  related  in  some  way  to  ather- 
osclerosis. With  help  from  the  machines  it 
is  hoped  that  the  relationship  between  lipo 
and  atherosclerosis  can  be  determined  more 
clearly. 


March,  1954 
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“The  Bacteriology  of  Commercial  Poultry 
Processing”  is  the  latest  publication  of  Mil- 
lard F.  Gunderson,  Ph.D.,  Henry  W.  McFad- 
den,  M.D.,  and  Thomas  S.  Kyle,  M.Sc.  of  the 
Department  of  Pathology  and  Bacteriology. 
This  spiral-bound  book  from  the  presses  of 
Burgess  Publishing  Company,  Minneapolis, 
is  a report  of  work  done  under  contract  with 
the  U.S.  Department  of  Agriculture  and  au- 
thorized by  the  Research  and  Marketing  Act 
of  1946.  The  contract  was  supervised  initial- 
ly by  the  Microbiology  Division  and  later  by 
the  Western  Regional  Research  Laboratory 
of  the  Bureau  of  Agricultural  and  Industrial 
Chemistry. 

Recent  appointments  to  the  Nebraska  Psy- 
chiatric Institute  staff  and  Department  of 
Neurology  and  Psychiatry  at  the  College  of 
Medicine  include  Dr.  William  B.  Livingston 
as  Visiting  Lecturer  in  Children’s  Services, 
Dr.  Jerman  W.  Rose  as  Assistant  Professor 
of  Neurology  and  Psychiatry,  and  Psychia- 
trist for  Children’s  Services,  and  Dr.  Laverne 
C.  Strough,  Chief  of  Outpatient  Services  and 
Assistant  Professor  of  Neurology  and  Psy- 
chiatry. 

The  Student  American  Medical  Associa- 
tion chapter  is  taking  an  active  part  in  con- 
ducting an  evaluation  in  the  curriculum  at 
the  College  of  Medicine.  The  purposes  of 
this  evaluation  program  are  (1)  to  reveal 
omissions  and  repetition  in  the  curriculum, 
and  (2)  to  indicate  those  portions  of  difficult 
courses  where  more  emphasis  might  be  laid, 
and  perhaps  different  methods  of  instruction 
utilized.  SAMA  also  is  sponsoring  a first 
aid  course  for  medical  students  in  cooperation 
with  the  American  Red  Cross  and  other  or- 
ganizations. Especially  designed  for  those 
entering  the  field  of  medicine,  this  course  is 
void  of  all  superfluous  details  and  incorpor- 
ates demonstrations  of  the  use  of  iron  lungs, 
resuscitators,  pulmotors,  and  other  special 
emergency  apparatus  along  with  general  first 
aid  material.  More  than  100  students  have 
voluntarily  attended  each  session  to  date. 

“The  Clinic,”  a fifteen-minute  interview- 
type  medical  broadcast  from  the  College  of 
Medicine,  is  being  carried  on  eight  stations 
in  the  22nd  straight  week  since  its  origin. 
Included  on  the  list  are  KCOW  in  Alliance, 
KJSK  in  Columbus,  KRGI  in  Grand  Island, 
IvHAS  in  Hastings,  WJAG  in  Norfolk,  KNBR 
and  KODY  in  North  Platte,  and  KFAB  in 
Omaha.  All  medical  and  allied  groups  with- 


in the  state  are  urged  to  contact  Tom  Cole- 
man, University  of  Nebraska  College  of 
Medicine,  if  they  care  to  share  in  this  project 
with  a program  idea  designed  for  the  entire 
state. 

Oliver  F.  Reihart,  D.V.M.,  and  wife  Helen 
Wyandt  Reihart,  M.Sc.,  have  a chapter  “Dis- 
eases of  the  Blood  and  Blood  Forming  Or- 
gans” in  Canine  Medicine,  recently  published 
by  the  American  Veterinary  Publishing  Com- 
pany, Evanston,  Illinois.  Dr.  Reihart  is  an 
Instructor  in  Comparative  Pathology  at  the 
College  of  Medicine. 

The  second  annual  Postgraduate  Assem- 
bly and  Poynter  Foundation  Lecture  of  the 
University  of  Nebraska  College  of  Medicine 
will  be  held  March  29,  30,  and  31.  Topic 
areas  include  psychiatry,  surgery,  obstetrics, 
geriatrics,  pediatrics,  medicine,  and  gyne- 
cology. 

Among  the  nationally  recognized  speakers 
on  the  three-day  program  will  be  Dr.  John 
L.  Mayer,  Jr.,  Attending  Thoracic  Surgeon 
at  Research  Hospital  in  Kansas  City;  Dr. 
Arild  Hansen,  Professor  of  Pediatrics,  Uni- 
versity of  Texas ; Dr.  Harry  Dowling,  Chair- 
man of  the  Department  of  Medicine,  Univer- 
sity of  Illinois;  Dr.  Arthur  R.  Colwell,  Dept, 
of  Medicine  Northwestern  University;  Dr. 
Reynold  Jensen,  Professor  of  Pediatrics  and 
Psychiatry,  University  of  Minnesota;  Dr.  F. 
John  Lewis,  Associate  Professor  of  Surgery, 
University  of  Minnesota. 

Human  Interest  Tales 

Comunication9  bearing'  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor.  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  Paul  Huber,  Crete,  has  been  appointed  as 
county  physician  for  1954. 

Dr.  D.  H.  Bendorf,  formerly  of  Schuyler,  has  now 
occupied  his  new  clinic  in  Hooper. 

Dr.  P.  H.  J.  Carothers,  Broken  Bow,  has  been 
appointed  county  physician  for  1954. 

Dr.  W.  J.  Vnuk,  Hooper,  has  accepted  a position 
with  the  Veterans  Hospital  in  Omaha. 

Dr.  L.  D.  Lane,  Kearney,  has  been  elected  as  staff 
president  of  the  Good  Samaritan  hospital. 

Dr.  J.  B.  Kile,  Eddyville,  was  elected  president  of 
the  Dawson  County  Medical  Society  for  1954. 

Dr.  A.  J.  Callaghan,  North  Platte,  is  the  new 
president  of  the  Lincoln  County  Medical  Society. 

Dr.  J.  R.  Finkner,  Minden,  has  been  named  medical 
advisor  to  the  Board  of  Health  for  the  coming  year. 

Dr.  C.  L.  Fahenstock,  Lincoln,  underwent  surgery 
at  a local  hospital  during  the  early  part  of  January. 
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Dr.  R.  H.  Christensen  has  moved  from  Arapahoe 
to  Yutan  where  he  will  resume  his  practice  of  medi- 
cine. 

Drs.  Eric  De  Flon,  L.  H.  Hoevet,  and  C.  M.  Pierce, 
Chadron,  held  open  house  recently  for  their  new 
clinic. 

Dr.  Harold  F.  Friesen,  Henderson,  has  returned 
to  his  home  town  of  Henderson  to  establish  his  prac- 
tice there. 

Dr.  Frank  P.  Stone,  Lincoln,  has  been  elected  a 
member  of  the  American  Academy  of  Orthopedic 
Surgeons. 

Dr.  Pauline  Slaughter,  Norfolk,  was  a guest  speak- 
er at  a recent  meeting  of  the  Lincoln  Parent  Teacher 
Association. 

Dr.  J.  R.  Simmons,  Hooper,  has  announced  that 
he  plans  to  stay  in  Hooper  and  continue  his  practice 
of  medicine. 

Dr.  Theo.  J.  Lempke,  Jr.,  Columbus,  has  been  ap- 
pointed county  medical  consultant  on  the  county 
health  board. 

The  sectional  meeting  of  the  American  College  of 
Surgeons  will  be  held  in  Omaha,  March  1-4,  at  the 
Fontenelle  Hotel. 

Dr.  I.  L.  Thompson,  West  Point,  was  elected  presi- 
dent of  the  Memorial  Hospital  staff  at  its  annual 
meeting  in  January. 

Dr.  Stanley  E.  Potter,  Omaha,  was  the  guest 
speaker  at  the  January  meeting  of  the  Tri-County 
Medical  Association. 

Drs.  L.  F.  Pfeifer  and  W.  W.  Bartels,  Lincoln,  were 
guest  speakers  at  a January  meeting  of  the  Adams 
County  Medical  Society. 

Dr.  John  Tyson,  Omaha,  has  assumed  the  presi- 
dency of  the  Omaha  Area  Hospital  Council  at  a re- 
cent meeting  of  that  group. 

Dr.  R.  F.  Seivers,  Blair,  has  been  named  vice 
president  of  Phi  Chi,  a medical  association  at  its 
meeting  in  Omaha  recently. 

The  office  of  Dr.  L.  J.  DeBacker,  Hastings,  was 
burglarized  recently.  The  intruder  took  some  bot- 
tles of  drugs  and  some  cash. 

Dr.  G.  Hal  DeMay,  son  of  Dr.  and  Mrs.  George 
Hal  DeMay  of  Grand  Island,  has  been  appointed 
head  of  the  pathology  department  of  the  Brookside 
Hospital,  Richmond,  California. 

Dr.  L,  C.  Kavan,  Schuyler,  is  now  located  in  his 
new  offices  in  that  city.  The  new  structure  is 
thoroughly  modern  in  every  respect. 

The  Lincoln  Clinic  recently  announced  the  associa- 
tion of  Dr.  Harold  R.  Horn  in  orthopedic  surgery, 
and  of  Di\  Edward  A.  Stika  in  urology. 

Dr.  Charles  Harrison,  son  of  Dr.  U.  S.  Harrison, 
Neligh,  has  recently  returned  from  New  York  City, 
and  will  be  associated  with  his  father. 

Dr.  William  Glenn,  Falls  City,  was  elected  presi- 
dent of  the  staff  of  Our  Lady  of  Perpetual  Help  hos- 
pital at  the  annual  meeting  of  the  staff. 

Dr.  K.  J.  Kenney,  Fairbury,  presented  a talk  on 
the  causes,  symptoms  and  treatment  of  polio  at  a 
recent  meeting  of  the  St.  Michael’s  PTA. 

Drs.  J.  L.  McFee,  S.  L.  Larson,  of  Ogallala,  and 
Dr.  F.  V.  Vesley,  Lewellen,  were  designated  as  Coun- 
ty Physicians  of  Arthur  County  for  1954. 


Dr.  J.  Dewey  Bisgard,  Omaha,  has  been  named  to 
the  board  of  trustees  of  the  Society  of  Liberal  Arts, 
governing  body  of  the  Joslyn  Art  Museum. 

Dr.  Floyd  L.  Rogers,  Lincoln,  gave  a talk  on  “Our 
Diabetes  Problem,”  at  the  YMCA  recently.  The  talk 
was  a second  in  a series  of  YMCA  health  lectures. 

Dr.  John  L.  McFee,  Ogallala,  presented  an  illus- 
trated talk  on  the  emergency  care  of  burns  and  frac- 
tures to  the  Tri-County  Nurses’  association  recently. 

Dr.  L.  G.  Bunting,  Hebron,  is  now  practicing  in 
his  newly  constructed  office  building.  The  doctor’s 
office  has  been  designed  for  utility  as  well  as  beauty. 

Dr.  M.  E.  Lathrop,  Wahoo,  is  planning  to  spend 
the  winter  in  California,  however,  he  plans  to  re- 
sume his  practice  in  Wahoo  after  the  winter  months. 

Dr.  Walter  T.  Cotton,  formerly  associated  with 
Dr.  Ralph  Luikart  in  Omaha,  has  moved  to  Benson, 
where  he  occupies  an  office  at  6067  Military  Avenue. 

Dr.  Charlotte  P.  Seiver,  Fremont,  became  the 
city’s  First  Lady  of  the  Year  in  an  annual  program 
presented  recently  by  the  local  chapters  of  Beta 
Sigma  Phi  Sorority. 

Dr.  Ralph  Moore,  Omaha,  and  Dr.  Charles  Marsh, 
Valley,  presented  a lecture  and  film  on  the  subject 
of  “Medical  Aspects  of  Highway  Accidents,”  to  the 
Valley  PTA  recently. 

Drs.  John  A.  Aita  and  J.  B.  Christensen,  Omaha, 
were  guest  speakers  at  the  first  weekly  meeting  in 
January  of  the  Women’s  Division  of  the  Omaha 
Chamber  of  Commerce. 

The  officers  of  the  Nebraska  State  Medical  As- 
sociation Women’s  Auxiliary  met  in  Lincoln  re- 
cently to  make  plans  for  the  annual  state  conven- 
tion in  Lincoln,  May  10-13. 

Dr.  J.  W.  Brendal,  Avoca,  was  the  recipient  of  a 
fifty-year  Masonic  pin  recently.  Presenting  the  pin 
was  Dr.  Fay  Smith,  Imperial,  Imperial  Grand  Mas- 
ter of  the  Masons  in  Nebraska. 

Dr.  Charles  Tompkins,  Omaha,  conducted  a 3- 
day  series  of  lectures  on  “The  Growth  and  Develop- 
ment of  Children,”  at  Centenary  Methodist  Church 
in  Beatrice  during  the  month  of  January. 

Dr.  Frederick  G.  Gillick,  Dean  of  Creighton  Uni- 
versity School  of  Medicine,  has  been  appointed  as 
delegate  of  the  Council  on  Community  Service  and 
Education  to  the  Assembly  of  the  American  Heart 
Association. 

The  Medical  Auxiliary,  and  the  doctors  of  the 
Buffalo  County  Medical  Association,  met  recently  for 
a combined  dinner  in  Kearney.  The  ladies  brought 
expendible  materials  to  be  used  in  the  training  class 
for  practical  nurses  which  is  now  being  conducted 
in  that  city. 


Because  of  the  high  degree  of  resistance  which 
many  strains  of  infecting  organisms  now  exhibit 
to  the  antibacterial  effects  of  streptomycin  and  be- 
cause sensitive  strains  of  infecting  micro-organisms 
often  become  vei’y  quickly  resistant  to  this  anti- 
biotic, the  therapeutic  ue  of  streptomycin  should 
be  limited  to  the  treatment  of  tuberculosis.  (Perrin 
H.  Long,  M.D.,  N.Y.S.  J.  Med.  Oct.  1,  1953.) 
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The  Woman's  Auxiliary 

Progress  Report  on 
Auxiliary  Potential  Poll 

According-  to  certain  statistics  a 2 per 
cent  response  on  a voluntary  poll  is  not  un- 
usual, but  it  is  disappointing  to  the  poll  tak- 
ers. Being  well  aware  of  the  fine  quality  of 
response  so  far  received  and  being  aware, 
also,  that  many  times  this  number  of  letters 
have  not  been  written,  we  eagerly  await  your 
letter. 

This  opportunity  for  the  individual  doctor’s 
wife  to  send  evidence  of  her  community  en- 
deavor and  allow  us  to  weigh  it  in  with  the 
other  returns  is  truly  her  obligation.  A small 
percentage  of  replies  will  not  reflect  full  Ne- 
braska potential,  thus  causing  a failure  in 
the  intended  purpose  of  the  poll. 

Be  fair  to  your  own  record.  Itemize  your 
contacts  with  other  organizations.  These  re- 
sponsibilities which  you  individually  accepted 
have  extended  the  Auxiliary  into  your  local 
community.  Your  service  has  contributed  to 
better  public  relations.  For  our  own  good 
let’s  have  an  accounting  of  Auxiliary 
strength  in  Nebraska.  Please  reply,  if  you 
have  not  already  done  so,  to  Mrs.  James  P. 
Donelan,  2703  North  55th  Street,  Omaha,  Ne- 
braska. 

ANNUAL  STATE  CONVENTION 
May  11,  12,  13 
CORNIIUSKER  HOTEL, 
LINCOLN,  NEBRASKA 

The  Executive  Board  of  the  State  Aux- 
iliary is  happy  to  announce  at  this  time  the 
national  officer  who  will  be  our  guest  of  hon- 
or at  the  annual  convention.  Mrs.  Meil  W. 
Woodward  of  Oklahoma  City  has  accepted 
our  invitation.  She  has  served  as  President 
of  both  the  auxiliaries  to  the  Oklahoma 
County  and  State  Medical  Associations ; vice- 
president  of  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association,  and  is  serving 
her  second  year  as  National  Chairman  of  the 
Committee  on  Public  Relations. 

Mrs.  James  P.  Donelan  and  Mrs.  Lynn  Sharrar 
attended  a dinner  meeting  of  the  re-organized  Sixth 
Councilor  District  Auxiliary  at  York,  on  February 
8th.  Official  welcome  and  suggestions  were  ex- 
tended to  the  group  in  behalf  of  the  State  Board. 
Individual  community  service  had  continued  certain 
Auxiliary  activity  but  organization  will  be  of 


greater  benefit  to  the  relationship  between  the  pro- 
fession and  the  community. 

The  nominating  committee  of  the  Woman’s  Aux- 
iliary to  the  Nebraska  State  Medical  Association 
scheduled  a meeting  in  February.  Members  of  the 
committee,  nominated  by  the  board  at  its  fall  meet- 
ing, are:  Mrs.  R.  E.  Garlinghouse,  Lincoln,  chair- 
man; Mi’S.  Ted  Riddell,  Scottsbluff;  Mrs.  R.  R. 
Brady,  Ainsworth;  Mrs.  F.  M.  Karrer,  McCook;  Mrs. 
Charles  Way,  Wahoo;  Mrs.  H.  D.  Hilton,  Lincoln, 
alternate;  and  Mrs.  Robert  Long,  Omaha,  alternate. 

REPORTS 

It  is  time  to  take  stock  of  work  accomplished  and 
work  yet  to  be  completed  in  this  auxiliary  year.  Ac- 
curate records  and  a concise  report  in  the  hands 
of  your  successor  in  office  are  a demonstration  of 
common  courtesy  and  efficiency  as  well  as  a speci- 
fied duty.  Since  reports  from  county  presidents  to 
the  state  president  are  due  by  April  10th,  each 
chairman  needs  to  summarize  her  work  and  make 
a report  in  advance  of  that  time.  If  possible  have 
them  typed  in  triplicate — one  for  your  files,  one  for 
your  president,  and  one  for  your  state  chairman. 

Following  are  a few  suggestions  for  money-rais- 
ing projects  for  the  American  Medical  Education 
Foundation : 

Using  our  A.M.E.F.  corsages  in  place  of  real  flow- 
ers at  parties,  meetings,  etc. 

Getting  members  to  make  a sacrifice  to  give 
money  to  the  fund.  Example:  Give  difference  in 
cost  of  a thrift  or  dessertless  luncheon. 

Have  a special  event  one  day  this  year  and  give 
proceeds  from  fashion  show,  card  party,  or  dance. 

A contribution  from  the  individual  members  or 
the  auxiliary,  a memorial  or  tribute  or  anniversary 
gift.  This  year  the  state  presidents  and  A.M.E.F. 
chairmen  will  be  supplied  with  “In  memoriam”  cards. 

Individuals  are  urged  to  make  a gift  to  A.M.E.F. 
in  memory  of  a departed  friend  instead  of  sending 
flowers  to  the  bereaved.  Thus,  the  “In  memoriam” 
cards  may  be  sent  to  family  of  departed  immediately. 

The  Medical  Auxiliary  and  the  doctors  of  the 
Buffalo  County  Medical  Association  met  for  din- 
ner, January  26th,  at  the  Fort  Kearney  Hotel.  The 
doctors’  wives  made  the  meeting  noteworthy  by 
bringing  expendible  materials  to  be  used  in  the 
training  class  for  practical  nurses  now  being  con- 
ducted by  Miss  Dorothy  Weaver,  R.N.  The  articles 
included  bandages,  cotton  for  various  uses,  linens, 
thermometers,  drinking  tubes,  and  other  items. 

The  Convention  Planning  Committee  held  a meet- 
ing in  Lincoln,  at  the  University  Club,  on  Febru- 
ary 6th,  to  discuss  plans  for  the  annual  state  con- 
vention to  be  held  in  Lincoln,  May  10th  to  13th. 

Girls  from  Syracuse  and  Nebraska  City  interested 
in  nursing,  along  with  their  mothers,  were  guests 
of  the  Nebraska  City  Medical  Auxiliary  at  a tea  at 
the  High  School,  Tuesday,  January  13th.  All  Otoe 
county  girls  who  told  of  an  interest  in  nursing  as  a 
career,  at  the  career  conference  last  spring,  were 
invited. 
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The  Dawson  county  members  of  the  Nebraska 
Medical  Auxiliary  are  planning  and  working  hard 
on  their  nurse  recruitment  program. 

The  Lexington  members  of  the  auxiliary,  with 
Mrs.  Ray  Wycoff  as  county  chairman  and  Mrs. 
P.  B.  Olson  as  city  chairman,  with  their  commit- 
tee have  established  an  “Upgrading  Course.”  This 
course  has  been  organized  to  improve  the  quality 
of  work  done  by  the  nurses  aides  in  the  Lexington 
hospital. 

A six  weeks  course  is  planned  with  an  average 
of  six  to  eight  hours  per  week  of  actual  instruction. 
A registered  nurse,  Mrs.  Keith  Lowe,  of  Lexington, 
volunteered  to  instruct  this  class  and  also  to  super- 
vise the  nurses  aides  as  they  do  these  procedures 
on  the  floors.  By  cooperation  with  the  hospital 
superintendent,  the  hospital  manager,  and  the  city 
manager,  it  was  arranged  to  pay  Mrs.  Lowe  a salary 
for  her  class  time.  Her  time  spent  in  preparation 
and  in  supervising  the  aides  is,  however,  all  volun- 
teer service. 

There  are  about  eight  women  enrolled  in  the  pres- 
ent class  with  other  classes  planned  whenever  needed 
in  the  future. 

Mrs.  S.  H.  Perry,  Gothenburg  nurse  recruitment 
chairman,  has  organized  a “Future  Nurses  Club” 
with  about  thirty  high  school  girls  as  members. 
They  meet  twice  monthly  in  the  high  school  with 
movies  about  nursing,  guest  speakers,  question  and 
answer  sessions,  tours  to  the  hospital,  and  similar 
projects. 

MRS.  DONALD  F.  PURVIS, 

State  Publicity  Chairman. 


Dr.  Edwin  P.  Deal,  medical  director,  at  the  Ne- 
braska Ordnance  Plant,  and  Mrs.  Deal  extended  an 
invitation  to  the  members  and  ladies  auxiliary  of 
the  Tri-County  Medical  Society,  to  tour  the  plant 
as  their  guests. 

A large  number  of  members  turned  out  for  the 
occasion.  The  party  met  at  the  recreation  hall  where 
they  were  registered,  badged  and  a group  picture 
taken  by  the  plant  photographer. 

After  being  fitted  with  safety  shoes  they  boarded 
the  area  bus  and  were  taken  to  load  line  1.  In  small 
groups  they  were  shown  the  highlights  of  the  line, 
and  each  step  of  the  procedure  in  the  manufacturing, 
loading,  and  shipment  of  bombs  was  explained. 

After  visiting  the  load  line  they  were  escorted 
through  the  plant  hospital.  All  were  very  much 
impressed  by  the  modern  equipment  and  facilities 
offered  plant  employees. 

After  the  tour  was  completed  the  party  were 
guests  at  a cocktail  hour  at  the  home  of  Dr.  and 
Mrs.  Deal  in  the  staff  area. 

Members  expressed  their  appreciation  for  the  op- 
portunity to  visit  the  plant,  and  found  it  most  in- 
teresting. 

The  National  Gypsum  Company  is  the  contracting 
operator  at  the  Ordnance  Plant. 


DOCTOR  . . . Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Know  Your 
Blue  Shield  Plan 

In  accordance  with  recommendations  of  the 
House  of  Delegates  of  the  Nebraska  State  Medical 
Association,  the  Nebraska  Blue  Shield  Board  is  con- 
sidering the  offering  of  a new,  higher-schedule  mem- 
bership contract.  It  is  proposed  that  the  benefit 
payments  and  premium  rate  would  be  approximately 
fifty  per  cent  higher  than  the  payments  and  rate 
for  the  current  contract,  and  the  income  limits  for 
service  benefits  would  be  $3,600  (single)  and  $5,000 
(family).  This  contract  would  not  replace  the  pres- 
ent one  but  would  be  offered  as  an  alternate  con- 
tract. 

All  officers  of  Nebraska  Blue  Shield  were  re- 
elected at  the  annual  meeting  held  January  27.  They 
are:  Dr.  Arthur  J.  Offerman,  President;  Dr.  Donald 
B.  Steenburg,  Vice  President;  E.  K.  McDermott,  Sec- 
retary, and  Arthur  L.  Coad,  Treasurer.  Reelected 
to  the  Board  of  Directors  for  three-year  terms  were: 
Dr.  Howard  B.  Hunt,  Dr.  Glen  E.  Peters  and  Dr. 
Edmond  M.  Walsh.  Newly  elected  to  the  Board  was 
Dr.  John  E.  Courtney. 

As  a result  of  negotiations  between  unions  and 
management,  employees  of  the  “Big  Four”  meat 
packing  houses  are  now  covered  by  a new  hospital 
and  medical-surgical  health  insurance  program. 
Eligible  employees  of  Swift  and  Company  are  en- 
rolled in  Blue  Cross-Blue  Shield,  and  employees  of 
Armour  and  Company,  Cudahy  and  Wilson  and  Com- 
pany are  covered  by  commercial  companies.  Under 
the  special  coverage,  scheduled  payments  for  a few 
of  the  common  procedures  are  as  follows:  Appen- 

dectomy, $150.00;  cholecystectomy,  $180.00;  colec- 
tomy, $200.00;  tonsillectomy  and  adenoidectomy 
(over  age  12),  $60.00,  (under  age  12)  $35.00;  her- 
niorrhaphy (bilateral),  $175.00.  Benefits  for  In- 
Hospital  .Medical  Care  are  $10.00  for  the  first  day 
and  $3.00  a day  for  the  following  69  days  - — or  70 
days’  benefits  for  each  admission. 

“The  stable  future  of  Blue  Shield  lies,  not  in  ac- 
cepting members  indiscriminately,  but  in  convincing 
the  public  that  Blue  Shield — “The  Doctors’  Plan” — 
is  the  best  there  is,  and  that  when  a better  medical 
care  plan  is  designed,  the  doctors  will  design  it.  The 
1950’s  are  the  decade  when  the  great  issue  of  the 
commercially  minded  programs  versus  doctor-con- 
trolled medical  care  plans  will  be  decided  for  all 
time,  and  every  physician  has  to  make  up  his  mind, 
NOW,  whether  the  stake  is  high  enough  to  merit 
his  very  careful  attention  to  Blue  Shield  public  rela- 
tions. Those  of  you  who  grasp  the  significance  of 
the  straggle  can  exert  enormous  influence,  not  only 
in  the  way  you  handle  the  worried  low-income  mem- 
bers of  UMS  (New  York  Blue  Shield  Plan)  but  also 
in  social  contacts  you  have  with  business  leaders  in 
your  community.”  (Ezra  A.  Wolff,  M.D.,  Westchest- 
er Medical  Bulletin,  August,  1953). 


By  no  tests  can  completely  refined  sugar  made 
from  cane  be  distinguished  from  beet  sugar. 


March.  1954 


119 


Deaths 

E.  Fred  Carr,  M.D.,  Stapleton.  Doctor  E.  Fred 
Carr  died  on  January  29,  1954,  at  St.  Maiy’s  Hos- 
pital in  North  Platte,  at  the  age  of  seventy-two 
years.  He  had  practiced  medicine  in  Stapleton  for 
forty-two  years.  The  doctor  is  survived  by  his  wife, 
Irene;  two  sons,  Harold  H.  of  Denver  and  Frederick 
D.  of  North  Platte;  a daughter,  Mrs.  Audrey  C. 
Miller  of  Lincoln;  a brother,  two  sisters,  and  five 
grandchildren. 

Frank  Patrick  Golden,  M.D.,  Chadron.  Doctor 
Golden  died  at  his  home,  at  the  age  of  seventy-two 
years,  on  November  29,  1953.  A graduate  of  Creigh- 
ton University  Medical  School  in  1914,  the  doctor 
also  studied  at  Rush  Medical  College,  Chicago  Post- 
graduate School  and  Hospital,  and  at  Hospital  for 
Ruptured  and  Crippled  in  New  York.  Doctor  Golden 
is  survived  by  his  wife,  Catherine;  two  daughters, 
Kay  Nona  and  Mrs.  Eileen  Williams,  Chadron;  two 
sons,  Charles  and  James,  Chadron,  and  two  grand- 
children. 

Willard  Kingsley  Clark,  M.D.,  Lincoln.  Doctor 
Clark,  a retired  physician,  died  January  20,  1954,  at 
the  age  of  eighty-five  years.  Doctor  Clhrk  had  prac- 
ticed medicine  in  several  Nebraska  and  South  Da- 
kota communities,  but  had  lived  in  Lincoln  since  his 
retirement.  He  is  survived  by  his  wife,  Eunice;  a 
daughter,  Mrs.  Blanche  Bruce  of  Verdigre;  a brother, 
four  grandchildren,  and  four  great  grandchildren. 

Pierre  Schlumberger,  M.D.,  Gibbon.  Doctor 
Schlumberger  died  on  January  1,  at  the  age  of  sixty 
years.  A graduate  of  Creighton  University,  he  had 
practiced  in  Oakdale,  State  Mental  institutions,  and 
finally,  in  Gibbon.  He  is  survived  by  his  wife,  Lu- 
cille; a son,  Phillip,  U.S.  Navy;  one  daughter,  Mrs. 
David  Frohm,  Gibbon;  two  brothers,  a sister,  and 
two  grandchildren. 

William  E.  O’Connor,  M.D.,  Omaha.  Doctor 
O’Connor,  a retired  physician,  died  at  an  Omaha 
hospital,  at  the  age  of  eighty-seven  years,  on  De- 
cember 10,  1953.  He  was  a graduate  of  the  St.  Louis 
University  College  of  Medicine,  in  1896,  and  prac- 
ticed in  Omaha  from  1914,  to  his  retirement,  in 
1950.  The  doctor  is  survived  by  several  nieces  and 
nephews,  one  of  whom  is  Dr.  Fred  E.  Schwertley, 
of  Omaha. 


REPORT  STORAGE  OF  POOLED  BLOOD 
PLASMA  ELIMINATES  DISEASE  RISK 

Storage  of  pooled  blood  plasma  in  liquid  form 
at  room  temperature  for  at  least  six  months  will 
eliminate  most  of  the  risk  of  homologus  serum 
jaundice,  it  was  reported  in  the  current  Journal 
of  the  American  Medical  Association.  Homologus 
serum  jaundice  is  a form  of  jaundice  which  results 
from  the  injection  of  virus  contaminated  human 
blood  products. 

Such  storage  appears  to  eradicate  the  virus  from 
the  plasma,  which  may  be  stored  for  30  months 
without  clinically  significant  alteration,  the  authors 
stated. 

They  based  their  conclusions  on  an  11-year  study 
at  the  University  of  Chicago  Clinics.  A total  of 
11,970  patients  were  observed  for  a least  six  months 
after  their  last  transfusion.  The  pooled  plasma 
employed  was  stored  in  liquid  form  at  room  tem- 


perature for  at  least  six  months  before  use;  none 
was  taken  from  donors  with  a history  of  jaundice 
or  hepatitis  (a  serious  liver  condition). 

“No  homologus  serum  jaundice  occurred  in  the 
group  of  patients  receiving  only  the  liquid  pooled 
plasma  stored  at  room  temperature,”  the  authors 
wrote.  “During  the  same  period,  44  cases  of  homo- 
logous serum  jaundice  developed  in  the  groups  re- 
ceiving whole  blood  alone  or  blood  in  combination 
With  plasma  stored  at  room  temperature. 

“Chemical  studies  of  liquid  pooled  plasma  show 
no  clinically  significant  alteration  after  room  temp- 
erature storage  for  30  months.  Clinical  studies 
reveal  this  plasma  to  be  as  useful  in  the  prevention 
or  treatment  of  shock  or  hypoproteinemia  (abnor- 
mal decrease  in  the  amount  of  protein  in  the  blood) 
as  freshly  prepared  liquid  or  dried  plasma. 

“After  six  to  nine  months  of  room  temperature 
storage,  when  its  virus  activity  has  died  out,  liquid 
plasma  can  be  lyophilized  (dried)  if  desired.  While 
storage  of  liquid  pooled  plasma  for  six  months  at 
room  temperature  provides  a safe,  simple  and  in- 
expensive means  for  the  preparation  of  plasma,  this 
procedure  is  not  adaptable  to  whole  blood.” 

At  the  present  time,  pooled  plasma  usually  is 
dried,  frozen  or  refrigerated.  In  these  pocesses, 
the  viruses  of  contaminated  blood  are  preserved 
indefinitely,  according  to  the  authors.  As  a result, 
homologous  serum  jaundice  develops  in  from  5 to 
22  per  cent  of  the  recipients  receiving  ti-ansfusion, 
they  added. 

The  report  was  made  by  Drs.  J.  Garrott  Allen, 
Daniel  M.  Enerson  and  E.  S.  G.  Barron,  and  Carolyn 
Sykes,  R.N.,  Chicago.  All  are  associated  with  the 
department  of  surgery,  University  of  Chicago. 


In  Viewing  the  VA  Medical  Program  . . . 


Former  VA  Administrator  Frank  Fiines  esti- 
mated that  by  1975  under  existing  VA 
medical  legislation,  approximately  400,000 
hospital  beds  will  be  needed.  Yet  medical 
authorities  are  convinced  the  VA  cannot 
attract  sufficient  medical  personnel  to  staff 
more  than  1 20,000  beds.  The  VA  now  main- 
tains three  times  the  number  of  beds  needed 
for  treatment  of  service-connected  cases. 
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Clinical  Results*  with  Banthine  Bromide 

(Brand  of  Methantheline  Bromide) 


22  Published  Reports  Covering  Treatment  of  1443  Peptic  Ulcer  Patients  with  Banthine 

Comprising  the  reports  published  in  the  literature  to  date  which  give  specific  facts  and  figures  of  the  results  of  treatment 
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Gruelund,  Tobiassen 

26 

26 

21 

5 

16 

4 

6 

8 

6 

12 

McHardy,  Browne,  Edwards 
Marek,  Ward 

162 

162 

136 

12 

11 

3 

1 

14 

9 

7 

129 

Segal.  Friedman,  Watson 

34 

34 

34* 

14 

13 

7 

2 

5 

8 

14 

Brown,  Collins 

117 

99 

117 

97 

7 

8 

5 

8 

55 

9 

8 

40 

Asher 

77 

65 

7 

5 

52 

9 

16 

16 

9 

21 

47 

Rodriguez  de  la  Vega, 
Reyes  Diaz 

5 

4 

5 

4 

1 

3 

2 

Winkelstein 

116 

116 

102 

8 

6 

102 

14 

53 

18 

45 

Hall,  Hornisher,  Weeks 

18 

18 

18 

11 

1 

6s 

18 

Maier,  Meili 

38 

38 

24 

14® 

27 

7 

47 

10 

2 

5 

21 

Meyer,  Jarman 

25 

18 

25 

21 

4 

25 

Poth,  Fromm 

37 

37 

37 

33 

3 

1 

33 

3 

1 

Plummer,  Burke,  Williams 

41 

41 

41 

36 

5 

38 

3 

McDonough,  O'Neil 

104 

100 

104 

63 

10 

31 

11 

4 

11 

89 

Bioders 

60 

60 

58 

1 

1 

35 

19 

6 

10 

1 

49* 

Legerton,  Texter,  Ruffin 

11 

11 

11 

11 

Holoubek,  Holoubek, 
Langford 

76 

69 

76 

35 

27 

10 

4 

10 

26 

10 

36 

Ogborn 

42 

39 

2 

1 

429 

42 

Shaiken 

48 

48 

48 

33 

10 

3 

2 

33 

10 

3 

Johnston 

145 

145 

145 

143 

2 

2 

143 

2 

Rossett,  Knox,  Stephenson 

146 

141 

5 

146  * 

410 

53 

93 

TOTALS 

1443 

968 

1380 

17 

8 

38 

1142 

132 

131 

12 

26 

54 

552 

52 

179 

634 

PERCENTAGES 

67.8 

95.6 

1.2 

0.6 

2.6 

81.3 

9.4 

9.3 

3.7 

70.5 

6.6 

22.9 

1.  Not  included  in  tabulations.  6.  Two  with  symptoms  only;  no  demonstrable  ulcer. 

2.  Included  in  "Relief  of  Symptoms"  as  "Poor"  and  7.  Three  were  psychopathic  patients  and  one  had  a ventricular  ulcer  of  the  lesser  curvature. 

in  "Evidence  of  Healing”  as  "None."  8.  Roentgen  findings  after  treatment  period  of  two  weeks;  forty-seven  had  duodenal  deformity. 

3.  Four  had  no  symptoms  when  Banthine  therapy  was  begun.  9.  All  returned  to  work  within  a week. 

4.  Of  which  seven  were  penetrative  lesions  and  five  partially  obstructive.  10.  In  these  four,  after  relief  of  symptoms,  Banthine  was  discontinued 

5.  No  symptoms  were  present  in  four.  because  of  urinary  retention. 

During  the  past  three  years,  more  than  250 
references  to  Banthine  therapy  in  peptic  ulcer 
and  other  parasympathotonic  conditions  have 
appeared  in  medical  literature.  Of  these  re- 
ports, 22  have  presented  specific  facts  and 
figures  on  the  results  of  treatment  in  a total  of 
1,443  peptic  ulcer  patients,  67.8  per  cent  of 
whom  were  reported  as  chronic  or  resistant 
to  other  therapy.  These  results  are  tabulated 
above  and  show: 

'’''Good”  relief  of  symptoms  was  obtained  in 
81.3  per  cent  of  the  1,405  patients  on  whom 
reports  were  available. 

"Complete”  evidence  of  healing  was  ob- 
tained in  70.5  per  cent  of  the  783  patients  on 
whom  reports  were  available. 

In  all  but  9.3  per  cent,  relief  of  pain  was 
"good”  or  "fair.”  In  all  but  22.9  per  cent,  evi- 
dence ofhealing  was  "complete”  or  "moderate.” 


During  treatment,  26  patients  required 
surgery  or  developed  complications  other 
than  ulcer  which  required  discontinuance  of 
the  drug  before  results  could  be  evaluated. 

Of  the  remaining  1,417  patients,  only  3.7 
per  cent  experienced  side  effects  sufficiently 
annoying  to  require  discontinuance  of  the  drug. 


*Volume  containing  complete  references,  with  abstracts 
of  39  additional  reports,  will  be  furnished  on  request  by 

G.  D.  Searle  8c  Co. 

P.  O.  Box  5110,  Chicago  80,  Illinois 
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TWO  LOCATIONS  - FREE  PRESCRIPTION  DELIVERY 


202  S.  13th— Sharp  Building 


126  N.  13th— Stuart  Building 


PRACTICING  THE  PROFESSION  OF  PHARMACY 


We  I IMOfll  M SPLINT  & BRACE 


SHOP. . 


Jack  O.  Casey,  Owner 

We  Make  and  Repair  All 
Types  of  Braces  and  Splints 


PROMPT  SERVICE 


1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 


! 

1 

I 

i 


3 


: 


: 


I 

4- 


T 

When  You  Need  Medication  | 

for  Patients  in  Northeast 

Lincoln , Call  j 

Mayo  Drug  Co.  ! 

“The  Drug  Store  on  the  Corner”  I 

Phone  6-2353  2700  North  48th  1 

— We  Deliver  — ii 

(Serving:  Our  Community  for  30  Years) 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding:  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building:, 
Lincoln  8. 


FOR  RENT  — Physician’s  residential  office. 
New  building-,  air  conditioned,  private  entrance,  re- 
ception, alcove,  three  examining  rooms,  laboratory 
and  private  office.  Write  Drs.  Seberg  & Seberg, 
515  West  9th  Street,  Hastings,  Nebraska. 


NEBRASKA  — Lucrative,  well-established  Eye- 
Ear-Nose-Throat  practice  for  sale,  location  thriving 
industrial  and  farming  community,  available  imme- 
diately, will  introduce.  Owner  wishes  to  retire. 
Write  Box  29,  Nebraska  State  Medical  Association, 
1315  Sharp  Bldg.,  Lincoln,  Nebraska. 


FOR  SALE  — 3 rooms  of  used  office  equipment 
including  x-ray  and  tank,  diathermy,  electro  surgical 
equipment,  operating  and  examining  tables,  etc. 
Price  $1,500.00.  Box  30,  Nebraska  State  Medical 
Association,  1315  Sharp  Bldg.,  Lincoln,  Nebraska. 


FOR  SALE  — Complete  25-bed  hospital  equip- 
ment including  drags,  supplies,  kitchen  appliances 
and  3-station  call  system.  A bargain  for  a small 
community  hospital  at  $14,000.00  F.O.B.,  Sidney,  Ne- 
braska. Possession  December  next  at  latest.  B.  H. 
Grimm,  M.D.,  Sidney,  Nebr. 


ASSOCIATE  DESIRED  in  general  practice  in 
Omaha,  New  clinic  building  fully  equipped.  Even- 
tual partnership.  Write  Box  27,  Nebraska  State 
Medical  Association,  1315  Sharp  Building,  Lincoln, 
Nebraska. 


FOR  LEASE — Brick,  air  conditioned  building  to 
be  constructed  at  Normal  and  South  Streets.  Doc- 
tor’s quarters  available  approximately  40x60-ft. 
Ample  parking  space  available.  Will  build  to  suit  j 
tenant.  Write  Box  28,  Nebraska  State  Medical  As- 
sociation, 1315  Sharp  Building,  Lincoln,  Nebraska. 


A NEW  EXHIBIT 

“The  Physician’s  Responsibility  in  Highway  Ac- 
cidents”— calls  the  doctor’s  attention  to  the  fact 
that  he  should  warn  patients  about  the  dangers  of 
driving  while  under  the  influence  of  sedatives,  anti- 
histamines or  anticonvlusive  drags.  For  profession- 
al showings  only,  this  exhibit  may  be  booked  through 
the  AMA’s  Bureau  of  Exhibits. 


Columbus  introduced  sugar  cane  culture  to  the 
Americas. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing-  its  advertisers 
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<2)on  fey  - Stall  1 


Has  Been  Serving 
Both  the  Physicians 
and  Hospitals  of 
Nebraska  for 
32  Years. 


♦ ♦ ♦ 
♦ ♦ 

♦ 


°Ur,n8  Th°*  Ws  of 

JEASANT  ASSOC, at, on 

Ve  en  ChM'y  'n-eres,ed 

ln  Presenting  yQu 

RELIABLE  merchandise 

AN^  SERVICE 

at  a Reasonable  Pr/ce  ,,  . 

r,ce-  Thls  Shall 

Continue  to  be  Our 

^s/ness  Course 

P'ea«  Cal,  on  Us  for 

We  Ca  n y Service 

rak  r ^ y-riy 
for  p,  H°ndreds  <*  Detai,s 

hyS,Cians  Thai  Are„., 
wifh  ^ 

for  A"  Physicians, 


Donley-Stahl  Company,  Ltd. 

'‘The  Hospital  and  Physicians  Supply  House” 

1331  "N"  Street  — Lincoln,  Nebraska 
Phone  2-3248 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company, 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 


MANAGING 

AGENTS 


Btiilding 


LINCOLN, 

NEBRASKA 


Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


More  than  half  of  the  Sharp  Building  is  designed  for  and  occupied 
by  leading  physicians  and  dentists  serving  families  throughout  Ne- 
braska and  the  Missouri  Valley. 


Lincoln's  Largest  Office  Building  and  Medical  Center 


560  Car  Spaces 

You  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


and 


CAR-PARK 


For  the  convenience  of  physicians, 
dentists  and  their  patients. 


Close  to  Lincoln's  department 
stores,  theaters  and  leading  hotel. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties:  Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City ; Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax.  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties : Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry,  Keyapaha.  Brown.  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup.  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawea. 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix. -Dak. -Th. -Wayne  (4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (17) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Fillmore 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebraska  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


PRESIDENT  SECRETARY 

George  L.  Pinney,  Hastings C.  R.  Holm,  Hastings 

W.  J.  Reeder,  Cedar  Rapids Z.  R.  Boyd,  Albion 

W.  L.  Howell,  Hyannis J.  Wendell  Ford,  Hemingford 

R.  O.  Johnson,  Kearney R.  D.  Johnson,  Kearney 

L.  E.  Sauer,  Tekemah J.  G.  Allen,  Tekamah 

L.  J.  Ekeler,  David  City D.  E.  Burdick,  David  City 

L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

R.  P.  Carroll,  Laurel D.  O.  Craig,  Winside 

R.  B.  Rundquist,  Chappel James  Thayer,  Sidney 

. Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

,L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

R.  L.  Blair,  Broken  Bow G.  T.  Erickson,  Broken  Bow 

S.  H.  Perry,  Gothenburg- M.  J.  Ayres,  Gothenburg 

_C.  C.  Nelson,  Fremont R.  C.  Byers,  Fremont 

_C.  F.  Ashby,  Geneva V.  V.  Smrha,  Milligan 

Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Paul  Martin,  Ord Robert  J.  Fox,  Spalding 

. J.  C.  Nelson,  Wymore V.  L.  Branson,  Beatrice 

R.  E.  Berner,  Ogallala R.  L.  Thompson,  Grant 

H.  C.  Anderson,  Gr.  Island A.  G.  Gilloon,  Gr.  Island 

D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

,U.  C.  Bastlett,  Alma- L /.  G.  Agee,  Alma 

H.  J.  Panzer,  Bassett J.  E.  Ramsay,  Atkinson 

A.  H.  Holm,  Wo  1 bach E.  C.  Hanisch,  St.  Paul 

I.  D.  Huges,  Fairbury K.  J.  Kenney,  Fairbury 

L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

O.  J.  Callaghan,  North  Platte J.  C.  Baker,  North  Platte 

Val  C.  Verges,  Norfolk Francis  Bulawa,  Norfolk 

A.  D.  Brown,  Central  City Lee  C.  Holmes,  Central  City 

Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Ben  C.  Bishop,  Crawford Roy  G.  Brown,  Crawford 

C.  J.  Mason,  Superior A.  I.  Webman,  Superior 

A.  J.  Offerman,  Omaha J.  B.  Christensen,  Omaha 

W.  C.  Ramacciott,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Walter  Reiner,  Holdrege Wm.  S.  Bivens,  Holdrege 

E.  N.  Heiser,  Columbus. E.  G.  Brillhart,  Columbus 

H.  S.  Eklund,  Osceola C.  L.  Anderson,  Stromsburg 

W.  D.  Ketter,  Falls  City W.  E.  Shook.  Shubert 

C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Ivan  M.  French,  Wahoo Stephen  E.  Wallace,  Wahoo 

S.  P.  Wiley,  Gering. Wm.  Holmes,  Scottsbluff 

R.  M.  Herpolsheimer,  Seward James  R.  Frans,  Milford 

J.  H.  Donaldson,  Jr.,  McCook O.  H.  Morgan,  Jr.,  McCook 

F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

J.  S.  Bell,  York B.  N.  Greenberg,  York 
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EDITORIAL 


SOCIAL  SECURITY 


PUBLIC  RELATIONS 


Doctors,  like  all  other  citizens,  should  be  aware 
of  the  following  facts: 

— Over  $7  billion  was  spent  by  the  Federal  Gov- 
ernment for  Social  Security,  health,  and  welfare, 
in  1953. 

— A recipient  of  the  meager  old  age  benefits 
must  sacrifice  his  benefits  if  he  earns  more  than 
$75  per  month  in  his  effort  to  supplement  them. 

— An  alien  working  in  the  United  States  may 
become  eligible  to  receive  maximum  benefits  of 
$85  per  month  by  paying  as  little  as  $81.  He  may 
then  return  to  his  home  land,  marry,  raise  a family, 
and  receive  these  benefits  for  himself  and  family 
for  life.  He  may  do  this  with  no  restriction  on 
his  earnings. 

— Between  1940  and  1953,  the  number  of  recip- 
ients of  OASI  benefits  living  abroad  increased  from 
ICO  to  30,145. 

— Over  six  million  persons  paid  Social  Security 
taxes  and  died  without  receiving  any  benefits. 

— Over  half  a million  aged  persons  receive  the 
minimum,  $25  monthly,  and  only  53,000  receive 
$85. 

Do  you  want  Socialy  Security? 


The  editor’s  file  of  PR-material  grows  by  leaps 
and  bounds  with  material  received  from  the  Amer- 
ican Medical  Association  and  other  sources.  The 
Sunday  preceding  each  Mid- Winter  session  of  the 
AMA  is  devoted  to  discussions  of  Public  Relations. 
Our  State  Association  has  a Public  Relations  Com- 
mittee, but  a review  of  the  reports  made  to  the 
Board  of  Councillors  shows  that  sixteen  of  the  twen- 
ty committees  more  or  less  directly  deal  with  Pub- 
lic Relations. 

Talking  and  writing  about  PR  has  become  a 
fetish  with  our  profession,  but  listen  and  look  as 
one  will  he  can  find  almost  nothing  about  the  “real 
McCoy”  of  bad  public  relations — the  few  individual 
doctors  who  subscribe  to  our  Code  of  Ethics  only 
to  disregard  it.  It  is  not  necessary  to  name  the 
few  unethical  practices  that  make  the  whole  profes- 
sion stink  in  the  nostrils  of  the  public.  Any  county 
society  that  has  the  courage  to  punish  the  few 
offenders  can  have  perfect  PR,  and  quickly  regain 
the  public  confidence  that  our  profession  deserves. 
Half  a page  could  contain  all  that  need  be  written 
about  PR. 
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THE  MYTHICAL  INCREASE  OF 
BRONCHOGENIC  CARCINOMA 

(Guest  Editorial) 

The  supposed  increase  in  the  incidence  of 
primary  carcinoma  of  the  lung  has  attracted 
so  much  attention  in  the  press  that  it  seems 
in  order  to  examine  this  situation.  It  is 
apparent  that  this  seeming  increase  closely 
parallels  the  recent  advances  in  thoracic  sur- 
gery. Most  published  dogmatic  claims  re- 
garding this  increase  are  made  on  the  basis 
of  surgical  material.  Many  of  these  cases 
represent  the  removal  of  so-called  “coin” 
lesions  from  the  periphery  of  the  lung.  In 
view  of  the  fact  that  there  is  no  characteris- 
tic clinical,  roentgenographic,  or  histological 
picture  of  primary  carcinoma  of  the  lung  it 
is  doubtful  if  such  a diagnosis  is  justifiable. 

A resident  in  pathology  twenty-five  years 
ago  was  taught  that  when  carcinoma  was 
found  in  the  lung  at  autopsy  it  must  be  con- 
sidered metastatic  until  proven  otherwise. 
His  responsibility  was  to  comb  the  body  until 
the  primary  tumor  was  found.  At  the  pres- 
ent time  when  a resident  in  pathology  en- 
counters carcinoma  in  the  lung  he  is  apt  to 
consider  it  primary  until  he  can  prove  it 
metastatic.  Other  organs  involved  with  tu- 
mor are  then  apt  to  be  considered  the  seat 
of  metastatis.  Microscopic  examination  of 
tissues  is  not  the  final  answer,  except  in 
special  tumor-types  such  as  malignant  ne- 
phroma, etc.,  since  there  is  no  characteristic 
microscopic  picture  of  primary  carcinoma  of 
the  lung. 

In  earlier  publications  on  this  subject, 
squamous  cell  carcinoma  of  the  lung  was 
rather  uncommon,  but  present  day  series 
nearly  all  show  a preponderance  of  this  his- 
tological type.  It  seems  rather  obvious  that 
many  of  these  so-called  squamous  cell  car- 
cinomas of  the  lung  are  actually  metastatic 
lesions  arising  from  an  undiscovered  pri- 
mary focus.  The  time  may  come  when  this 
will  be  accepted  just  as  squamous  cell  car- 
cinomas in  the  neck  area  are  now  accepted 
as  being  secondary  to  some  distant  primary 
tumor  even  though  the  primary  lesion  may 
be  impossible  to  find. 

The  question  of  actual  increase  of  primary 
carcinoma  of  the  lung  was  debated  as  early 
as  1930.  At  that  time  all  the  autopsy  ma- 
terials from  the  files  of  the  University  of 
Minnesota  was  reviewed  and  no  actual  in- 
crease was  demonstrated.  It  was  then  the 
fad  to  blame  the  fumes  from  exhaust  pipes 
of  automobiles,  rather  than  cigarettes,  for 


the  suspected  increase.  It  seems  highly  prob- 
able that  one  theory  is  just  about  at  tenable 
as  the  other. 

Those  who  believe  there  is  an  increase  in 
the  incidence  of  this  tumor  point  out  that 
such  masters  of  gross  pathology  as  Rokitan- 
sky and  others  rarely  found  this  lesion.  It 
should  be  remembered,  however,  that  cor- 
onary disease  was  almost  unknown  until 
1921,  when  Herrick  first  described  it.  Mis- 
interpretation of  pulmonary  pathology  may 
have  occurred  as  frequently  in  those  days 
as  did  that  of  cardiac  pathology. 

It  is  felt  that  the  incidence  of  primary 
carcinoma  of  the  lung  would  fall  to  what 
has  always  been  considered  normal  levels  if 
all  published  data  on  this  type  of  tumor 
were  limited  to  autopsied  material.  It  would 
also  help  to  flatten  out  the  incidence  curve 
if  any  malignant  neoplasm  found  in  the  lung 
would  be  considered  metastatic  until  proven 
otherwise  by  autopsy.  At  the  present  time 
there  is  no  more  knowledge  concerning  the 
etiology  of  primary  carcinoma  of  the  lung 
than  there  is  any  other  type  of  carcinoma. 
There  is  just  as  much  rationale  in  filtering 
automobile  exhaust  pipe  smoke  as  there  is  in 
filtering  cigarette  smoke,  j marshall  neely 
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average 

length  of  stay  in  VA  hospital 

TB 

Average 

(days) 

205.8 

World  War  II 
(days) 

203.6 

World  Wor  1 
& Other  (days) 

210.2 

NP 

178.3 

89.2 

430.6 
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30.8 

23.5 

42.5 

The  average  length  of  stay  in  VA  hospitals 
for  World  War  I veterans  is  considerably 
greater  than  for  World  War  II  veterans, 
which  now  comprise  76%  of  the  total 
veteran  population.  The  greatest  pressure  is 
yet  to  be  exerted  on  VA  hospitals  as  World 
War  II  veterans  grow  older  and  require 
increased  medical  care  for  disabilities  un- 
related to  military  service. 
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Uses  and  Abuses  of 

Antibiotics  in  the 
Surgery  of  Trauma* 


Doctor  Rantz  first  refers  to  the  enormous  amounts 
of  antimicrobial  agents  used  in  the  United  States,  then 
calls  attention  to  the  emergence  of  resistant  strains  of 
bacteria,  and  to  the  occurrence  of  infections  by  or- 
ganisms that  are  relatively  new  and  unusual.  The 
author  then  dwells  at  length  on  the  concept  of  super- 
infection, and  the  probable  underlying  reasons  for 
its  occurrence.  Synergism  and  antagonism  between 
the  various  antibiotic  drugs,  and  the  rationale  of  their 
use  are  discussed. 

EDITOR 

Few  physicians  are  fully  aware  of  the 
truly  enormous  quantities  of  antibiotics  that 
are  prescribed  in  America  today.  Penicil- 
lin, at  the  present  time,  is  being  manufac- 
tured at  a rate  of  approximately  35f)  tons 
per  annum.  This  is  sufficient  of  this  ma- 
terial to  p r o v i d e one  three-million-unit 
course  of  this  drug  to  every  living  Ameri- 
can each  year.  In  addition,  250  tons  of 
streptomycin  and  250  tons  of  the  broad 
base  antibiotics,  aureomycin,  terramycin 
and  chloramphenicol  are  used.  This  is  the 
equivalent  of  20  million  average  10-gram 
courses  of  the  latter  drugs  and  300  million 
one-gram  doses  of  the  former. 

Regardless  of  the  precise  subject  under 
discussion,  it  is  appropriate  to  determine 
whether  the  use  of  these  enormous  quanti- 
ties of  these  potent  drugs  has  had  any  im- 
pact on  infectious  disease,  and  on  medical 
practice.  As  the  result  of  investigations  in 
the  last  three  or  four  years  it  has  become 
apparent  that  important  changes  are  occur- 
ring. 

The  first  of  these  has  been  the  emergence 
of  a variety  of  bacteria  resistant  to  the  ac- 
tion of  one  or  more  of  these  drugs  as  com- 
mon causes  of  disease.  These  organisms 
have  appeared  in  two  general  patterns.  One 
of  these  is  the  development  of  resistant  mic- 
roorganisms that  originally  were  sensitive 
to  the  action  of  these  agents.  Most  of  you 
are  probably  familiar  with  the  fact  that  few 
staphylococci  isolated  today  from  human  in- 
fections are  sensitive  to  the  action  of  pen- 
icillin. In  1943,  90  to  95  per  cent  of  these 

*Read  before  the  Annual  Convention  of  the  Nebraska  State 
Medical  Association,  May  12,  1953. 
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organisms  were  inhibited  by  0.2  of  a unit  of 
penicillin.  Today,  50  to  90  per  cent,  depend- 
ing on  the  precise  group  of  patients  that  you 
study,  have  organisms  that  grow  well  in  the 
presence  of  from  1 to  1,000  units  of  penicil- 
lin per  c.c.  of  culture  medium.  There  can 
be  no  question  that  this  is  the  direct  re- 
sult of  selection  — the  exposure  of  these 
organisms  to  penicillin  — since  it  has  been 
shown  that  in  areas  in  which  this  drug  has 
not  been  widely  used  staphylococci  are  still 
sensitive  to  its  action.  In  addition  to  this, 
other  organisms  are  also  demonstrating  an 
ability  to  become  resistant  to  other  anti- 
biotics. 

Several  groups  of  investigators  have  dem- 
onstrated an  increasing  frequency  of  occur- 
rence of  aureomycin-  and  terramycin-resit- 
ant  staphylococci.  In  our  clinic  only  about 
50  per  cent  are  now  sensitive  to  these 
agents.  Similar  but  less  striking  changes 
have  been  demonstrated  for  E.  coli,  proteus, 
and  Stf.  faecalis. 

In  addition  to  these  organisms  that  have 
previously  been  sensitive  and  are  now  resist- 
ant, we  are  also  becoming  increasingly  fa- 
miliar with  diseases  caused  by  organisms 
which  were  previously  almost  unknown  in 
medicine.  Most  important  of  these  are  the 
pigment-producing  gram-negative  bacilli  of 
the  pseudomonas  group.  These  now  occur 
in  many  situations,  particularly  as  infec- 
tious agents  in  all  sorts  of  injuries  and 
wounds  which  have  been  exposed  to  the  ex- 
ternal environment.  They  are  also  a com- 
mon cause  of  pulmonary  infection  in  anti- 
biotic-treated patients.  In  addition  to  these, 
we  are  seeing  more  and  more  infections  by 
organisms  which  were  completely  unknown 
ten  years  ago,  and  without  detailing  them  at 
the  present  time,  they  involve  a wide  variety 
of  gram-negative  bacilli  and  unusually  var- 
ied types  of  micrococci. 
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SUPERINFECTION 

A second  aspect  of  widespread  use  of 
antimicrobial  agents  .has  been  the  appear- 
ance of  an  entirely  new  type  of  infectious 
disease  which  is  called  superinfection.  By 
this  term  we  simply  mean  the  introduction 
of  new  agents  as  a cause  of  infection  in  in- 
dividuals who  have  previously  been  infected 
with  some  other  organism.  No  doubt  this 
has  happened  before  there  were  antibiotics, 
but  it  must  have  been  an  unusual  event. 
Now  it  is  a commonplace,  and  in  some  situa- 
tions it  occurs  inevitably. 

Superinfection  may  occur  under  various 
circumstances.  It  may  occur  in  the  same 
area  of  the  body  in  which  the  original  in- 
fection occurred,  or  in  another  one. 


ly.  We  have  had  several  deaths  in  our 
own  hospital  within  the  past  year  as  a re- 
sult of  this  disease  pattern. 

Figure  1 summarizes  the  course  of  an  in- 
dividual admitted  to  a hospital  with  a coli- 
form  infection  of  the  urinary  tract,  and  with 
positive  blood  and  urine  cultures.  She  was 
treated  with  penicillin  and  streptomycin, 
with  a prompt  and  expected  fall  in  tempera- 
ture, and  sterilization  of  the  blood ; but  the 
treatment  was  withdrawn,  there  was  a re- 
lapse, and,  on  admission  to  our  hospital, 
blood  cultures  were  again  positive  as  was 
the  urine  culture.  Treatment  was  given  with 
terramycin  and  streptomycin,  a combination 
which  I would  not  normally  recommend. 
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Figure  1 — Fatal  Staphylococcal  Superinfection  Complicating  E.  Coli  Pyelonephritis. 


Perhaps  the  outstanding  single  example 
of  superinfection  is  in  relation  to  disease  of 
the  urinary  tract.  Here,  unless  obstruction 
or  other  disturbances  to  the  free  flow  of 
urine  can  be  eliminated,  a patient  treated 
with  an  antimicrobial  agent  will  inevitably 
have  superinfection  within  a short  period  of 
time.  I present  an  example  of  such  a case, 
not  particularly  bearing  on  traumatized  in- 
dividuals, but  because  it  is  an  example  of 
a situation  which  now  is  occurrng  frequent- 


There  was  an  improvement,  but  within  two 
days  Staph,  aureus  appeared  in  the  blood, 
in  the  urine,  in  metastatic  necrotic  skin 
lesions  and  in  pure  culture  in  the  feces. 
There  followed  a rapid  deterioration  and 
death.  This  patient,  who  had  an  ordinary 
pyelonephritis  which  was  apparently  re- 
sponding well  to  treatment,  died  mainly  be- 
cause of  an  intensely  streptomycin-penicil- 
1 in-resistant  Staphylococcus  aureus  sepsis, 
complicated  by  Staphylococcus  enteritis. 
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Such  infections  may  occur  in  the  lung, 
and  of  course  in  all  types  of  wounds.  It  is 
important  to  try  to  avoid  superinfection,  al- 
though the  secondary  infection  may  not 
significantly  alter  the  conduct  of  the  case. 
It  is  completely  impossible  to  prevent  it  in 
wounds  that  remain  open  to  the  air. 

Another  form  of  superinfection,  of  which 
we  have  begun  to  be  conscious  recently,  is 
acute  staphylococcic  gastroenteritis.  This 
may  occur  in  any  patient  receiving  aureomy- 
cin,  terramycin,  and  possibly  in  patients  re- 
ceiving penicillin  and  streptomycin  combina- 
tions. It  is  associated  with  the  develop- 
ment of  acute  diarreheal  disease,  and  must 
be  guarded  against  and  watched  for  very 
carefully.  The  case  above  (Fig.  1)  is  an  ex- 


hors  a sterile  surface,  and  other  organisms 
are  permitted  to  come  in.  How  the  normal 
flora  prevents  this,  is  unknown. 

The  recognition  of  superinfection  requires, 
first,  an  understanding  of  who  is  likely  to 
become  superinfected.  Most  healthy  people 
under  treatment  for  simple  primary  infec- 
tions, such  as  pneumococcic  pneumonia,  do 
not  develop  superinfections.  Superinfection 
occurs  in  very  special  groups  of  people:  in 

babies,  in  old  people,  in  diabetics,  and  in 
others  who  are  already  sick,  but  particularly 
in  sick  diabetics,  in  people  with  obstructive 
uropathy,  in  alcoholics,  and  in  those  who 
have  been  injured.  Injury,  like  other  ill- 
nesses, always  sets  the  stage  for  the  de- 
velopment of  serious  infectious  disease.  The 
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Figure  2 — Diagram  Illustrating  Course  of  Patient  in  Whom  Superinfection  Occurs. 


ample  of  this.  If  treatment  with  these 
drugs  is  stopped  at  once,  the  patients  re- 
cover. If  they  are  especially  ill,  they  may 
die  very  quickly. 

We  do  not  understand  why  these  super- 
infections are  occurring  so  frequently,  but 
it  is  widely  believed  that  it  is  the  result 
of  the  suppression  of  the  ordinary  bacteria 
that  would  be  present  in  the  throat,  the 
bowel,  the  wound,  or  elsewhere.  Nature  ad- 


injured  individual  may  have  either  type  of 
superinfection — that  at  the  site  of  the  lesion 
itself  or  at  some  other  place. 

The  recognition  of  these  superinfections 
also  requires  a statement  of  their  clinical 
course.  Here  is  a diagram  of  the  typical 
and  most  characteristic  situation  consider- 
ing only  the  temperature  chart.  (Lower 
curve  — Figure  2.)  There  is  a rapid  im- 
provement when  the  antimicrobial  therapy 
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is  begun,  followed  by  a subsequent  deteri- 
oration. When  this  happens  in  a patient, 
whether  you  are  looking  at  the  temperature 
chart,  the  pulmonary  signs,  the  appearance 
of  a wound,  or  other  clinical  data,  it  is  al- 
most pathonomic  of  superinfection,  and  re- 
quires appropriate  management. 

Much  more  difficult  is  recognition  of 
superinfection  when  no  actual  improvement 
in  the  clinical  state  of  the  patient  occurs. 
(Upper  curve  Figure  2.)  It  is  extremely 
difficult  to  determnie  whether  it  is  due  to 
an  inadequate  response  of  the  patient,  or 
whether  the  superinfection  has  occurred 
precisely  at  the  time  when  improvement 
should  be  expected  and  has  masked  it.  In 
any  patient  in  whom  one  would  anticipate 
an  adequate  response  to  antimicrobial  ther- 
apy, when  that  response  fails  to  occur  you 
can  be  certain  that  the  original  infection 
was  not  responsive  to  the  drug  as  expected, 
or  that  superinfection  is  present. 

In  the  last  analysis  the  recognition  of 
superinfection  requires  the  appropriate  use 
of  bacteriological  procedures.  I recognize 
the  difficulty  of  obtaining  them,  adequately 
performed,  in  many  communities  in  the 
United  States.  Nevertheless,  if  one  is  to 
be  certain  of  what  is  going  on  in  patients 
who  fail  to  improve  under  antimicrobial 
therapy,  one  must  have  some  type  of  ex- 
amination which  will  determine  whether  the 
type  of  infection  which  was  originally 
thought  to  be  present  is  indeed  there.  For 
example,  it  is  impossible  to  know  what  is 
going  on,  without  culture  of  the  blood  or  of 
the  wounded  areas,  in  a patient  who  has 
been  injured  in  some  way,  and  who  begins 
to  improve  under  treatment  with  penicillin 
and  streptomycin,  and  then  develops  an 
abrupt  rise  in  temperature.  It  will  be  im- 
possible to  apply  treatment  unless  o n e 
knows  that  the  escape  at  this  point  is  due, 
let  us  say,  to  some  type  of  superinfection 
with  gram-negative  bacteria  requiring  one 
type  of  drug,  or  is  due  to  staphylococci  re- 
quiring another  type  of  drug.  So  I think, 
rather  than  diminishing  the  need  for  bac- 
teriological procedures,  the  widespread  use 
of  the  antimicrobial  drugs  has  actually  in- 
creased it.  In  laboratories  such  as  our  own 
we  have  recognized  the  fact  that  the  de- 
mand for  bacteriological  procedures  h a s 
vastly  increased,  rather  than  decreased,  over 
that  of  seven  to  eight  years  ago. 

The  major  problem  in  infectious  disease 


investigation  today,  in  the  minds  of  many 
people,  is  the  adequate  study  and  control 
of  resistant  infections,  because  all  of  us  be- 
lieve that  they  will  become  more,  rather 
than  less,  common,  and  the  time  may  very 
well  come  when  the  drugs  we  have  avail- 
able will  no  longer  be  valuable  to  us.  This 
being  the  case,  we  should  be  happy  to  know 
that  commercial  manufacturers  have  made 
every  effort  to  keep  up  with  the  situation, 
and  that  new  antibiotics  are  appearing  on 
the  market  all  the  time.  It  would  not  be 
appropriate  now  to  attempt  to  evaluate  these 
in  any  specific  way,  but  you  are  all  familiar 
with  the  fact  that  polymixin,  bacitracin,  neo- 
mycin, magnamycin  and  erythromycin  have 
all  appeared  on  the  market  within  the  last 
two  or  three  years.  The  production  of  each 
of  these  was  specifically  stimulated  by  the 
need  for  a drug  to  treat  infections  by  some 
one  or  more  of  these  various  resistant  bac- 
teria that  we  have  been  discussing. 

A second  approach  to  this  problem  has 
been  the  use  of  combinations  of  antibiotics. 
These  have  been  utilized,  since  there  were 
more  than  one,  in  an  empirical  fashion.  It 
has  been  done,  I think,  because  physicians 
have  been  inclined  to  feel  that  if  one  of 
these  drugs  is  good,  more  than  one  obvious- 
ly must  be  better,  and  more  than  two  must 
be  better  than  more  than  one.  So  we  tended 
to  give  these  drugs  in  mixtures  of  one  sort 
or  another  without  any  obvious  rationale  at 
all,  and  there  has  been  no  solid  proof,  until 
recently,  that  combinations  were  ever  of 
any  great  value.  The  first  positive  proof 
of  this  came  in  the  field  of  bacterial  endo- 
carditis. Here  it  was  found  that  enterococ- 
cic  endocarditis  would  be  cured  by  adminis- 
tration of  penicillin  and  streptomycin  when 
neither  of  these  drugs  alone  had  any  sig- 
nificant effect  on  the  disease.  This  was 
positive  proof  of  the  phenomenon  known  now 
as  synergism.  It  stimulated  for  the  first 
time  a serious  study  of  the  effect  of  com- 
binations of  various  antibiotics. 

Dr.  Jawetz,  at  the  University  of  Califor- 
nia, h a s presented  certain  philosophical 
points  of  view  which  I think  are  of  value 
to  anyone  regardless  of  the  nature  of  the 
infectious  disease  which  he  plans  to  treat. 
Jawetz  showed  that  if  you  are  going  to  give 
more  than  one  antibiotic  certain  effects  will 
be  attained  in  vitro,  and  in  experimental  an- 
imals, as  well  as  wherever  we  have  been 
able  to  test  this  in  sick  patients.  If  you  re- 
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fleet  on  the  matter  you  will  realize  that  the 
testing-  of  antibiotics  in  patients  is  extreme- 
ly difficult  to  control.  Nevertheless,  one 
important  fact  is  that  you  may  put  two 
antibiotics  in  a test  tube,  or  in  an  animal,  or 
in  a man,  and  nothing-  will  be  gained ; sec- 
ondly, they  may  work  together  and  you  may 
get  an  additive  effect  as  if  you  were  piling 
books  on  top  of  each  other;  thirdly,  you 
may  have  an  antagonistic  effect.  This  has 
been  widely  talked  about  and  editorially 


that  one  may  develop  synergism.  One  can- 
not depend  upon  it  because  from  the  lab- 
oratory investigations  that  are  available, 
synergism  occurs  with  the  individual  organ- 
ism in  a highly  hit-or-miss  way.  The  mem- 
bers of  Group  2 when  combined  together 
produce  purely  additive  effects;  there  is 
no  evidence  of  either  synergism  or  of  antag- 
onism, and  for  that  reason  one  can  hardly 
think  of  a situation  where  it  would  be  desir- 
able to  give  more  than  one  of  these  at  a 
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Figure  3 — System  of  Antibiotic  Combinations  after  Jawetz. 


written  about.  Actually,  it  has  not  yet  been 
demonstrated  to  be  of  any  great  clinical  im- 
portance. Synergism,  however,  is  the  key 
of  all  Dr.  Jawetz’s  work  as  well  as  of  work 
done  by  others,  i.e.,  two  drugs  which  act 
together  much  more  effectively  than  either 
given  separately.  This  is  where  combined 
drugs  may  be  of  great  value — may  actually 
be  life-saving  in  certain  situations. 

Jawetz  has  combined  the  various  drugs 
in  two  groups,  and  insofar  as  we  have  been 
able  to  check  his  work  it  seems  to  be  en- 
tirely adequate.  Erythromycin  has  been 
placed  in  Group  2 on  the  basis  of  our  experi- 
ments. I do  not  know  for  certain  whether 
it  belongs  there  or  not. 

It  is  stated  by  Jawetz,  that  one  may  com- 
bine the  members  of  Group  1 in  any  com- 
bination that  one  wishes  without  any  fear 
of  antagonism,  and  with  substantial  hope 


time.  Thirdly,  if  you  combine  members  of 
Group  1 and  Group  2 you  are  likely  to 
attain  antagonism  of  the  member  of  group 
one.  Occasionally  one  does  find  actual 
synergism  between  members  of  Group  1 and 
Group  2 when  organisms  are  resistant  to 
Group  1 antibiotic. 

What  are  the  actual  conclusions?  First, 
there  is  often  no  reason  for  giving-  multiple 
antibiotics,  because  if  the  disease  can  be 
successfully  managed  with  any  one  of  them, 
particularly  penicillin  or  streptomycin,  then 
obviously  there  is  no  reason  for  giving  more 
than  one. 

Secondly,  if  one  feels  the  need  for  a com- 
bination of  antibiotics,  the  combination 
should  be  made  in  Group  1,  and  not  between 
Groups  1 and  2,  unless  there  is  some  special 
reason  for  doing  so,  possibly  only  with  some 
type  of  laboratory  control. 
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Lastly,  it  points  up  the  very  great  need 
for  some  type  of  laboratory  procedure  which 
will  be  available  for  the  control  of  the  com- 
bined use  of  antibiotics.  A few  laboratories 
are  studying  this  matter,  and  I think  some- 
one will  come  up  with  valid  procedures  for 
this  purpose.  They  certainly  will  be  diffi- 
cult to  carry  out,  and  yet,  if  we  are  to  go 
on  with  the  use  of  antimicrobial  agents,  and 
if  we  are  to  save  lives,  it  is  going  to  be 
absolutely  essential  that  we  understand  ad- 
equately the  use  of  these  combined  agents. 
One  must  recognize  that  if  we  have  ten 
available  antimicrobial  agents,  the  number 
of  possible  combinations  becomes  ten  to  the 
tenth  power.  Out  of  that  vast  number  of 
literally  millions  of  combinations  we  have 
to  find  out  some  way  to  pick  out  those  that 
will  be  the  best  ones  in  all  sorts  of  situa- 
tions. I sincerely  hope  that  enough  people 
will  concern  themselves  with  this  problem 
so  that  we  will  have  definite  clinical  investi- 
gations within  a few  years,  to  guide  us  bet- 
ter than  we  are  now  in  the  use  of  these 
drugs. 

CLINICAL  APPLICATIONS 

Now,  turning  to  the  clinical  applications 
of  all  of  this,  note  first  that  in  all  of  this 
enormous  use  of  antibiotics,  all  of  these  tons 
and  tons  and  tons  of  these  drugs,  one  very 
interesting  fact  stands  out.  It  is  that  there 
are  a considerable  number  of  diseases  in 
which  it  is  quite  obvious  that  these  drugs 
are  valuable.  It  is  also  quite  obvious  that 
practically  none  of  them  is  used  in  the  treat- 
ment of  those  diseases.  Hardly  any  of 
these  drugs  are  used  in  the  treatment  of 
gonorrhea,  of  pneumococcic  pneumonia,  of 
hemolytic  streptoccic  sore  throat,  or  in  any 
of  the  conditions  you  can  think  of  in  which 
they  have  been  specifically  proved  to  be 
highly  effective.  When  they  are  so  used, 
with  proper  bacteriological  study,  the  re- 
sults are  predictable  and  gratifying  indeed. 

When  one  turns  from  the  treatment  of 
such  well  known  infections  to  the  treatment 
of  the  superinfections  we  have  spoken  of, 
the  infections  which  have  occurred  in  in- 
dividuals who  are  under  treatment  with  an- 
tibiotics, then  we  have  a more  difficult  prob- 
lem. These  have  not  been  well  studied.  It 
is  difficult  to  predict  in  advance  how  these 
superinfections  should  be  treated.  One  has 
to  urge  that  some  type  of  bacteriological 
study  be  made,  and  that  the  sensitivity  to 
the  agents  available  be  determined.  If  this 
cannot  be  done,  however,  and  superinfection 


has  occurred  in  the  injured  individual,  or  in 
the  sick  individual,  there  are  certain  funda- 
mental rules  that,  as  far  as  I can  tell,  are 
almost  always  disregarded.  One  of  these 
is  the  fact  that  when  superinfection  occurs 
the  organism  is  always  resistant  to  the 
agent  which  is  at  that  time  being  given, 
and  the  rule  is  to  stop  giving  that  agent 
and  give  something  else.  You  simply  can- 
not go  wrong  with  that  particular  maneu- 
ver. If  the  patient  has  become  ill  under 
treatment,  the  drug  you  are  giving  is  no 
longer  effective,  and  a change  should  be 
made.  In  addition  to  this,  it  would  seem 
desirable  to  stop  the  previous  drug  which 
has  created  the  situation  of  ineffectiveness. 

Now,  of  course,  from  the  standpoint  of 
injured  people,  surgical  patients  of  all  kinds, 
the  principal  use  of  antibiotics  has  been  in 
prophylaxis.  Hardly  any  patient  who  comes 
under  any  surgical  management  is  at  that 
moment  infected.  Patients  requiring  sur- 
gical management  receive  these  drugs  pure- 
ly for  the  purpose  of  preventing  an  infec- 
tion which  has  not  yet  occurred.  This  is  a 
very  interesting  situation  because  it  is  ap- 
parent that  this  use  of  such  a drug  can 
be  studied  only  by  its  failures.  You  never 
know  in  any  prophylactic  regimen  how  suc- 
cessful you  have  been;  you  only  know  how 
unsuccessful.  For  this  reason  it  is  very  easy 
to  persuade  one’s  self  that  one  is  doing  well 
with  any  type  of  regimen  in  which  the  in- 
cidence of  infection  is  low  to  begin  with, 
because  you  may  feel  that  these  drugs  which 
you  are  giving  have  accomplished  more  than 
is  a fact.  It  is,  indeed,  true  that  they  have 
accomplished  certain  things.  The  prophy- 
lactic use  of  these  drugs  has  permitted  cer- 
tain types  of  surgery  which  could  not  be 
accomplished  before,  such  as  intrathoracic 
surgery,  early  closure  of  various  types  of 
trauma,  and  so  on.  In  addition  to  this, 
they  have  often  prevented  generalization  of 
infection,  i.e.,  dissemination  of  infection 
away  from  a local  lesion,  even  though  in- 
fection in  the  traumatized,  operated,  or  oth- 
erwise damaged  area  may  have  occurred. 

It  is  well  to  bear  in  mind  that  there  are 
certain  things  that  such  prophylaxis  cannot 
do.  In  the  first  place,  as  I have  said  once 
or  twice  before,  it  cannot  prevent  the  growth 
of  organisms  in  a wounded  or  injured  area 
which  is  open  to  the  air.  Regardless  of 
how  careful  a surgeon  may  be  in  his  technics 
for  the  management  of  such  local  lesions, 
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organisms  will  be  present  there,  although 
not  necessarily  producing  serious  infection. 

The  second  thing  that  they  cannot  do 
under  any  circumstances  today,  in  a prophy- 
lactic way,  is  to  prevent  the  implantation  of 
Staph,  aureus  in  wounds.  We  must  bear  in 
mind  that  this  is  the  most  important  single 
bacterium  to  cause  infection  in  traumatized, 
infected  areas,  because  it  is  constantly  pres- 
ent, is  able  to  invade  and  damage  uninfected 
tissue,  and  is  very  resistant  to  a wide  variety 
of  antibiotics.  You  may  actually  set  the 


perature,  Staph,  aureus  was  isolated  from 
the  blood,  from  the  foot,  and  from  the  stump 
at  that  time,  and  the  patient  promptly 
died.  This  organism  was  intensely  resistant 
to  terramycin.  This  was  a serious  super- 
infection occurring  in  a patient  receiving  a 
drug  prophylacically,  and  perhaps  gratu- 
itously. Probably  there  was  no  reason  for 
the  patient  to  receive  a drug  which  could 
set  the  stage  for  such  a disaster  as  this. 

Since  prophylaxis  in  the  instances  I have 
cited  is  ineffective,  is  there  any  rationaliza- 
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stage  for  certain  serious  disasters  by  the 
use  of  these  drugs  in  relation  to  this  organ- 
ism when  used  in  a prophylactic  way. 

Figure  4 illustrates  the  course  of  an  in- 
dividual who  was  admitted  to  the  hospital 
because  of  a gangrenous  foot.  Terramycin 
was  given,  largely  as  a suppressive  measure, 
I am  sure,  to  control  the  infection  present 
in  this  foot.  The  blood  and  the  stump  were 
sterile  at  the  time  of  surgery.  Terramycin 
was  continued  after  the  operation  as  a pro- 
phylactic measure.  On  the  fourth  postop- 
erative day  there  was  a rapid  rise  in  tern- 


Following  Amputation  of  a Limb  in  a Patient  Who 

tion  for  its  use?  It  seems  to  me,  and  to 
many  of  my  associates  interested  in  infec- 
tious disease,  that  there  are  a few  simple 
goals.  The  first  of  these  is  simply  to  use 
the  fewest  possible  number  of  drugs.  It 
is  apparent  that  one  should  not  undertake 
prophylactic  regimens  with  a variety  of 
drugs,  given  simultaneously,  since  this  will 
set  the  stage  for  infection,  which,  when  it 
does  occur,  will  be  caused  by  organisms  re- 
sistant to  virtually  all  of  the  agents  that  we 
have  available. 

Certainly  it  seems  to  me  (there  may  be 
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some  difference  of  opinion  about  this)  that 
penicillin  is  the  most  useful  and  satisfac- 
tory drug  for  all  types  of  prophylaxis,  be- 
cause it  will  prevent  development  of  pneu- 
mococcic  pneumonia,  it  is  cheap,  it  is  simple 
to  give,  and  it  is  safe.  It  will  not  prevent 
staphylococcus  infections,  but  probably  there 
is  nothing  else  that  will. 

A third  point,  one  on  which  I think  there 
is  no  disagreement  among  those  of  us  who 
are  interested  in  the  field  of  infectious  dis- 
ease, but  on  which  I find  almost  the  con- 
trary opinion  among  surgeons,  is  that  strep- 
tomycin should  not  be  used  in  these  pro- 
phylactic regimens.  There  is  a reason  for 
this.  Unless  infection  occurs  in  12  to  24 
hours  all  of  the  organisms  in  the  patient 
will  be  streptomycin  resistant.  It  is  re- 
markable how  flora  of  the  human  body  be- 
come resistant  to  this  agent.  That  means 
that  streptomycin  cannot  be  of  value  for 

Is 

Osteopathy 
Still  a Cult?* 

Recommendations  based  on  the  "Cline"  report  to 
the  A.M.A.  House  of  Delegates  in  June,  1953,  make 
it  imperative  that  this  House  decide,  in  June,  1954, 
whether  or  not  we  believe  osteopathy  remains  a 
cultist  healing.  The  author  analyses  the  Cline  report, 
presents  opinions  of  leading  osteopaths,  and  quotes 
statements  from  catalogues  of  five  of  the  six  schools 
of  osteopathy.  It  is  his  belief  that,  based  on  the 
three  sources  indicated  above,  one  must  conclude  that 
osteopathy  remains  a cult. 

EDITOR 

The  question  expressed  in  the  title  of  this 
paper,  “Is  Osteopathy  Still  a Cult,”  merits 
consideration  and  open  discussion  at  this 
timd  because  it  was  introduced  into  the  de- 
liberations of  the  House  of  Delegates  of  the 
American  Medical  Association  in  June,  1953. 
Moreover,  the  House  was  requested  to  de- 
clare that  osteopathy  is  no  longer  a cult, 
and  this  House,  representing  the  medical 
profession  of  the  United  States,  has  com- 
mitted itself  to  decide  this  question  at  its 
June  sessions,  in  1954.  As  Doctors  of  Med- 
icine, as  well  as  members  of  licensing  boards, 
the  constituents  of  the  Federation  must 
have  a keen  interest  in  any  such  decision. 

*Read  before  Federation  of  State  Medical  Boards  of  the 
United  States,  at  Chicago,  Feb.  9,  1954. 


more  than  one  or  two  days,  and  its  contin- 
ued use  over  long  periods  of  time,  week  after 
week,  is  obviously  not  proper. 

Thirdly,  it  seems  to  me  wise  to  avoid  aure- 
omycin,  terramcyin  and  Chloromycetin  in 
prophylactic  regimens,  because  they  set  the 
stage  for  the  same  thing  I have  just  men- 
tioned. All  of  the  staphylococcic  superin- 
fections in  our  clinic  have  been  in  patients 
receiving  aureomycin  and  terramycin. 

Lastly,  if  prophylaxis  is  to  be  carried  out 
as  a means  of  preventing  all  of  these  types 
of  situations,  particularly  those  pertaining 
to  superinfection,  it  seems  that  these  drugs 
must  be  used  for  the  shortest  possible  time 
commensurate  with  adequate  recovery  of  the 
patient,  and  then  withdrawn  permitting  the 
normal  flora  to  reassert  itself  and  the  in- 
cidence of  infection  and  superinfection  to  be 
reduced. 


GEORGE  W.  COVEY,  M.D. 

Lincoln,  Nebraska 

The  question  posed  in  the  title  can  be  as- 
sumed to  imply  the  general  opinion  held  in 
the  past,  by  doctors  of  medicine,,  namely, 
that  osteopathy  has  been  a cult,  and  that  if 
this  status  has  changed  materially,  this 
change  has  not  been  generally  recognized. 
It  is,  therefore,  the  intention  of  the  writer 
to  examine  opinions  derived  from  various 
sources  in  an  effort  to  clarify  the  present 
status  of  this  healing  art.  In  order  to  do 
this,  it  first  becomes  necessary  to  look  into 
the  document  that  raised  this  question, 
namely  Doctor  John  Cline’s  report  to  the 
House  of  Delegates  of  the  American  Med- 
ical Association.  In  examining  this  report, 
only  factual  data  will  be  considered.  We 
will  proceed,  therefore,  to  this  examination. 

The  first  published  data  bearing  on  the 
report  mentioned  above  may  be  found  in  the 
address  of  President  John  W.  Cline  of  the 
American  Medical  Association,  delivered  to 
the  House  of  Delegates  of  that  body  in 
June,  1952.  In  this  address  Doctor  Cline 
broached  the  subject  of  assistance  by  doc- 
tors of  medicine  “in  further  improving  the 
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education  of  students  in  otseopathic  schools.” 
(J.  A.  M.  A.  149:853,  June  28,  1952).  In 
support  of  this  idea  he  presented  the  fol- 
lowing points : 

1.  Recent  discussions  had  taken  place 
between  a committee  from  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion and  a similar  group  from  the  American 
Osteopthic  Association. 

2.  The  group  representing  the  A.  0.  A. 
had  expressed  a desire  for  our  assistance  in 
further  improving  the  education  of  students 
in  schools  of  osteopathy. 

3.  We  can  not  recognize  the  basic  con- 
cept of  osteopathy  as  a valid  method  for  the 
treatment  of  disease. 

4.  Doctors  of  osteopathy  appreciate  this 
fact  and  are  progressively  reducing  the  em- 
phasis on  the  teaching  of  osteopathy  in  fa- 
vor of  instruction  in  medicine  and  surgery. 

5.  Removal  of  the  stigma  of  cultism 
would  hasten  this  process. 

President  Cline  made  recommendations 
based  on  the  points  just  enumerated.  Ac- 
cordingly, a Committee  for  the  Study  of  the 
Relations  Between  Osteopathy  and  Medicine 
was  appointed,  having  Doctor  John  Cline  as 
its  chairman.  Having  reported,  in  due  time, 
to  the  Board  of  Trustees,  Doctor  Cline  was 
asked  to  read  the  report  of  this  committee 
to  the  House  of  Delegates.  Careful  scrutiny 
of  this  lengthy  report  as  published 
(J.A.M.A.  152:  734,  June  20,  1953,)  indi- 
cates that  a fairly  extensive  investigation 
of  osteopathy  in  all  its  facets  was  carried 
out  by  the  committee.  The  following  salient 
points  are  gleaned  from  this  published  re- 
port: 

1.  In  1874,  when  established  by  Andrew 
T,  Still,  osteopathy  “could  be  classified  only 
as  cultist  healing.” 

2.  “The  earlier  schools”  followed  the  dic- 
tums  of  Still. 

3.  Since  that  time  “a  great  evolutionary 
change  has  taken  place  in  osteopathy.” 
There  being  “apparently”  no  historical  ac- 
count of  this  change,  it  is  difficult  to  trace 
and  to  document  as  to  time. 

4.  “Most”  of  the  six  existing  schools  of 
osteopathy  apparently  followed  Still’s  dic- 
tums  at  their  beginning,  but  “at  some  time 
all  departed  from  this  dogma.” 

5.  “As  the  evolution  of  osteopathy  has 
taken  place,  the  concept  of  osteopathy  has 
changed.”  The  committee  found  that  def- 
initions by  various  osteopaths  were  at  var- 


iance with  each  other,  but  “predominant 
opinion  (amongst  those  osteopaths  who 
were  interviewed)  seems  to  stress  that  os- 
teopathy encompasses  the  full  field  of  med- 
icine . . . .” 

6.  “Medicine,  as  we  understand  the  term, 
in  its  various  branches  probably  occupies 
more  than  90%  of  the  instructional  hours 
(in  the  six  osteopathic  schools)”  and  “the 
total  number  of  clock  hours  of  instruction 
in  osteopathic  schools  is  on  the  average 
about  25%  greater  than  ...  in  medical 
schools.” 

7.  Of  the  487  faculty  members  listed  in 
the  six  osteopathic  schools,  273  have  only 
the  degree  of  D.O.  Fifteen  have  the  de- 
gree of  M.D.  The  remainder  have  various 
other  academic  degrees.  The  fifteen  doctors 
of  medicine  teach  in  five  of  the  schools. 
Most  of  them  teach  the  basic  sciences  and 
“some  of  the  M.D.  degrees  were  granted  by 
currently  approved  schools  of  medicine.” 

8.  There  were  1,921  students  in  the  six 
schools  of  osteopathy,  in  1952. 

9.  “The  Committeee  had  no  entirely  sat- 
isfactory method  of  evaluating  the  quality 
of  instruction  in  clinical  subjects”  given  to 
1,921  students  by  fifteen  doctors  of  med- 
icine, only  part  of  whom  received  their  de- 
grees from  currently  recognized  schools  of 
medicine,  and  most  of  whom  were  teaching 
the  basic  sciences. 

10.  The  committee  was  not  in  a position 
to  evaluate  postgraduate  training  of  osteo- 
paths, 'but  noted  that  in  only  two  states  do 
osteopaths  have  access  to  postgraduate 
courses  given  by  state  and  county  medical 
associations,  and  “The  opportunities  for 
doctors  of  osteopathy  to  obtain  postgraduate 
training  are  meager.” 

11.  The  great  majority  of  licensed,  prac- 
ticing ostepaths  are  to  be  found  in  eighteen 
states,  more  than  half  of  them  are  in  four 
states,  namely,  California,  Missouri,  Pennsyl- 
vania, and  Michigan,  and  almost  20  per  cent 
are  in  California. 

12.  The  committee  estimated  that  six 
per  cent  of  the  total  care  of  patients  in  the 
United  States  is  rendered  by  osteopaths, 
yet,  in  another  paragraph,  it  is  stated  that 
“Public  acceptance  of  osteopathy  is  exten- 
sive.” 

13.  “Instruction  in  all  fields  of  medicine 
and  surgery  has  been  given  in  some  osteo- 
pathic schools  for  40  years  and  formally  in 
all  osteopathic  schools  since  1940.” 
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As  a result  of  the  study  made  by  this 
committee,  and  based  largely  on  the  data 
presented  above,  the  Committee  made  sev- 
eral recommendations  to  the  House  of  Del- 
egates, one  of  which  recommendations  is  as 
follows : 

“(1)  The  House  of  Delegates  declare  so 
little  of  the  original  concept  of  osteopathy 
remains  that  it  does  not  classify  medicine 
as  taught  in  schools  of  osteopathy  as  the 
teaching  of  ‘cultist’  healing.” 

All  interested  parties  — unless  it  be  the 
osteopaths  themselves — doctors  of  medicine, 
the  courts,  the  legislature,  and  the  lexico- 
graphers agree  with  the  Committee  that 
osteopathy  was  cultist  healing  at  its  incep- 
tion. Has  there  been,  then,  as  the  Commit- 
tee for  the  Study  of  Relations  Between 
Osteopathy  and  Medicine  avers,  but  admit- 
tedly can  not  document,  a “great  evolution- 
ary change”  in  osteopathy  which  would  com- 
pel us  to  remove  it  from  the  category  of 
cultism  ? 

One  must  admit  that  individual  osteopaths 
like  to  practice  both  osteopathy  and  medi- 
cine. It  gives  them  greater  prestige  and 
more  remuneration  than  osteopathy  alone. 
They  like  to  have  everyone  believe  they  were 
taught  both  osteopathy,  and  medicine  and 
surgery,  because  acceptance  by  the  public 
makes  it  easier  to  support  the  dual  person- 
ality of  such  practice.  Such  belief,  if  estab- 
lished, makes  it  easier  to  gain  privileges 
through  legislation,  and,  if  the  osteopaths  be 
denied  these  sought  after  privileges,  by  the 
legislature  or  by  the  court,  it  may  make 
them  martyrs  in  the  eyes  of  the  public. 
This  is  always  a remunerative  position  in 
which  to  find  one’s  self.  Some  of  these 
considerations  may  explain  why  the  osteo- 
pathic association  has  seemed  less  enthusi- 
astic about  having  the  A.  M.  A.  declare  them 
non-cultists  than  has  the  A.  M.  A.  itself. 
Such  attitude,  however,  is  beside  the  point 
in  trying  to  determine  the  truth  in  this 
matter. 

One  can  find  and  could  quote  a great 
number  of  statements  by  osteopaths  that 
not  only  admit  but  boast  of  their  cultism 
during  the  first  twenty-five  or  thirty  years 
of  this  century.  Not  knowing  just  when  the 
“great  evolutionary  change”  occured,  we  are 
more  interested  in  the  last  quarter  of  a 
century.  We  shall,  therefore,  consider  state- 
ments made,  during  this  time,  by  a few 
of  the  prominent  and  influential  osteopaths. 
Finally  we  will  turn  to  the  latest  catalogues 


from  the  six  osteopathic  schools,  to  leam 
from  them  the  attitude  of  the  teachers  of 
osteopathy. 

In  1935,  George  M.  Laughlin,  D.  O.,  then 
president  of  the  Kirksville  school,  made  the 
following  statement,  to  be  found  in  the 
Journal  of  0 s t e o pa  t h y.  (Quoted  by 
Smith (1).) 

“Then  again  it  is  the  wrong  idea  for  any 
osteopath  to  think  he  is  entitled  to,  or  to 
wish  for,  unlimited  privileges  . . . why 
should  an  osteopath  want  to  practice  medi- 
cine anyway  even  though  he  were  trained 
in  it?  Our  theory  of  the  cause  of  disease 
is  entirely  inconsistent  with  the  theory  of 
disease  from  the  drug  practitioner’s  stand- 
point and  our  theory  of  treatment  of  disease 
is  an  entirely  different  philosophy.” 

A statement  by  the  President  of  the 
American  Osteopathic  Association  made  in 
the  course  of  his  annual  address  at  the  1946 
meeting  of  the  Association  conveyed  the 
following  illuminating  words:  (Quoted  by 

Smith(1).) 

“There  is  a growing  and  marked  tendency, 
and  rightly  so,  to  speak  of  the  science  of 
osteopathic  medicine  as  distinguished  from 
allopathic  medicine  ; . . But  woe  unto  us  if 
we  scorn  the  ladder  by  which  we  have 
arisen,  for  then  we  will  have  thrown  away 
our  birthright  and  cast  to  the  winds  that 
great  principle  which  is  our  heritage  . . . 
the  mechanical  basis  of  health.” 

In  September,  1952,  there  appeared  an 
editorial  in  the  Journal  of  the  American 
Osteopathic  Association  (Vol.  52,  page  9) 
commenting  on  the  conversations  between 
groups  from  the  American  Medical  Associa- 
tion and  the  American  Ostepoathic  Associa- 
tion relating  to  the  status  of  education  in 
schools  of  osteopathy.  This  editorial  states 
that  these  conversations  were  initiated  by 
the  American  Medical  Association,  and,  in 
commenting  further  about  the  “conversa- 
tions”, a number  of  enlightening  statements 
are  made.  It  is  suggested  that  the  A.  O.  A. 
wishes  to  cooperate  with  “any  other  pro- 
fessional group”  in  an  effort  to  promote  the 
health  of  the  people,  but  the  following  state- 
ment quoted  from  the  editorial  compels  one 
to  believe  that  the  American  Osteopathic 
Association  is  prepared  to  resist  any  change 
in  its  philosophy  of  the  cause  and  treatment 
of  disease:  “.  . . The  American  Osteopathic 
Association  reaffirms,  in  the  strongest  terms 
possible,  its  policy  of  maintaining  a separate, 
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complete  and  distinctive  school  of  medicine. 
This  reaffirmation  is  founded  in  the  belief 
that  only  as  a separate  and  distinct  school 
of  the  healing  arts  can  the  osteopathic  pro- 
fession fulfill  its  duty  to  the  public.”  This, 
coming  from  a leader  in  the  osteopathic  pro- 
fession, printed  in  the  national  journal  of 
the  association,  does  not  give  the  impression 
of  a “great  evolutionary  change”  of  heart. 

These  few  selected  quotations  from  osteo- 
paths high  in  their  professional  organization 
and  in  their  journalism  do  not  seem  to  indi- 
cate a general  trend  away  from  the  original 
philosophy  of  mechanical  cause  and  manipu- 
lative treatment  of  disease.  On  the  other 
hand,  there  seems  to  be  a determination  to 
resist  such  a trend,  whether  originated  by 
the  A.  M.  A.,  or  by  some  of  their  own  clan. 
These  statements,  it  is  to  be  noted,  cover 
the  period  from  1935  to  1952. 

Let  us  now  turn  to  the  most  recent  cata- 
logues, announcements,  or  bulletins  issued 
by  each  of  the  six  schools  of  osteopathy. 
In  reviewing  each  of  these,  one  finds  an 
obvious  effort  to  establish  in  the  mind  of 
the  reader,  as  a fact,  the  idea  that  not  only 
osteopathy,  but  medicine  and  surgery  with 
instruments,  has  always  been  taught  in  the 
school.  This,  we  know  from  scrutinizing 
their  earlier  catalogues,  is  not  true,  but  time 
will  not  permit  us  to  prove  it  here.  On  the 
other  hand,  each  current  catalogue,  with  one 
exception,  makes  a frank  statement,  some- 
where in  its  discussion,  that  osteopathy  re- 
mains true  to  the  principles  enunciated  by 
its  founder,  Andrew  T.  Still.  I shall  quote 
from  them,  as  follows: 

Announcement,  Chicago  College  of  Osteo- 
pathy. 1953-1954.  page  12:  “Emphasis  is 
placed  on  the  study  of  diagnosis,  amply  f'ng 
the  generally  employed  methods  by  the  in- 
terpretation of  svmptoms  in  terms  of  the 
osteopathic  concept.”  And,  on  page  35,  “It 
(the  instruction  in  the  college)  is  thorough 
in  its  scientific  foundations,  consistent  in  its 
osteopathic  viewpoint,  comprehensive  in  its 
scope  and  practical  in  its  application.” 

Announcement,  the  Philadelphia  College  of 
Osteopathy,  1953-1954,  page  26:  “Through- 
out the  course  the  principles  and  practice 
of  osteopathic  manipulative  technique  are 
directed  to  their  specific  applications  in  each 
field.” 

Announcement,  The  Kirksville  College,  for 
1952-1953-1954,  page  11:  “It  is  the  primary 
aim  and  purpose  of  the  College  to  preserve, 


emphasize,  and  extend  in  its  teaching  and 
research  these  values,  principles,  and  pre- 
cepts that  distinguish  the  osteopathic  philo- 
sophy of  the  healing  arts.” 

The  current  Catalogue  of  the  Kansas  City 
College  of  Osteopathy  and  Surgery,  states, 
on  page  17 : “The  fundamental  purpose  of 
the  Kansas  City  College  of  Osteopathy  and 
Surgery  is  to  prepare  its  students  for  the 
practice  of  osteopathy.” 

The  Des  Moines  Still  College  of  Osteopathy 
and  Surgery  states,  on  page  3:  “The  Des 
Moines  Still  College  of  Osteopathy  and  Sur- 
gery is  dedicated  to  the  advancement  of 
Osteopathic  Medicine  and  Research.  This 
College  strives  to  teach  the  fundamental 
tenets  of  Osteopathic  Medicine  as  stated  by 
Dr.  Andrew  T.  Still.” 

The  quotations  recited  above,  from  the 
current  catalogues  of  five  schools  of  osteo- 
pathy, do  not  support  the  idea  of  a “great 
evolution  in  osteopathy.”  One  senses  only 
that  here  is  a fairly  concerted  effort  to 
leave  the  impression  that  students  in  these 
schools  get  all  that  could  be  given  in  medi- 
cal schools  with  the  advantage  of  osteopathic 
interpretation  and  treatment. 

More  opinion  bearing  on  this  subject  and 
supporting  the  view  that  osteopathy  has 
not  undergone  any  fundamental  change, 
could  be  presented  if  time  and  space  allowed. 
Enough  has  been  set  down  here  to  support 
this  contention.  As  a matter  of  fact,  care- 
ful study  of  the  Cline  report  by  uninformed, 
totally  disinterested  doctors  scarsely  needs 
any  supporting  evidence  to  convince  them 
that  osteopathy  is  still  a cult. 

It  is  my  belief  that  the  report  made  by 
Doctor  Cline  for  the  Committee  for  the 
Study  of  the  Relations  Between  Osteopathy 
and  Medicine  fails  to  prove  that  osteopathy 
is  not  still  a cult,  and  that  the  supporting 
evidence  for  my  point  of  vitew,  as  quoted 
from  prominent  osteopaths,  speaking  for  the 
osteopathic  organizations,  is  sufficient  to 
give  the  strongest  support  to  the  conclusion 
that  osteopathy  remains  a cult.  The  cata- 
logues of  five  of  the  six  schools  of  osteopathy 
frankly  state  that  the  teaching  for  students 
adheres  to  Andrew  Still’s  tenets,  though 
they  make  a thinly  veiled  effort  to  mislead 
the  unwary  into  believing  they  also  have 
a 1 wavs  taught  medicine  and  surgery  as  we 
think  of  these  subjects. 
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Technical  Considerations  When  the 


Diagnosis  of  acute 

Appendicitis 
Confirmed  at 

This  discussion  deals  with  the  probelms  arising  in  the 
case  of  typical  acute  appendicitis  not  confirmed  at  opera- 
tion. The  author  defends  the  McBurney  type  of  incision 
in  such  a belly,  and  shows  that  it  is  adequate  either  for 
definitive  surgery  on  the  appendix,  or  for  further  ex- 
ploration. He  states  the  consideration  to  be  given  to  age, 
to  sex,  and  to  the  character  of  any  exudate,  in  the  explor- 
atory determination  of  the  disease  and  of  the  involved 
organ.  He  makes  pertinent  comments  on  when  and  how 
to  proceed  after  a diagnosis  has  been  established. 

EDITOR 

Acute  Appendicitis  continues  to  be  the 
most  common  condition  demanding  prompt 
surgicial  care.  That  the  preoperative  diag- 
nosis is  not  always  substantiated  is  admitted 
by  all  surgeons. 

This  discussion  concerns  the  patient  seen 
with  an  acute  surgical  abdomen,  probably  in- 
flammatory in  type,  with  a presumptive 
diagnosis  of  acute  appendicitis.  It  is  assumed 
that  a fairly  typical  symptom  complex  was 
present  in  suggestive  order  and  that  the 
physical  findings  corroborate  the  clinical 
diagnosis. 

It  has  long  been  taught,  and  I firmly  be- 
lieve, that  the  order  of  onset  of  symptoms  in 
acute  appendicitis,  as  outlined  by  Zackary 
Cope,  is  of  paramount  importance  in  making 
a correct  diagnosis.  Generalized  abdominal 
pain  followed  by  nausea  and  vomiting,  with 
subsequent  localization  of  tenderness  over 
the  appendix,  with  fever  and  leukocytosis 
coming  later  will  be  noted  in  well  over  75  per 
cent  of  all  cases  of  acute  appendicitis. 
Granted  that  we  have  encountered  such  a 
symptom  complex  with  suggestive  physical 
findings,  one  is  justified  in  proceeding  with 
appendectomy.  For  the  purpose  of  this  dis- 
cussion we  will  assume  that  this  is  an  acute 
illness  of  short  duration  and  that  the  general 
condition  of  the  patient  is  satisfactory. 

When  a diagnosis  of  acute  appendicitis  is 
made  we  always  employ  a McBurney  type 

*Read  before  Postgraduate  Assembly,  University  of  Nebraska 
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incision.  This  is  done  in  both  sexes,  regard- 
less of  age  for  the  following  reasons : 

1.  It  enters  the  abdomen  laterally  over  the  cecum. 

2.  It  limits  small  bowel  manipulation  and  soil- 
ing. 

3.  If  drainage  is  necessary,  incidence  of  hernia 
is  low. 

4.  This  approach  has  lowest  mortality  rate  in 
acute  appendicitis. 

Our  objections  to  a rectus  type  of  incision 
in  acute  appendicitis  may  be  stated  as  fol- 
lows: 

1.  It  is  a compromising  incision,  poor  for  ap- 
proach to  the  appendix,  the  pelvis,  or  upper  abdo- 
men. 

2.  It  demands  manipulation  of  small  bowel  in  ap- 
proaching the  appendix,  with  excessive  soiling. 

3.  If  a mid-rectus  incision  is  lengthened  for  up- 
per abdominal  or  pelvic  surgery,  it  necessitates  a 
very  long  incision,  vulnerable  to  herniation. 

4.  Drainage,  when  indicated,  is  never  satisfactory 
through  a mid-rectus  incision. 

5.  It  is  often  difficult  to  close. 

6.  In  all  large  series  the  mortality  in  acute  ap- 
pendicitis is  higher  when  operated  through  this  type 
of  incision. 

7.  These  objections  are  noted  both  in  children 
and  in  adults. 

On  opening  the  peritoneal  cavity  through 
a McBurney  incision  the  cecum  at  once  pre- 
sents itself,  and  the  appendix  may  be  vis- 
ualized promptly  without  small  bowel  manip- 
ulation. On  inspection,  one  promptly  decides 
whether  there  is  sufficient  gross  change 
noted  in  the  appendix  to  account  for  the 
symptom  complex.  If  the  appendix  be  ob- 
viously inflamed,  appendectomy  is  accom- 
plished, and  the  abdomen  is  closed  without 
any  additional  exploration.  If  the  appendix 
shows  only  edema,  fecalith  obstruction,  or 
rather  minimal  gross  signs  of  infection,  fur- 
ther exploration  is  indicated.  In  all  such 
cases  we  believe  that  the  terminal  ileum 
should  be  inspected  upward  for  a distance  of 
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three  and  one  half  feet  to  exclude  a Meckel’s 
diverticulum,  and  to  determine  the  presence 
or  absence  of  enlarged  mesenteric  nodes. 

It  is  noteworthy  that  many  appendices 
which  show  limited  evidence  of  gross  infec- 
tion may,  on  microscopic  examination,  evi- 
dence very  marked  inflammatory  reaction. 
If  the  pathologist  routinely  sections  all  ap- 
pendices longitudinally,  with  special  care  to 
see  the  distal  1 cm.  on  the  slide,  one  can  get 
an  accurate  pathological  report  which  will 
very  often  confirm  one’s  clinical  impression 
of  an  acute  inflammatory  process. 

During  the  inspection  of  the  cecum,  ap- 
pendix, and  terminal  ileum  there  is  an  oppor- 
tunity to  note  the  character  of  any  free 
peritoneal  fluid  which  may  be  present.  This 
fluid  may  be  clear,  turbid,  purulent,  hemor- 
rhagic and  odorless,  or  fetid.  In  each  in- 
stance it  is  significant,  and,  coupled  with 
what  may  be  seen  or  felt  through  the  Mc- 
Burney  incision,  usually  makes  an  accurate 
diagnosis  possible. 

If  nothing  is  noted  in  the  small  bowel  and 
the  patient  be  a female,  the  pelvis  must  be 
carefully  checked.  This  may  be  done  by  palpa- 
tion through  a McBumey  incision  and  by  di- 
rect vision  after  enlarging  the  incision  down- 
ward by  the  Weir  technique.  We  never  hesi- 
tate to  enlarge  a McBurney  incision  to  facili- 
tate removal  of  an  appendix,  or  for  pelvic  ex- 
ploration ; and  hernia  following  this  proce- 
dure is  extremely  rare. 

If  one  encounters  definite  pelvic  pathology 
demanding  additional  surgery,  it  may  often 
be  accomplished  through  the  enlarged  Mc- 
Burney incision.  If  difficult,  we  favor  closing 
this  incision  and  making  a second,  lower- 
midline  approach,  for  the  additional  surgery. 
If  one  finds  evidence  that  the  basic  pathology 
is  in  the  upper  abdomen  we  always  favor 
closing  the  primary  muscle-splitting  incision 


FIGURE  I 

COMMON  CAUSES  OF  ABDOMINAL  PAIN 
SIMULATING  APPENDICITIS 
IN  CHILDREN 
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Mesenteric  Adenitis 

Gastro-Enteritis 
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and  making  a second  approach  in  the  upper 
abdomen. 

The  common  errors  in  the  diagnosis  of 
acute  appendicitis  can  be  best  outlined  by  age 
group  with  consideration  of  the  peritoneal 
fluid  present.  (Fig.  I.)  It  is  to  be  noted  that, 
excepting  the  renal  lesions,  all  the  common 
causes  of  error  can  be  adequately  seen  and 
diagnosed  through  a McBurney  incision,  and 
in  this  group  a second  incision  is  very  rarely 
necessasy. 

The  common  causes  of  abdominal  pain  sim- 
ulating appendicitis  in  youth  and  middle  age 
are  listed  in  Figs.  II  and  III.  Experience 
teaches  that,  in  male  patients,  most  causes 
of  error  are  produced  by  upper  abdominal 
lesions,  and  in  the  female  the  pelvis  is  usual- 
ly the  site  for  careful  search.  A thorough  in- 
spection of  the  right  lower  quadrant,  and 
of  the  visible  peritoneal  fluid,  usually  gives 
the  clue  as  to  whether  the  pathological  lesion 
is  in  the  epigastrium  or  pelvis. 

FIGURE  II 

COMMON  CAUSES  OF  ABDOMINAL  PAIN 
SIMULATNG  APPENDICITIS  IN 
YOUTH  AND  MIDDLE  AGE 

CONDITIONS  COMMON  TO  BOTH  SEXES 
Path.  Condition  Peritoneal  Exudate 

Perforated  Gastric  or  Duodenal  Ulcer T — P 

Acute  Gallbladder S — T 

Mesenteric  Adenitis S 

Pancreatitis  S — H 

Diverticulitis  S — T 

Renal  Colic O 

Pyelitis  O 


FIGURE  III 

COMMON  CAUSES  OF  ABDOMINAL  PAIN 
SIMULATING  APPENDICITIS  IN 
YOUTH  AND  MIDDLE  AGE 
CONDITIONS  COMMON  ONLY  TO  FEMALES 
Path.  Condition  Peritoneal  Exudate 


Bleeding  Ovary H 

Ovarian  Cyst 

1.  Torsion  of S — H 

2.  Perforated  Chocolate  Cyst H 

Acute  Salpingitis S' — T 

Ectopic  pregnancy H 

Retrograde  Menstural  Bleeding H 

Torsion  of  Uterine  Fibroid S — H 


The  causes  of  error  in  the  elderly  group  are 
very  similar,  but  a few  additional  problems 
must  be  considered.  (Figs.  IV  and  V).  The 
rule  that  the  pelvis  will  be  responsible  in  the 
female  is  still  useful  but  will  not  hold  true  in 
the  same  percentage  of  cases.  Careful  in- 
spection of  the  peritoneal  surfaces,  together 
with  the  character  of  the  exudate,  remains  a 
reliable  index  and  indicates  the  course  of  fur- 
ther exploration.  We  believe  that  in  both  the 
adult  and  aged  groups  no  hesitation  to  close 
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the  McBurney  incision  and  make  a second 
lower  or  upper  abdominal  approach  is  just- 
ified. 

FIGURE  IV 

COMMON  CAUSES  OF  ABDOMINAL  PAIN 
SIMULATING  APPENDICITIS  IN 
ELDERLY  PATIENTS 

CONDITIONS  COMMON  TO  BOTH  SEXES 
Path.  Condition  Peritoneal  Exudate 

Acute  Gallbladder S — T — H 

Perforated  Gastric  or  Duodenal  Ulcer S — T — H 

Pancreatitis  S — H 

Mesenteric  Thrombosis S — H 

Renal  Colic 0 

Volvulus  S — H 

Diverticulitis  S — T 

Malignancy  (Stomach  or  Colon 

with  Perforation)  T — P 

Dissecting  Aneurysm H 

Renal  Infection  — Pyelitis 0 

FIGURE  V 

COMMON  CAUSES  OF  ABDOMINAL  PAIN 
SIMULATING  APPENDICITIS  IN 
ELDERLY  PATIENTS 

CONDITIONS  COMMON  ONLY  TO  FEMALES 

Path.  Condition  Peritoneal  Exudate 

Torsion  of  Ovarian  Cyst S — H 

Ruptured  Malignant  Ovarian  Cyst S — H 

Torsion  of  Fibroid S H 

From  the  foregoing  it  is  apparent  that 
most  small  bowel  lesions,  pathology  in  the 
cecum  and  ascending  colon,  and  the  majori- 
ty of  pelvic  lesions  can  be  adequately  visual- 
ized for  diagnosis  through  a McBurney  in- 
cision. Many  of  these  can  be  dealt  with 
through  such  an  incision  if  a Weir  exten- 
sion is  used. 

When  the  pelvic  lesion  demands  wider  ex- 
posure, it  is  better  to  close  the  McBurney  in- 
cision and  re-open  the  abdomen  in  the  lower 
midline  for  adequate  exposure.  We  believe 
that  it  is  always  wise  to  close  the  McBurney 
incision  and  open  the  upper  abdomen  through 
a second  incision  if  pathology  is  suspected 
here  from  inspection  of  the  peritoneal  ex- 
udate or  from  the  general  peritoneal  reac- 
tion present. 

The  question  may  be  properly  raised  as  to 
the  advisability  and  wisdom  of  always  com- 
pleting surgical  procedure  at  this  initial  oper- 
ation if  an  unexpected  pathological  process  is 
found.  All  will  agree  that  a perforated  vis- 
cus  must  be  closed,  or  in  some  instances  re- 
sected or  exteriorized.  It  is  uncontestable 
that  decompensated  tissue,  whether  it  be 
bowel,  a cyst,  or  a twisted  abdominal  tumor, 
demands  removal,  and  that  sites  of  intra- 
peritoneal  bleeding  must  be  controlled. 

It  is  to  be  seriously  questioned  whether  it 
is  always  good  judgement  to  remove  an 


acutely  inflamed  gallbladder  if  unexpectedly 
encountered  in  such  a situation.  While  the 
time  element  may  be  ideal,  the  build  of  the 
patient,  the  adequacy  of  the  anesthesia  and 
assistance,  and  the  adeptness  and  experience 
of  the  surgeon  must  be  carefully  considered 
in  making  the  decision  to  proceed  at  once 
with  this  more  formidable  procedure.  Clo- 
sure of  such  an  individual  does  not  inevit- 
ably spell  disaster,  and  may  save  a life. 

The  same  heroic  decision  to  be  conserva- 
tive may  hold  in  cases  of  massive  gangrene 
of  bowel  from  obstruction,  or  in  perforated 
malignancies  of  the  colon.  Circumstances 
may  demand  that  a definitive  procedure  be 
completed  immediately  under  very  unfavor- 
able circumstances,  but  the  frequency  with 
which  such  a decision  must  be  made  is  rapid- 
ly decreasing.  A temporary  exteriorization 
procedure,  drainage  of  an  area,  or  closure 
with  re-operation  a few  hours  later  under 
more  ideal  cirumstances,  with  adequate  help, 
blood,  and  supportive  measures,  has  saved 
many  lives.  A correct  decision  in  such  in- 
stances comes  with  experience  and  maturity, 
and  with  an  honest  evaluation  of  the  abili- 
ties and  facilities  available  at  the  time. 

Appendicitis  remains  the  most  common 
intraperitoneal  lesion  demanding  urgent  sur- 
gery, and  its  mortality  has  been  progres- 
sively reduced.  It  is  to  be  appreciated  by  all, 
however,  that  the  operation  may  be  very  sim- 
ple or  extremely  difficult,  and  what  prom- 
ises to  be  a relatively  minor  procedure  may 
demand  fine  surgical  judgment.  It  is  to  be 
hoped  that  these  remarks  will  be  helpful  in 
the  occasional  case  which  proves  to  be 
other  than  just  another  acute  appendicitis. 


The  past  fifty  years  have  been  momentous  in  the 
fight  against  tuberculosis.  At  the  outset  it  was 
found  that  the  control  of  the  disease  was  the  prob- 
lem both  of  the  physician  and  the  layman.  The 
achievements  have  been  substantial.  Our  horizon 
has  been  raised  to  new  and  challenging  vistas  be- 
yond. Despite  our  gains,  we  still  are  dealing  with  a 
serious  killing  disease  that  has  sacrificed  countless 
lives  that  should  have  been  preserved  for  productive 
effort.  So  far  as  we  can  see  at  this  time,  tuber- 
culosis will  be  with  us  for  many  decades  to  come. 
But  we  are  drawing  nearer  to  a complete  under- 
standing of  its  cause  and  control,  which  is  beyond 
the  tubercle  bacillus  alone.  When  we  learn  how  to 
maintain  our  factors  of  resistance  at  a level  that 
will  keep  the  infection  dormant,  we  may  achieve  as 
practical  a result  as  complete  eradication  of  the 
tubercle  bacillus  and  the  clinical  manifestations  of 
the  germs  in  our  bodies.  (H.  R.  Edwards,  M.D., 
Am.  Rev.  Tuberc.,  March,  1952). 
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Post-Traumatic 


Acute  Renal  Insufficiency 

— Particular  Reference  to  Korean  Casualties * 


This  article  deals  with  experiences  encountered  by  an 
Army  Surgical  Research  Team  at  a Kidney  Center  in  Korea 
in  relation  to  lower  nephron  nephrosis,  or  acute  renal 
failure,  as  the  author  prefers  to  call  the  syndrome.  Doc- 
tor Pruitt  gives  the  reader  a clear  exposition  of  the 
mechanism  of  this  disorder,  whether  in  the  battle-wounded 
or  encountered  in  civilian  practice.  His  remarks  concern- 
ing treatment  are  founded  on  known  anatomical  and 
physiologic  changes,  hence  are  logical  and  to  the  point. 

EDITOR 

Trauma  and  its  complications  are  prob- 
lems to  both  the  civilian  and  military  doctor. 
Lower  nephron  nephrosis  occurs  with  suffi- 
cient frequency,  following  trauma  or  repara- 
tive surgical  procedures,  to  be  of  concern  to 
the  surgeon  and  the  internist.  Today’s  dis- 


FRANCIS  W.  PRUITT,  Colonel,  M.C.,  U.S.A. 

Director  Dept,  of  Medicine  Walter  Reed  Army  Hospital 
Washington  12,  D.C. 

ish  investigators  drew  attention  to  distinc- 
tive lesions  of  the  kidney  found  in  fatal  cases 
of  the  crush  syndrome.  This  rediscovery  led 
to  intensive  studies,  and  soon  it  became  clear 
that  the  renal  changes  are  not  specific  for 
the  crush  syndrome  alone. 

Briefly,  in  the  next  figure  (Fig.  2)  we  will 
consider  Lucke’s  diagram  of  the  nephron.  In 
the  lower  segments,  or  the  thick  limb  of 
Iienle  and  its  thin-walled  veins,  we  see  the 
principal  lesion  of  lower  nephron  nephrosis. 


Figure  1 


AN  EARLY  CRUSH  CASE— This  fresco  in  the  Ba  ilica  of  San 
Miniato  al  Monte,  Florence,  Italy,  by  Spinello  Aretino,  1387 
A.D.,  depicting  construction  of  the  Abbey  at  Monte  Cassino, 
is  perhaps  the  earliest  record  of  treatment  of  crush  injury. 
The  devil  has  pushed  a wall  onto  a monk  who  is  then  revived 
by  St.  Benedict.  “Our  ministrations  were  less  effective.” 


cussion  will  be  confined  to  post-traumatic 
renal  involvement  which  will  include  the 
crush  syndrome,  transfusion  reaction,  a n d 
similar  traumatic  factors.  The  other  etio- 
logical agents  precipitating  this  clinical  en- 
tity are  familiar  to  all  and  are  outside  the 
scope  of  this  discussion.  Perhaps  the  first 
recorded  case  of  crush  syndrome  is  that  de- 
picted in  Figure  1.  The  Germans  described 
this  syndrome  following  World  War  I.  Dur- 
ing World  War  II  Bywaters  and  other  Brit- 

^Presented  at  meeting  of  Nebraska  State  Medical  Association, 
Omaha,  May  12,  1953. 


As  indicated  here,  the  segment  is  usually  not 
involved  throughout  its  length  but  in  a 
patchy  focal  manner.  Oliver  and  asso- 
ciates^ in  their  recent  work  show  that  there 
is  a more  generalized  involvement  of  the  ne- 
phron, produced  by  trauma  and  by  poisons, 
resulting  in  acute  renal  failure.  The  results 
of  this  work,  corroborated  by  others,  points 
toward  the  terms  anuric  uremia  or  acute 
renal  insufficiency  rather  than  lower  ne- 
phron nephrosis.  Perhaps  the  most  plausible 
explanation  for  the  oliguria  and  anuria  is 
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that  when  the  tubules  are  injured  beyond 
a certain  degree  their  permeability  is  altered 
and  reabsorption  becomes  unselective.  When 
this  occurs  the  osmotic  pressure  of  the  blood 
in  the  peritubular  capillaries  is  sufficiently 
great  to  permit  reabsorption  of  nearly  all  of 
the  glomerular  filtrate.  The  collecting  tu- 
bules are  rarely  damaged  but  their  lumens 
may  be  packed  with  heme-casts  as  shown  in 
Figure  3 in  a case  of  crush  injury. 

A very  comprehensive  and  exhaustive 
analysis  of  the  case  records  of  lower  nephron 
nephrosis  occurring  in  the  Mediterranean 
Theatre  during  World  War  II  has  just  been 
published  in  a volume  entitled  “Physiologic 
Effects  of  Wounds.”  Nearly  all  were  in 
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Figure  2 


young  men  who,  prior  to  wounding,  were 
physiologically  sound.  They  had  incurred 
severe  wounds  which  immediately  caused 
changes  in  their  internal  environment.  Due 
to  the  effectiveness  of  early  treatment  for 
shock,  the  wounds  and  the  changes  produced 
were  not  severe  enough  to  cause  early  death. 
These  men  withstood  operations  fairly  well, 
largely  because  they  had  been  adequately 
treated  preoperatively,  but  beginning  with 
the  first  day  or  two  after  operation  or  trauma, 
they  began  to  show  clinical  and  laboratory 
evidence  of  inadequate  renal  function.  This 
renal  failure  progressed  rapidly.  In  most 


instances  the  patient  either  died  in  uremia 
within  ten  days  or  showed  evidence  of  im- 
provement in  renal  function  such  as  diuresis 
and  clearance  of  non-protein  nitrogen  and 
subsequently  recovered. 

PREVENTION 

A thorough  knowledge  of  the  extracellular 
fluid  physiology  in  the  traumatized  pa- 
tient or  preoperative  patient  may  be  re- 
warding in  preventing,  or  at  least  mini- 
mizing, the  renal  lesion.  It  has  been  dem- 
onstrated^ that  there  is  an  increase  in 
the  antidiuretic  activity  of  serum  obtained 
from  dogs  with  a contracted  extracellular 
volume  and  hyponatremia.  Traumatized  or 
preoperative  patients  may  have  inadvertent- 
ly gone  without  fluids  or  nourishment  for 
eight  or  more  hours  with  resulting  hypona- 
tremia. It  is  apparent,  then,  that  an  increase 
in  tonicity  and  a contraction  of  the  extra- 
cellular compartment  of  the  body  fluids  may 
both  be  stimuli  for  increased  reabsorption 
of  water  in  the  distal  tubule  and  a concen- 
tration of  the  solutes  present(4).  It  is  logi- 
cal to  assume  that  if  there  is  a noxious  agent 
among  the  solutes  of  the  distal  tubular  urine, 
an  increase  in  its  concentration  will  pro- 
mote a greater  degree  of  damage  to  the  tubu- 
lar cells.  This  may  be  aggravated  because  of 
the  concomitant  renal  ischemia.  The  stage 
is  admirably  set  for  the  development  of  acute 
renal  insufficiency.  If  such  a situation  de- 
velops in  a preoperative  patient,  without  food 
or  fluid,  his  hydropenic  state  may  be  fur- 
ther aggravated  by  insensible  loss,  by  vom- 
iting, and  by  voided  urine.  To  this  may  be 
added  considerable  perspiration  under  the 
many  drapes  on  the  operating  table. 

If  the  procedure  is  a long  one  many  trans- 
fusions may  be  administered.  Should  a 
hemolytic  reaction  occur  at  this  time  the 
products  of  hemolysis  will  be  maximally  con- 
centrated in  the  tubules  and,  therefore,  the 
opportunity  for  major  renal-tubular-epitheli- 
al damage  is  enhanced (4). 

The  diminished  renal  perfusion  can  be  re- 
versed by  preventative  hydration.  Where 
an  inadequate  fluid  intake  or  a marked  fluid 
loss  has  occurred  this  must  be  replaced.  In 
such  a situation  a liter  of  5 per  cent  glucose 
and  one  of  normal  saline  will  ordinarily  suf- 
fice. As  long  as  sufficient  fluid  is  given  to 
produce  a reasonably  dilute  urine,  protection 
will  be  provided  against  the  concentration  of 
a toxic  substance  in  the  distal  tubule. 
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The  important  role  of  adequate  fluid  and 
electrolyte  balance  has  recently  been  brought 
to  light,  by  the  Brooke  Army  Hospital  Surgi- 
cal Research  Unit  in  their  study  of  550 
burned  patients (5).  This  group  reports  that 
they  have  not  encountered  a single  case  of 
lower  nephron  nephrosis  in  550  burned 
cases.  Their  feeling  is  that  this  renal  lesion 
is  caused  by  inadequate  early  fluid  therapy, 
preventing  the  kidney  from  having  an  effec- 
tive circulating  blood  volume  with  which  to 
maintain  filtration  pressure.  This  group 
routinely  administers  an  adequate  amount  of 


tant  that  no  sulfadiazine  be  given  to  battle 
casualties  unless  they  were  in  a hospital 
where  an  adequate  fluid  intake  could  be 
maintained.  Penicillin  was  well  supplied  in 
the  forward  areas  and  there  was  no  need  for 
the  widespread  distribution  of  sulfadiazine. 

The  over-emphasis  and  over-statement  of 
the  dangers  of  expansion  of  the  volume  of 
the  body  fluid  has  promoted  a great  fear  of 
salt  and  water.  One  is  frequently  presented 
with  the  clinical  problem  of  a patient  who 
has  been  oliguric  for  a matter  of  hours,  the 
oliguria  having  arisen  out  of  a situation  that 


Figure  3 (From  Lucks) 


fluid  and  makes  every  practical  effort  to 
maintain  electrolyte  balance.  The  evidence 
is  very  good  that  if  the  kidney  is  presented 
with  osmotically  active  load  it  can  excrete 
urine. 

As  the  kidney  clears  the  products  of  meta- 
bolism, protein  degradation  will  add  consid- 
erable solutes,  such  as  amino-acids  and  sulf- 
hydral  groups,  to  be  excreted.  A preopera- 
tive diet  high  in  carbohydrate  and  fat  with 
little  or  no  protein  will  provide  less  work  for 
the  kidney.  If  100  gm.  of  glucose  is  the  only 
daily  caloric  intake,  protein  catabolism  is  re- 
duced to  a minimum  of  about  0.5  to  0.75 
gm./Kg.  body  weight,  per  day. 

Many  times,  sulfonamides,  particularly 
sulfadiazine,  is  given  without  regard  to  ade- 
quate fluid  intake  producing  acute  renal  in- 
sufficiency. Early  in  the  Korean  campaign 
it  was  recommended  by  the  medical  consul- 


may  have  produced  a lower  nephron  nephro- 
sis(4).  The.  assumption  is  too  frequently 
made  that  there  exists,  in  fact,  a state  of 
tubular  damage.  Fluid  and  electrolyte  ther- 
apy are  now  directed  toward  the  prevention 
of  edema.  Little  thought  may  be  given  to 
the  problem  of  the  precise  pathogenesis  of 
the  oliguria.  This  reduced  urine  flow  may 
merely  result  from  an  inadequate  replace- 
ment of  fluid  losses  either  with  respect  to 
volume  or  composition  or  to  both.  A con- 
tracted plasma  volume,  hyponatremia,  or 
both  may,  in  themselves,  be  responsible  for 
a small  flow  of  urine.  If  this  state  of  affairs 
remains  uncorrected,  a true  lower  nephron 
nephrosis  may  develop.  At  this  point,  a 
urine  specific  gravity  may  be  of  great  help 
in  management  of  such  a case,  to  differen- 
tiate between  (a)  dehydration  and  (b)  renal 
insufficiency  as  a cause  of  the  oliguria.  One 
would  expect  to  find  a high  specific  gravity 
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in  the  former  and  a low,  in  the  latter,  but  dif- 
ferentiation is  best  made  by  means  of  a 
water-load  test.  This  is  done  by  collecting 
and  measuring  urine  output  during  three 
ten-minute  control  periods,  then  infusing  500 
cc.  of  5 per  cent  glucose  in  water  intraven- 
ously within  80  minutes,  and  continuing  to 
collect  urine  in  ten  minute  periods,  three 
during  and  three  following  the  infusion.  A 
patient  whose  oliguria  is  due  to  dehydration 
will  more  than  double  his  urinary  output 
during  or  just  after  the  infusion  whereas 
that  of  a patient  with  tubular  damage  will 
not  change. 

We  mentioned  transfusion  reaction  a mo- 
ment ago.  May  I hasten  to  add  that  this  was 
not  done  with  a thought  to  condemn  such  a 
procedure  which  has  contributed  so  much  to 
the  advance  of  modern  surgery  and  the 
therapy  of  shock.  It  may  be  well  to  inte- 
grate the  thought  of  hemolytic  reaction  and 
decreased  fluid  intake.  It  may  be  that  we 
have  a peripheral  vascular  collapse  caused 
primarily  by  loss  of  fluid  other  than  by 
bleeding,  and  that  the  dehydration  may  cause 
peripheral  vascular  collapse.  The  latter  can 
be  prevented  or  modified  and,  therefore,  re- 
duce the  necessity  of  transfusion.  The  use 
of  multiple  transfusion  will  undoubtedly  in- 
crease the  risk  of  a hemolytic  reaction.  The 
surgeon  and  internist  have  a specific  respon- 
sibility to  prepare  the  patient  in  such  a man- 
ner that  should  this  type  of  reaction  occur 
it  will  lead  to  as  little  damage  as  possible. 
The  preventative  measures  just  discussed 
are  summarized  below: 

PREVENTIVE  MEASURES 

1.  Adequate  hydration  with  one  liter  of  glucose 
and  one  liter  of  saline  if  the  patient  has  been  with- 
out fluid  and  perspiring  for  8 to  12  hours. 

2.  If  the  patient  is  oliguric,  and  has  a high 
specific  gravity,  further  hydration  is  indicated. 

3.  Adequate  hydration  will  protect  against  or 
minimize  a hemolytic  reaction. 

4.  A preoperative  diet,  high  in  carbohydrate  and 
fat,  but  containing  little  or  no  proteins,  if  time  per- 
mits. 

5.  Fluid  intake  to  allow  1,500  or  more  cc.  of 
urine  in  patient  receiving  sulfonamides. 

TREATMENT 

Treatment  is  directed  toward  preserving 
life  until  tubular  regeneration  and  active  di- 
uresis have  occurred.  Complete  anatomic 
and  functional  recovery  is  frequently  pos- 
sible if  the  patient  can  be  kept  alive  until 
spontaneous  diuresis  takes  place. 


1.  Our  first  and  continuous  problem  in 
acute  renal  insufficiency  is  appropriate  fluid 
therapy  as  the  patient  becomes  oliguric  (500 
cc.  or  less)  and  then  anuric.  The  rising  azo- 
temia brings  about  food  intolerance  with 
complete  anorexia.  To  dwell  on  the  danger 
of  overhydration  to  this  audience  would  be 
fundamental  indeed.  We  know  that  750- 
800  cc.  will  account  for  daily  insensible  loss 
of  fluid  in  the  human.  Let  us  look  further 
into  the  metabolism  of  a seventy-kilogram- 
man  who  is  unable  to  take  fluid  by  mouth. 
It  has  been  estimated  that  when  the  carbo- 
hydrate stores  are  exhausted,  approximately 
70  grams  of  protein  and  200  grams  of  fat 
will  be  catabolized,  thereby  releasing  400  to 
500  cc.  of  preformed  water,  or  water  of  oxi- 
dation. Hence,  800  cc.  (insensible  loss)  less 
400  cc.  endogenous  water  gives  us  approxi- 
mately 400  cc.  replacement  fluid  required. 
If  the  case  is  not  complicated  by  hypona- 
tremia and  hyperkalemia,  this  400  cc.  may 
be  given  as  concentrated  glucose.  This  pro- 
vides a maximum  protein-sparing  effect  and 
will  retard  the  rate  of  accumulation  of  nitro- 
genous  end-products,  and  of  potassium. 
Weighing  a patient  is  the  best  guide  to  quan- 
titative fluid  therapy  as  pointed  out  by 
Thorne (f,).  Fluids  should  be  aimed  at  a 
weight  loss  of  one-half  pound  daily.  If  the 
patient  is  losing  less  than  one-half  pound,  he 
is  overhydrated.  Many  times,  too  much  at- 
tention is  given  to  measuring  the  urine  dur- 
ing the  acute  phase,  and  adding  800-1000  cc. 
of  fluid  as  the  daily  ration.  Actually,  the 
urine  volume  plus  500  cc.  daily  may  produce 
an  edematous  patient  in  one  week. 

2.  Electrolytes:  Hyponatremia  should 
be  corrected  by  the  use  of  hypertonic  (3%) 
saline.  The  amount  of  sodium  necessary  to 
raise  the  concentration  of  this  ion  to  a nor- 
mal value  must  be  calculated  on  the  basis 
that  its  osmotic  effect  is  distributed 
throughout  the  entire  volume  of  body  wa- 
ter, although  the  ion  itself  is  largely  confined 
to  the  extracellular  compartment(7).  If  hy- 
ponatremia and  a depressed  concentration  of 
bicarbonate  in  the  serum  coexist,  some  of  the 
sodium  may  be  administered  as  sodium  bi- 
carbonate which  will  modify  the  acidosis. 
With  the  hyponatremia  the  chlorides  are 
likely  to  be  decreased  also.  Generally,  we 
are  allowed  only  a restricted  intake  quanti- 
tatively. Three  per  cent  sodium  chloride  so- 
lution may  be  used  to  help  correct  this  defi- 
cit. Frequently  hyponatremia  and  hyper- 
kalemia will  go  hand  in  hand.  Hyperkalemia 
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creates  an  emergency  situation.  Seven  (7.0) 
mEq/L  is  a dangerous  level,  and  cardiac  ar- 
rest may  occur  at  8 to  10  mEq/L.  Tissue 
breakdown  liberates  potassium  in  large 
amounts  into  the  extracellular  fluids,  from 
its  normal  intracellular  location.  The  myo- 
cardium is  very  sensitive  to  increased  serum 
potassium.  Hyperkalemia  coupled  with  aci- 
dosis interferes  greatly  with  cardiac  meta- 
bolism. The  electrocardiogram  is  very  help- 
ful in  detecting  potassium  intoxication  and 


use  of  the  artificial  kidney.  Most  of  us  do 
not  have  such  an  apparatus  at  hand,  so  sim- 
pler procedures  must  be  used.  In  Figure  4 
we  see  an  electrocardiogram  of  a patient 
whose  serum  potassium  was  8.5  MEq/L. 
Fifteen  per  cent  glucose  with  insulin,  and 
3 per  cent  sodium  chloride  brought  about 
the  changes  seen  in  Figure  5.  Peritoneal 
dialysis  was  instituted  and  continued  until 
spontaneous  diuresis  occurred.  A polyethy- 
lene catheter  was  introduced  with  a trochar, 


Figure  4 


useful  as  a guide  during  therapy  directed 
toward  combating  hyperkalemia.  The  de- 
gree of  hyperkalemia  is  not  always  reflected 
in  the  electrocardiogram,  hence,  serial  trac- 
ings should  be  made.  In  order  of  increasing 
severity  these  EI\G  changes  are: 

1.  Tall  peaked  T waves. 

2.  Widening  of  QRS  complexes. 

3.  Absence  of  P waves 

4.  Bizaare  undulating  tracing. 

The  use  of  200-400  cc.  of  3 per  cent  sodium 
chloride,  given  rapidly  by  vein,  and  one  liter 
of  15  per  cent  glucose,  may  be  life-saving. 
Their  effect  is  transient  and  is  necessarily 
to  be  guided  by  the  quantitative  limitation 
of  fluid  replacement.  Potassium  intoxication 
in  post-traumatic  renal  insufficiency  is  ful- 
minating, and  levels  of  8-10  mEq/L  may  be 
reached  in  36  hours  of  oliguria.  At  the 
Kidney  Center  in  Korea  such  a situation  was 
considered  an  “absolute”  indication  for  the 


and  appropriate  electrolytes  instilled.  There 
are  23,000  square  centimeters  of  peritoneal 
surface  compared  with  27,000  in  the  artifi- 
cial kidney.  Currently,  there  is  considerable 
interest  in  the  use  of  resins  in  combating  hy- 
perkalemia. Ammonium  resin  washed  with 
5 per  cent  NaCl  is  reported  effective  when 
40  gms.  are  instilled  rectally.  This  is  aimed 
at  extracting  potassium  and  adding  sodium. 
However,  if  liver  damage  is  present  we  may 
be  in  for  more  trouble,  as  the  ammonia  will 
not  be  converted  into  urea.  Circulating  am- 
monia in  the  extracellular  fluid  is  also  toxic 
to  the  brain.  The  use  of  resins  in  Korea  was 
discarded  as  fecal  impaction  resistant  to  oil 
and  water  enema  occurred (8).  How  about 
increased  serum  potassium  f r o m banked 
blood  ? After  standing  for  a few  days  there 
will  be  a variable  increase  in  the  serum  po- 
tassium in  banked  blood.  However,  the  ex- 
perience in  Korea  reveals  a normal  serum  po- 
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tassium  72  hours  after  administration  of 
banked  blood  in  soldiers  with  normal  kidney 
function.  Presumably  part  of  the  potas- 
sium goes  into  the  cells,  and  the  reminder 
is  excreted  by  the  kidney. 

3.  Interesting  observations  have  been 
made  by  th  Surgical  Research  Team  concern- 
ing acute  renal  insufficiency  treated  with 
the  artificial  kidney,  in  Korea(9)  during  1952. 
It  is  estimated  that  one  out  of  300-500  pa- 
tients with  major  wounds  required  treat- 
ment at  the  Kidney  Center.  These  arrive  by 
helicopter,  36-48  hours  post-wounding,  and 
have  received  initial  surgery  at  a Mobile 
Army  Surgical  Hospital.  Ten  patients  with 
acute  renal  insufficiency  were  treated  before 
the  artificial  kidney  arrived  at  the  Center. 
The  mortality  was  80  per  cent,  similar  to 
other  series  of  lower  nephron  nephrosis. 
Deaths  occured  on  6.2  post-wound  day,  with 
pulmonary  edema  and  hyperkalemia.  There 
were  52  patients  treated  by  means  of  the  kid- 
ney. All  but  two  were  post-traumatic  cases. 
No  transfusion  reaction  or  diazine-precipi- 
tated  cases  were  seen  by  this  Team.  Of 
these  52  dialyzed  cases  there  was  a mortal- 
ity of  51  per  cent.  They  expired  on  11.1 
post-wound  day.  Thirty-one  of  the  52  were 
dialyzed  72  times,  and  had  a mortality  of  68 
per  cent,  still  significantly  below  the  usual 
80  per  cent.  This  “kidney”-treated  group  of 
52  had  a serum  potassium  of  7 to  9 mEq/L, 
and  nonprotein  nitrogen  up  to  200  mg.  by 
the  3rd  or  4th  post-wound  day.  It  is  felt 
that  such  a rapidly  developing  biochemical 
course  in  post-traumatic  renal  insufficiency 
was  greatly  altered  by  the  use  of  the  artifi- 
cial kidney. 

Significant  observations  were  made  in  the 
51  per  cent  fatal  and  the  49  per  cent  recov- 
ered cases.  In  the  fatal  cases,  uremic  coma 
was  an  infrequent  cause  of  death  while  lo- 
bar and  bronchopneumonia  were  commonly 
seen,  and  peritonitis  occured  in  those  with 
belly  wounds.  Pulmonary  infections  occurred 
in  spite  of  tracheal  aspirations,  and  the 
“turn,  cough,  and  hyperventilate  technique.” 
All  micro-organisms,  both  pulmonary  and 
systemic,  were  insensitive  to  penicillin  and 
streptomycin.  Some  were  sensitive  to  terra- 
mycin  and  chloramphenicol,  but  frequently 
resistant  Staph,  albus  would  appear.  In  all 
of  these  fatal  cases  there  was  a failure  of 
wound  healing.  In  the  dialyzed  49  per  cent 
recoveries  it  was  noted  that  granulation  tis- 
sue was  not  seen  until  the  onset  of  diuresis. 
This  may  be  delayed  to  post-wound  day  19. 


As  would  be  apparent,  conventional  sutures 
gave  away  causing  hemorrhages  during  this 
shut-down  period. 

Norepinephrine  has  proved  a useful  agent 
in  Korea.  This  drug  was  administered 
where  shock  developed  in  the  early  post- 
wound day,  or  when  shock  occurred  during 
surgery.  It  is  well  to  administer  norepine- 
phrine before  blood  loss  is  great  or  after  the 
loss  has  been  replaced.  Oliguria  is  not  a 
contraindication  to  its  use.  The  Research 
Unit  in  Korea  have  done  quite  a bit  for 
some  of  their  cases  using  a polyethylene  tube 
anchored  in  the  femoral  vein.  Forty  per 
cent  glucose  was  administered  in  slow  con- 
tinuous drip,  thereby  reducing  protein  meta- 
bolism and  urea  formation.  Fructose  may 
be  added  to  glucose  since  it  requires  no  in- 
sulin and  is  taken  up  by  the  liver.  The  fe- 
moral route  also  may  be  used  for  rapid 
blood  transfusion  in  shock. 

4.  Diuresis:  Diuresis  (over  1 liter)  be- 

gan in  the  Korean  casualties  with  acute  renal 
insufficiency  in  2 to  23  days(9).  Satisfactory 
conditions  are  considered  established  when 
the  increasing  urine  volume  is  accompanied 
by  a falling  blood  nitrogen.  The  output  and 
intake  of  fluid  may  vary  from  3,000  to  5,000 
cc.  daily(10).  The  uremia  persists  or  may 
rise  during  the  first  4-5  days  of  diuresis, 
because  the  urine  is  so  dilute.  When  the 
urea  starts  to  fall  the  patient  is  out  of  the 
danger  period.  It  is  necessary,  however,  to 
avoid  pulmonary  edema  with  the  expanded 
extracellular  fluid  volume.  This  is  most  like- 
ly to  occur  on  the  2nd  or  3rd  day  of  diuresis. 
During  diuresis,  the  large  volume  of  urine 
carries  away  corresponding  amounts  of  so- 
dium chloride.  Consequently,  salt  replace- 
ment may  be  necessary.  Measurement  of 
the  excretion  of  these  ions  in  the  urine  is 
essential.  Intravenous  sodium  chloride  may 
be  required  to  make  up  the  deficit.  Hypo- 
tonic extracellular  fluid  and  hyponatremia 
may  precipitate  convulsions  and  coma.  The 
tremendous  chloride  loss  may  require  a re- 
placement of  20-30  grams  each  24  hours.  If 
the  chemical  procedures  are  unavailable,  half 
the  daily  total  fluid  excretion  replaced  as 
normal  saline  by  mouth  should  be  sufficient. 

One  meets  a different  situation  in  acute 
renal  insufficiency  due  to  sulfonamide  ther- 
apy. This  is  a peculiar  type  of  tubular  dys- 
function in  which  sodium  chloride  appears  to 
be  reabsorbed  in  excess  of  water(7h  Under 
these  circumstances  there  is  a rapid  and  ex- 
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cessive  rise  in  serum  sodium  and  chloride 
values  to  unusually  high  levels  following  the 
onset  of  diuresis.  The  hope  in  saving  such  a 
patient  appears  to  be  in  the  early  detection 
of  the  rising  serum  chloride  value  and  the 
subsequent  administration  of  large  quanti- 
ties of  sodium  chloride-free  fluid. 

SUMMARY 

Acute  renal  insufficiency  requires  care- 
ful water  and  salt  replacement.  Each  case 
must  be  individualized.  Attention  should  be 
directed  toward  the  detection  of  hyperkale- 
mia and  its  prompt  treatment.  Meticulous 
management  during  the  diuretic  phase  is  es- 
sential to  uncomplicated  convalescence. 
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Recognition  and 
Management  of  Minor 

Soft  Tissue  Injuries * 


The  author  implies  that  the  potential  seriousness  of 
many  apparently  minor  injuries  is  often  overlooked.  In- 
fection is  the  most  important  complication.  Every  means 
to  avoid  or  to  minimize  this  hazard  must  be  used.  He 
decries  the  usual  treatment  of  minor  wounds,  especially 
the  application  of  antiseptic  solutions,  and  emphasizes  the 
value  of  thorough  scrubbing  with  soap  and  running  wa- 
ter. He  touches  briefly  on  wounds  of  various  kinds  in 
various  parts  of  the  body,  but  dwells  at  greater  length  on 
those  of  the  hand. 

EDITOR 

The  medical  profession  at  large  is  becom- 
ing more  acutely  aware  of  the  role  of  trauma 
in  the  practice  of  medicine  because  of  the 
growing  scope  of  compensation  laws 
throughout  this  country.  The  victims  of  ac- 
cidents are  becoming  compensation  minded; 
civic,  legal,  judicial,  and  other  agencies  are 
turning  to  doctors,  not  only  for  a higher 
grade  of  care  of  the  injured  patient,  but 
also  for  expert  opinion  as  to  the  extent  of 
injury  and  the  degree  and  duration  of  dis- 
ability. This  added  burden  of  responsibility 
on  the  physician  often  places  him  in  an  ex- 
tremely difficult  position,  for  he  not  only 
is  not  dealing  with  an  exact  science,  but  fre- 
quently his  judgment  is  altered  by  the  hon- 
esty and  integrity  of  the  injured  person. 

Injuries  vary  in  extent  and  significance 
from  the  most  trivial,  superficial,  and  incon- 
sequential to  the  most  extensive,  deep,  dis- 
abling, and  life-endangering.  The  size  of  the 

*Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May,  1953. 
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external  wound  and  the  extent  of  the  tissue 
damage  are  not  always  distinguishing  fea- 
tures between  the  two  extremes.  A tiny 
puncture  wound  may  end  fatally  with  tetan- 
us; a superficial  abrasion  may  terminate  in 
septicemia;  a simple  laceration  may  result 
in  the  loss  of  a digit  or  ot  a limb.  Not  in- 
frequently the  responsibility  for  the  unfor- 
tunate termination  of  what  originally  was  a 
trivial  injury  must  be  attributed  to  neglect 
or  to  lack  of  judgment  exercised  at  the  time 
of  the  original  examination  and  treatment. 
Minor  injuries,  unfortunately,  do  not  receive 
the  same  care  and  attention  accorded  other 
surgical  problems  and,  as  a consequence,  are 
responsible  for  a tremendous  loss  of  man- 
power to  industry,  to  say  nothing  of  the 
dollars-and-cents  cost  to  the  public  as  a 
whole. 

Most  major  injuries,  because  they  are  ob- 
vious even  to  the  layman,  or  because  they 
are  disabling  from  their  instigation,  attract 
attention  and,  as  a consequence,  are  treated 
early  whereas  minor  injuries,  because  they 
seem  trivial  or  because  they  are  not  initially 
painful  and  disabling,  are  neglected  and  come 
to  treatment  late.  It  is  important,  there- 
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fore,  that  not  only  the  medical  profession 
but  all  laymen  should  recognize  the  potential 
danger  of  all  injuries  and  that  the  public 
should  be  taught  to  request  early  medical 
attention.  Tremendous  steps  in  this  direc- 
tion have  been  taken  in  industry  and  have 
paid  generous  dividends,  but  little  has  been 
done  to  educate  the  public  at  home,  the 
place  where  most  injuries  occur. 

The  most  important  complicating  feature 
of  minor  injury  is  that  of  infection,  and  still 
it  is  rare  that  one  encounters  a layman  who 
has  the  slightest  conception  of  how  or  why 
infection  occurs.  The  first  inclination  of  al- 
most anyone  who  cuts  his  finger  is  to  put 
it  into  his  mouth,  to  wrap  it  with  an  un- 
sterile  handkerchief  and  then  to  dab  it  with 
iodine,  merthiolate  or  some  other  antiseptic 
solution  or  salve.  First  of  all,  he  contam- 
inates the  wound  with  the  greatest  variety 
of  organisms  available,  then  seals  them  into 
the  wound  by  closing  it,  and  finally  devital- 
izes the  tissues  and  lowers  their  resistance 
to  infection  with  the  local  application  of 
caustic  agents.  How  much  have  we  as  a 
profession  done  to  prevent  these  unhealthy 
practices?  Every  first-aid  kit  to  be  found 
consists  mainly  of  antiseptics  and  gauze 
dressings  which  may  or  may  not  have  re- 
mained sterile.  Might  it  not  be  better  to 
provide  a brush,  soap,  and  running  water? 
The  first  principle  in  the  management  of  any 
open  wound,  then  incurred,  is  a thorough 
cleansing  of  the  injured  part,  and  this  can 
be  accomplished  best  by  thorough  and 
lengthy  scrubbing  with  mild  soap  and  water. 
A sterile  dressing  then  applied  will  protect 
the  wound  from  further  contamination.  The 
importance  of  the  immediate  cleansing  of  a 
wide  surrounding  area  in  all  open  wounds,  no 
matter  how  trivial,  cannot  be  overempha- 
sized. Not  only  in  the  recent  world  war, 
but  also  in  civilian  practice,  it  has  been  pos- 
sible to  reduce  infection  to  a minimum  by 
this  simple  practice.  The  use  of  antiseptics 
locally  in  wounds  should  be  condemned.  If 
the  antiseptic  is  sufficiently  strong  to  kill 
bacteria,  in  all  probability  it  will  kill  tissue 
locally  and  thus  enhance,  rather  than  pre- 
vent, infection.  When  dealing  with  open 
wounds,  particularly  of  the  hands,  after  es- 
tablishing anesthesia  by  local  infiltration  or 
by  block  anesthesia  with  procaine  it  is  pos- 
sible to  take  a patient  to  the  scrub  room 
where  he  can  be  shown  by  the  surgeon  how 
to  scrub  his  own  hands  while  the  surgeon 
himself  is  scrubbing  to  undertake  debride- 


ment and  possible  suture  of  an  early  open 
wound. 

A closed  wound  is  presumably  protected 
from  bacterial  contamination  by  the  intact 
integument,  but  even  a microscopic  break 
may  serve  as  a portal  of  entry  for  bacteria. 
Most  closed  wounds  are  due  to  contusive  vio- 
lence so  there  is  apt  to  be  considerable  tissue 
damage  and  hematoma  formation.  Such  de- 
vitalized tissue  affords  a favorable  pabulum 
for  the  growth  of  contaminating  bacteria  or 
of  blood-born  organisms  of  a transient  bac- 
teremia. For  these  reasons  an  apparently 
intact  skin  does  not  preclude  wound  infec- 
tion. 

Minor  open  wounds,  as  opposed  to  major 
open  wounds,  have  the  capacity  to  heal  with- 
out suppuration  even  though  seriously  trau- 
matized, provided  they  are  cleansed  thor- 
oughly and  are  not  closed  under  tension.  It 
is  far  better  to  provide  secondary  closure 
of  a wound  after  careful  incision  than  to 
close  it  under  tension  and  cause  wound  sup- 
puration. Ordinarily,  skin  incision  is  de- 
signed to  lay  open  the  depths  of  a penetrat- 
ing wound,  especially  when  a foreign  body 
is  suspected.  Incision  of  the  fascia  is  im- 
portant when  contusive  violence  has  caused 
muscle  damage.  This  provides  vascularity 
of  the  muscle  during  the  period  of  swelling. 
Open  wounds  of  the  face  and  scalp  have  an 
abundant  blood  supply  and  are  sufficiently 
resistant  to  infection  usually  to  warrant  pri- 
mary suture  in  order  to  avoid  cosmetic  de- 
formity, and  salivary  fistulas. 

The  hand  also  has  an  excellent  blood 
supply.  Primary  suture  in  the  hand  has  as 
its  object  the  apposition  of  a protective  layer 
of  soft  parts  to  exposed  tendons  and  joints 
in  an  effort  to  prevent  infection  and  to  pre- 
serve function. 

In  the  surgery  of  trauma  the  incidence  of 
injuries  to  the  hand  is  remarkably  high. 
It  has  been  estimated  that  one  third  to  one 
half  of  all  industrial  injuries  involve  the 
upper  extremity.  The  period  of  disability 
in  these  injuries  often  is  longer  than  that 
required  for  so-called  more  serious  acci- 
dents. Unfortunately,  minor  injuries  of  the 
hand,  unless  properly  managed  from  the  mo- 
ment they  occur,  may  become  so  seriously 
complicated  that  the  patient’s  entire  future 
economic  status  may  be  hampered  seriously 
by  decreased  earning  power. 

Fortunately,  many  of  the  injuries  to  the 
hand  are  superficial  and  will  respond  quickly 
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and  well  to  simple  methods  of  treatment, 
provided  certain  basic  principles  are  followed 
strictly.  Cleanliness  and  rest  are  the  two 
most  important  principles  involved. 

Tendons  of  the  hand  may  be  injured  by 
very  mild  and  simple  trauma  and  for  this 
reason  such  injuries  commonly  are  over- 
looked. The  most  common  cause  of  tendon 
injury  is  direct  trauma  with  penetration  of 
the  skin  and  the  underlying  tendon.  Ten- 
dons may  be  ruptured  with  a non-penetrat- 
ing injury;  and  infection,  either  specific  or 
nonspecific,  likewise  can  lead  to  the  inter- 
ruption of  the  normal  continuity  of  a ten- 
don. 

The  early  diagnosis  of  flexor  tendon  in- 
juries is  extremely  important  to  the  future 
welfare  of  the  patient.  The  importance  of 
physiological  tests  to  establish  the  diagnosis 
cannot  be  emphasized  enough.  A wound 
need  not  and  should  not  be  probed.  Very 
little  information  about  a wound  can  be  ob- 
tained by  probing  and  serious  infection  may 
be,  and  often  is,  introduced  by  this  prac- 
tice. Inability  of  a patient  to  flex  the  distal 
phalanx  signifies  that  the  flexor  digitorum 
profundus  tendon  has  been  severed,  while 
inability  to  flex  the  entire  finger  is  proof 
that  both  the  profundus  and  sublimis  ten- 
dons have  been  severed.  Loss  of  flexion  of 
the  fingers  at  the  metacarpophalangeal  joint 
with  inability  to  extend  the  distal  two  fin- 
ger-joints reveals  injury  to  the  lumbricales 
or  interossei.  Routine  preliminary  examin- 
ation may  reveal  good  function  only  to  have 
complete  separation  occur  at  a later  date, 
when  motion  is  resumed.  Secondary  rup- 
ture of  a partially  severed  tendon  is  the 
cause.  The  tendons  should  be  flexed  against 
pressure  at  the  original  examination.  In- 
ability to  flex  the  distal  phalanx  of  the 
thumb  is  evidence  of  a laceration  of  the 
flexor  pollicis  longus  tendon. 

Injuries  to  the  nerves  of  the  hand  also 
should  be  tested  for.  Lacerations  of  the  digi- 
tal nerves  are  associated  with  a loss  of  sen- 
sation in  the  involved  fingers.  Injuries  to 
the  median  and  ulnar  nerves  in  the  wrist 
are  shown  by  anaesthesia  over  the  palmar 
aspect  of  the  fingers.  A lacerated  median 
nerve  results  in  loss  of  sensation  over  the 
thumb,  index,  and  long  fingers,  and  over 
the  radial  side  of  the  ring  finger.  A 
severed  ulnar  nerve  results  in  loss  of  sen- 
sation over  the  small  finger  and  the  ulnar 
side  of  the  ring  finger.  These  tests  can  be 


substantiated  by  testing  the  intrinsic  mus- 
cles of  the  hand. 

Primary  repair  of  tendons  of  the  hand 
may  be  carried  out  in  clean  wounds  when 
seen  early  after  injury,  but  should  not  be 
attempted  unless  proper  anaesthesia,  light, 
and  assistance  are  available.  Secondary 
repair  should  be  resorted  to  whenever  there 
is  any  question  about  the  cleanliness  of  the 
wound.  Secondary  repair  may  be  under- 
taken when  the  skin  is  well  healed  and  when 
all  evidence  of  infection  has  subsided  com- 
pletely. 

Digital  nerves  may  be  repaired  at  the 
time  of  primary  wound  closure,  provided  the 
wound  is  clean.  Secondary  nerve  suture, 
just  as  secondary  tendon  repair,  is  the  safest 
procedure  when  the  possibility  of  suppura- 
tion exists. 

Injuries  to  the  tips  of  the  fingers  are  ex- 
tremely common  and  fall  into  three  main 
groups:  (1)  door  crush;  (2)  avulsions  due 

to  explosion  or  wedging;  and  (3)  amputa- 
tions, partial  or  complete.  Crush  injuries 
are  very  common  in  children  and,  fortunate- 
ly, usually  appear  to  be  much  more  serious 
than  they  subsequently  prove  to  be.  Usual- 
ly there  is  no  significant  loss  of  substance, 
but  in  addition  to  crushing  of  the  soft  tis- 
sues there  may  be  total  or  partial  avulsion 
of  the  nail  and  irregular  lacerations  on 
either  side  of  the  finger,  or  avulsion  of  a 
portion  of  the  soft  tissues.  Treatment,  if 
instituted  early,  will  result,  usually,  in  mini- 
mal disfigurement,  provided  infection  is 
avoided.  Here  again  it  is  all  important 
that  the  surgeon,  not  a nurse  or  assistant, 
undertake  the  initial  cleansing  of  the  hand 
and  wound  in  preparation  for  definitive  re- 
pair. Because  so  many  of  these  wounds  oc- 
cur in  children,  anaesthesia  becomes  a dif- 
ficult problem.  Early  care  is  essential.  This 
usually  precludes  the  use  of  general  anaes- 
thesia because  of  the  very  real  danger  of 
aspiration.  Gentle  handling  under  local 
anaesthesia  usually  is  the  method  of  choice. 
After  very  careful  cleansing,  minimal  de- 
bridement, gentle  approximation  of  the  la- 
cerated or  avulsed  tip,  using,  if  possible,  the 
avulsed  nail  as  a partial  dressing,  and  com- 
plete immobilization  in  a properly  applied 
splint  in  a position  of  rest,  provide  the  neces- 
sary treatment. 

Irregular  and  extensive  loss  of  soft  tissue 
from  the  tip  with  the  exposure  of  the  intact 
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bone  occurs  from  hand  explosions  or  when 
a tip  has  been  tightly  fixed  and  forcefully 
withdrawn.  Simple  amputation  or  replace- 
ment of  skin  and  subcutaneous  tissue  with  a 
pedicle  flap  can  be  undertaken  best  under 
these  conditions. 

Amputations  of  the  terminal  phalanx  vary 
in  extent  from  minimal  skin  loss  to  loss  of 
skin  and  pulp,  a portion  or  all  of  the  nail  with 
exposure  or  partial  removal  of  the  terminal 
bony  phalanx.  There  are  many  methods 
reported  for  repairing  these  defects,  but  all 
will  fail  if  secondary  infection  occurs.  For 
this  reason  one  must  emphasize  again  the 
importance  of  prolonged  scrubbing  with 
soap  and  water  before  repair  is  attempted, 
and  of  careful  and  complete  immobilization 
following  repair.  Time  will  not  permit  a 
detailed  description  of  the  methods  of  re- 
pair utilized  in  these  injuries.  Suffice  it  to 
say  that  split  grafts,  full  thickness  grafts, 
and  pedicle  grafts  of  many  types  have  been 
used  successfully,  provided  meticulous  tech- 
nique and  attention  to  detail  are  not  neglect- 
ed. 

Although  injuries  to  the  hand  provide 
the  most  important  chapter  to  be  studied 
in  minor  injuries,  no  single  part  of  the  body 
can  be  excluded.  All  portions  of  the  body 
are  exposed  to  one  form  of  trauma  or  an- 
other. Penetrating  and  perforating  wounds, 
as  a general  rule,  on  first  inspection  appear 
to  be  minor  in  nature.  The  superficial 
wound  may  appear  trivial  and  may  occur  on 
the  surface  of  the  body  apparently  quite 
remote  from  vital  structures.  The  depth 
and  course  of  such  wounds  usually  are  the 
important  factors  and  the  possibility  of  re- 
mote serious  injury  which  may  occur  in  as- 
sociation with  a seemingly  superficial  wound 
must  be  kept  constantly  in  mind.  A stab 
wound  with  an  ice  pick,  long  bladed  knife, 
small  caliber  gunshot  wounds,  birdshot,  etce- 
tera, may  produce  fatal  injury  with  very 
little  surface  damage.  It  is  not  the  purpose 
of  this  discussion  to  consider  these  more 
serious  injuries;  however,  one  should  be  re- 
minded constantly  to  remember  their  signif- 
icance and  keep  them  in  mind. 

Small  penetrating  wounds  of  the  soft  tis- 
sues may  cause  damage  to  underlying  ma- 
jor blood  vessels  resulting  in  a variety  of  un- 
toward results  ranging  from  the  complete 
severance  of  a vessel  to  the  formation  of 
false  aneurisms,  arteriovenous  fistula,  or 
possibly  arterial  spasm  and  thrombosis. 


Most  patients  with  peripheral  vascular  in- 
juries live  to  reach  a hospital  even  though 
they  may  subsequently  lose  an  extremity. 
Because  of  the  tremendous  advances  that 
have  taken  place  in  vascular  surgery  in  the 
past  few  years,  early  recognition  and 
prompt  surgical  management  of  these  in- 
juries often  may  save  a limb  and  more  often 
will  restore  adequate  blood  supply  to  a limb 
which  previously,  though  viable,  was  greatly 
reduced  in  function  because  of  partial  is- 
chemia. 

Superficial  burns  and  those  localized  to 
small  areas  usually  are  considered  minor  in- 
juries. Under  such  circumstances  one  is 
not  called  upon  to  deal  with  the  difficult 
problems  of  shock,  fluid  balance,  sepsis,  et- 
cetera, commonly  associated  with  more  ex- 
tensive burns.  Nevertheless,  burns  of  very 
small  diameter  when  properly  located  or 
when  infected  can  lead  to  serious  complica- 
tions. No  matter  how  small,  a burn  must  be 
regarded  as  a surgical  wound  with  all  its 
potential  dangers.  The  principles  of  cleans- 
ing, debridement,  hemostasis,  closure,  and 
rest  all  are  well  known,  but  seldom  are  ap- 
plied to  burns.  There  can  be  no  doubt  that 
the  results  of  the  treatment  of  minor  burns 
would  be  improved  vastly  if  the  same  prin- 
ciples used  in  the  treatment  of  other  wounds 
were  applied  to  them.  Excision  and  imme- 
diate skin  grafting  of  small  burned  areas  has 
proven  to  be  a useful  method  of  treatment. 

Contusions  of  soft  tissues  overlying  bone, 
and  sprains  of  ligaments  about  joints,  may 
present  difficult  problems  in  diagnosis.  To 
rule  out  the  possibility  of  underlying  frac- 
tures, proper  roentgenological  studies  must 
be  made.  Lacerations  of  major  ligaments 
about  the  joints,  with  or  without  disloca- 
tion, constitute  injuries  of  a major  degree 
and  will  not  be  discussed  here  except  to  state 
that  they  may  appear  minor  upon  casual  ex- 
amination. The  true  nature  and  extent  of 
these  injuries  are  revealed  only  by  careful 
and  detailed  examination,  at  times  requiring 
anaesthesia.  The  less  extensive  injuries  to 
these  structures  can  be  treated  best  by  sim- 
ple immobilization. 

The  great  majority  of  minor  injuries  are 
represented  by  contusions,  abrasions,  lacer- 
ations, sprains,  and  burns,  but  should  be 
considered  minor  only  after  consideration  of 
their  extent  and  degree.  The  borderline  be- 
tween a minor  injury  and  a major  one  is  not 

(Continued  on  Page  155) 
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Recent  events  in  Washington  are  making  it  more  clear  every  day 
that  the  medical  profession  must  be  alert  and  make  a vigorous  fight  if  we 
are  to  retain  our  control  over  the  health  agencies  which  carry  on  lay 
educational  programs.  These  activities  are  an  essential  means  of  building 
up  our  contacts  with  the  laymen  and  are  an  invaluable  means  of  retaining 
the  respect  and  confidence  of  our  people. 

To  that  end  work  is  progressing  toward  the  perfection  of  the  organ- 
ization which  will  have  the  general  supervision  of  the  United  Health  Fund 
Drive.  All  organizations  participating  shall  have  one  medical  and  one  lay 
representative  on  this  general  committee  which  will  function  with  the 
five-man  committee  from  the  Nebraska  State  Medical  Association. 

During  the  latter  part  of  the  year  a publicity  campaign  will  be  car- 
ried on  explaining  the  purpose  of  uniting  all  organizations  for  one  financial 
drive.  The  good  people  of  Nebraska  are  entitled  to  know  to  whom  their 
money  goes  and  the  Medical  Association  has  the  responsibility  to  place 
in  one  approved  group  those  organizations  which  deserve  support,  and  to 
direct  one  drive  each  year  for  financial  support  for  the  approved  group. 

The  lay  educational  programs  will  continue  throughout  the  year  under 
the  auspices  of  each  organization.  The  doctors  must  co-operate  and  do  ali 
they  can  to  aid  in  this  educational  program. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 

National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 

care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 

and  services. 

7.  The  development  of  a program  of  mental 

hygiene  with  aid  to  mental  hygiene  clinics  in 

suitable  areas. 

8.  Health  education  programs  administered 

through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 

health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 

hospital  facilities  with  other  medical  care  and 

hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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Organization  Section 

PLACEMENT  AID  REQUESTS  ON 
THE  INCREASE— 

More  physicians  are  utilizing  the  services 
offered  by  the  AMA  Physicians  Placement 
Service  than  ever  before,  reports  the  Coun- 
cil on  Medical  Service.  A brief  look  at  the 
number  of  services  rendered  by  the  Place- 
ment Service  during  the  last  three  months 
of  1953  as  compared  with  the  same  period  of 
1952  shows:  1.  A 95  per  cent  increase  in  the 
number  of  requests  from  communities  seek- 
ing physicians ; 2.  A 130  per  cent  increase 
in  the  number  of  letters  of  inquiry  from 
physicians  seeking  places  to  locate;  3.  A 
364  per  cent  increase  in  the  number  of  physi- 
cians visit  and  personal  interviews  in  the 
AMA  office.  This  Service  operates  in  close 
cooperation  witli  the  43  state  physicians 
placement  services.  The  number  of  towns 
seeking  doctors  in  Nebraska  has  increased 
about  25  per  cent;  and  the  number  of  doc- 
tors seeking  a location  in  Nebraska  has  in- 
creased about  50  per  cent  over  this  time 
last  year.  At  the  present  time  there  are  41 
towns  looking  for  a doctor  and  32  physicians 
seeking  a location  with  most  of  them  being 
available  in  June  and  July. 

’54  RADIO  AND  TV  PLANS  ANNOUNCED— 

America’s  physicians  will  be  “on  the  air- 
ways” more  than  ever  during  the  new  year 
as  the  AMA’s  Bureau  of  Health  Education 
announces  plans  for  new  radio  and  television 
programs.  In  response  to  the  trend  of  list- 
ening audiences  toward  local  radio  shows, 
emphasis  will  be  placed  on  locally-originated 
programs  both  in  radio  and  television. 

Inaugurating  a new  service  for  state  and 
county  medical  societies,  the  Bureau  also  is 
planning  the  preparation  of  “script-clip  pack- 
ages” for  television.  These  packets  will  con- 
tain outline  scripts  which  can  be  narrated  by 
local  doctors  while  film  clips  illustrating  the 
topic  are  shown  on  the  TV  screen. 

LANCASTER  COUNTY  MEDICAL 
SOCIETY  MEETING— 

Captain  E.  L.  Caveny  from  the  Surgeon 
General’s  Office  of  the  U.S.  Navy  will  be 
the  guest  speaker  at  the  April  20th  meeting 
of  the  Lancaster  County  Medical  Society  at 
the  Cornhusker  Hotel,  Lincoln.  All  former 
naval  medical  officers  are  invited  to  attend. 
Reservations  may  be  made  by  writing  Com- 
manding Officer,  Medical  Reserve  Company 
9-9,  Box  591,  Lincoln,  Nebraska. 
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News  and  Views 

FROM  THE  LINCOLN  STAR-JOURNAL — 

Drs.  Ralph  C.  Moore  and  Charles  Marsh, 
Omaha,  have  launched  a program  to  acquaint 
the  medical  profession  with  the  appalling 
increase  in  highway  accidents  throughout 
the  state.  The  two  doctors  use  lectures  and 
films  of  real  incidents  of  highway  accidents 
to  illustrate  the  terrific  effects  of  high  speed 
and  sudden  deceleration  on  the  human  body. 

FROM  THE  LINCOLN  STAR— 

Dr.  J.  J.  Smith,  Heartwell,  was  honored  at 
a dinner  given  by  the  citizens  of  the  com- 
munity, for  his  50  years  of  medical  prac- 
tice. Dr.  Smith  has  also  been  active  in  com- 
munity affairs,  serving  as  mayor  three  times 
and  being  a member  of  the  school  board 
for  fifteen  years. 

FROM  THE  GRANT  SENTINEL— 

Dr.  F.  M.  Bell  was  honored  at  a recent 
banquet  and  presented  the  Jordan  Medal  sig- 
nifying 50  years  membership  in  the  masonic 
fraternity.  A large  number  of  the  town 
residents  turned  out  for  the  program  at 
which  Dr.  Fay  Smith,  Imperial,  the  present 
Grand  Master  of  Masons  in  Nebraska  pre- 
sented the  medal  to  Dr.  Bell.  It  was  a dual 
celebration  for  Dr.  Bell  as  he  had  also  com- 
pleted 50  years  practice  of  medicine. 

FROM  THE  GENEVA  SIGNAL— 

The  Geneva  Community  Grange  has  re- 
cently completed  its  first  health  survery  of 
Fillmore  County.  The  survey  was  taken  to 
obtain  information  on  the  health  facilities 
of  the  residents  of  Fillmore  county  and  to 
compare  them  with  the  surrounding  coun- 
ties. Many  local  organizations  and  the  med- 
ical profession  aided  the  Grange  in  complet- 
ing the  survey. 

FROM  THE  KEARNEY  HUB  — 

The  University  of  Nebraska  College  of 
Medicine  is  having  no  trouble  with  shrinking 
enrollment  as  reported  in  some  other  schools, 
Dean  James  P.  Tollman  said  recently.  “While 
most  other  schools  report  a shrinkage  in 
freshman  medical  classes,  ours  has  in- 
creased,” he  told  the  Board  of  Regents.  This 
year’s  class  numbers  86,  he  reported,  with  a 
total  college  enrollment  of  344. 

Dean  Tollman  said  he  would  like  to  expand 
the  freshman  nursing  class  enrollment  from 
40  to  over  50  because  of  increasing  applica- 


tions. He  said  that  most  departments  are 
experiencing  growing  pains,  and  lack  of  hous- 
ing for  a growing  nurse-training  program 
and  clinical  facilities  are  the  “chief  bottle- 
necks.” 

FROM  THE  COUNCIL  BLUFFS,  IOWA, 
NONPAREIL— 

Creighton  University  medical  students 
spend  an  average  of  $9,800  per  person  for  a 
four-year  medical  education,  a survey  indi- 
cated. It  does  not  include  cost  of  pre-med- 
ical training,  internship  and  residency  train- 
ing, or  cost  of  setting  himself  up  in  prac- 
tice. Eighty  of  the  153  students  reporting 
in  the  survey  expect  to  have  some  debt  at 
completion  of  their  senior  year.  A debt  of 
over  $10,000  is  expected  by  15  of  the  stu- 
dents. 

FROM  THE  OMAHA  WORLD-HERALD— 

Omaha:  Registered  Nurse”  needs  more 

information  regarding  conditions  in  our  state 
hospitals,  with  special  emphasis  on  the 
Hastings  hospital  which  lacks  trained  per- 
sonnel. It  is  true  that  what  help  is  avail- 
able is  conscientious,  but  this  is  certainly  not 
enough.  Dr.  Sandritter,  director  of  the 
Hastings  hospital,  is  pleading  for  funds  and 
a program  to  make  the  necessary  help  avail- 
able. When  a patient  is  killed  by  another 
patient  for  lack  of  adequate  help,  there  is 
an  emergency  which  none  of  us  can  over- 
look. Governor  Crosby,  after  an  inspection, 
says  “We’re  doing  as  well  as  the  surround- 
ing sthtes.”  This  is  a mistake,  for  Nebras- 
ka is  just  awakening  to  this  tragic  situation. 
States  around  us  have  been  working  in  this 
regard  for  years  and  are  way  out  in  front. 

IOWA  POLLS  MEMBERS  ON  AMA  ACTIONS— 

To  determine  the  reaction  of  individual 
members  of  the  Iowa  State  Medical  Society 
to  actions  taken  by  their  delegates  to  the 
AMA  and  to  the  actions  decided  upon  by  the 
AMA,  a questionnaire  was  sent  to  each  mem- 
ber. Eight  hundred  and  fourteen  were  re- 
turned. The  following  is  the  breakdown  of 
their  replies: 

Eighty-nine  per  cent  approved  AMA  stand 
against  treatment  of  non-service-connected 
disability  cases  in  VA  hospitals. 

Ninty-five  per  cent  favored  the  Keogh- 
Jenkins  bills  allowing  physicians  to  set  aside 
retirement  funds  exempt  from  current  tax- 
ation. 
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Eighty-five  per  cent  opposed  extension  of 
social  security  benefits  to  cover  MDs. 

Eighty-nine  and  five-tenths  per  cent  fav- 
ored the  Bricker  resolution. 

Eighty-three  and  five-tenths  per  cent 
agreed  that  more  liberal  deductions  from 
federal  income  tax  should  be  allowed  for 
medical  expenses. 

(From  the  PR  Doctor) 

NEW  JOB  FOR  OLD  GRAD  OF  UNIVERSITY 
OF  NEBRASKA  COLLEGE  OF  MEDICINE— 

Col.  Clifford  V.  Morgan,  MC,  a graduate 
of  the  University  of  Nebraska  College  of 
Medicine  in  1927,  was  appointed  to  the  Army 
Physical  Council  on  March  1.  He  will  serve 
as  chairman.  Col.  Morgan  has  served  in 
many  capacities  and  in  divers  places  during 
his  twenty-seven  years  as  an  Army  officer. 
One  of  his  most  important  posts  was  in 
Europe  from  1943  to  1945,  as  Deputy  Gen- 
eral Purchasing  Agent.  During  his  service 
he  has  received  a number  of  military  awards 
from  the  United  States,  as  well  as  the  Croix 
de  Guerre  with  Palm  from  France,  and  the 
Order  of  the  Oaken  Wreath  from  Luxem- 
bourg. 

AUDIO-DIGEST  OFFERS  “TWO  FOR 
THE  MONEY”— 

Busy  physicians  cannot  afford  to  pass 
up  this  opportunity  to  get  “two  for  the  price 
of  one”  in  the  form  of  postgraduate  medical 
education  and  a chance  to  support  the  na- 
tion’s medical  schools.  The  American  Med- 
ical Education  Foundation  recently  an- 
nounced that  a new  source  of  funds  now  is 
available  to  medical  schools  through  physi- 
cian-support of  the  Audio-Digest  Founda- 
tion. For  a nominal  weekly  subscription 
fee,  physicians  receive  from  the  Audio-Di- 
gest Foundation  tape-recorded  abstracts  of 
current  literature,  lectures,  etc.,  culled  from 
current  medical  periodicals  in  all  fields  of 
medicine.  This  Foundation,  organized  by 
the  California  Medical  Association,  will  turn 
over  its  profits  to  the  AMEF. 

State  AMEF  chairmen  have  been  asked 
to  support  the  national  promotion  of  this 
service  as  an  additional  means  of  raising 
funds  for  medical  education.  This  should 
prove  a tremendous  boost  to  the  AMEF’s 
1954  campaign  drive  for  two  million  dollars 
from  the  medical  profession  to  assist  the 
country’s  79-approved  medical  schools. 


The  Month  in  Washington 

Washington,  D.C.  — Just  about  a year 
ago  the  Hill-Burton  hospital  construction 
program  was  under  heavy  attack  in  the 
House  Appropriations  Committee.  But  the 
damage  was  not  permanent.  The  program 
has  made  a complete  recovery.  More  than 
that,  Congress  shows  every  intention  of 
doubling  the  appropiation  for  the  program, 
buy  earmarking  the  additional  money  for 
grants  to  diagnostic  and  treatment  centers, 
rehabilitation  facilities,  hospitals  for  the 
chronically  ill,  and  nursing  homes.  At  this 
stage  the  legislation  to  stimulate  health 
facility  construction  is  believed  to  be  closer 
to  enactment  than  any  other  major  health 
project  of  the  Eisenhower  administration. 
Although  the  main  objectives  have  not  been 
altered,  some  significant  changes  were  made 
in  the  bill  by  the  House  Interstate  and  For- 
eign Commerce  Committee  in  two  weeks  of 
intensive  work  at  closed-door  sessions.  Then, 
in  mid-March,  the  Senate  committee  took 
up  the  bill  and  considered  additional  amend- 
ments. 

Most  changes  are  designed  to  tighten  up 
eligibility  for  grants.  For  example,  money 
could  go  to  only  two  types  of  diagnostic  or 
treatment  centers,  those  operated  by  and 
for  a governmental  unit  or  by  a group  that 
also  operates  a nonprofit  hospital.  Nor 
would  centers  or  nursing  homes  be  eligible 
unless  under  medical  supervision  or  operated 
by  an  association  that  also  operates  a hos- 
pital. 

Another  change  written  into  the  bill  would 
rule  out  a project  if  it  were  not  to  be  open 
for  full  and  unrestricted  use  by  the  general 
public.  Thus  labor  union,  fraternal,  and  pre- 
payment health  plans  could  not  benefit  if 
they  offered  their  own  subscribers  any  ad- 
vantage in  service  at  the  center  or  hospital. 

On  the  financial  side,  several  amendments 
have  been  tentatively  adopted.  One  would 
allow  states  to  use  the  original  Hull-Burton 
formula  for  apportioning  money  among  pro- 
jects, or  to  accept  a flat  50%  federal  con- 
tribution. (As  in  the  original  Hill-Burton 
act,  the  poorer  states  would  be  allocated 
more  per  capita.)  States  would  be  allowed 
to  pool  their  allocations  for  construction  of 
interstate  facilities,  and  the  United  States 
would  be  authorized  to  recover  its  propor- 
tionate share  of  a project  if  at  any  time  the 
project  were  converted  to  profit  use  or  were 
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transferred  to  interests  which  for  any  oth- 
er reason  would  not  be  eligible. 

Of  major  interest  to  the  medical  profes- 
sion, although  not  far  along  on  its  legisla- 
tive course,  is  the  administration’s  proposal 
for  subsidizing  prepaid  health  plans  for  fed- 
eral civilian  employees.  The  U.S.  would  pay 
a maximum  of  $26  per  year,  to  be  matched 
by  the  employee,  for  the  purchase  of  any 
type  of  prepaid  insurance.  Any  cost  above 
$52  per  year  would  have  to  be  borne  entirely 
by  the  employee. 

As  a part  of  the  program,  the  adminis- 
tration is  proposing  that  payroll  deductions 
be  authorized,  a concession  the  insurance 
a n d prepayment  insurance  organizations 
have  been  urging  for  years.  Currently  fed- 
eral executives  differ  on  whether  payroll  de- 
ductions would  be  “legal,”  but  none  is  willing 
to  risk  authorizing  deductions  in  the  ab- 
sence of  specific  approval  from  Congress. 

Still  following  a slow  and  controversial 
course  is  the  administration’s  proposal  for 
reinsurance  of  health  plans.  Early  in  the 
sessions  — with  the  ardent  support  of  Chair- 
man Charles  S.  Wolverton  of  the  key  House 
committee — this  legislation  appeared  point- 
ed toward  enactment.  However,  the  Depart- 
ment of  Health,  Education,  and  Welfare  was 
not  satisfied  with  Mr.  Wolverton’s  bill  and 
decided  to  draft  one  of  its  own.  The  draft- 
ing consumed  many  weeks  — time  that  may 
prove  fatal  with  a Congress  hoping  to  ad- 
journ early  for  the  fall  elections. 

The  Defense  Department,  made  uncom- 
fortable by  a few  suspected  subversive  phy- 
sicians and  dentists  it  doesn’t  quite  know 
what  to  do  with,  is  asking  for  an  amendment 
to  the  Doctor  Draft  act.  The  department’s 
problem  is  this:  The  most  recent  Court  of 

Appeals  decision  holds  that  physicians  or 
dentists  drafted  or  called  up  from  the  re- 
serves must,  under  the  Doctor  Draft  act, 
either  be  commissioned  or  discharged.  So, 
technically,  a man  who  refuses  to  fill  out 
his  loyalty  questionnaire  would  be  rewarded 
by  a release.  To  correct  the  situation, 
the  Department  is  asking  that  the  law  be 
changed  to  allow  it  to  withhold  a commission 
from  a loyalty  suspect,  yet  keep  him  on  duty 
for  the  specified  time  in  noncommissioned 
status  and  assigned  to  professional  duties. 

The  American  Medical  Association  is  con- 
tinuing its  support  of  Senator  Bricker  and 
others  who  are  convinced  they  still  can  en- 


act a resolution  calling  for  an  amendment  to 
restrict  international  agreements.  The  As- 
sociation’s position  is  that  unless  a safeguard 
is  written  into  the  Constitution,  future  in- 
ternational agreements  could  impose  on  the 
country  social  and  medical  care  programs 
that  Congress  itself  would  not  approve. 

Announcements 

NATIONAL  CONVENTION  MEDICAL 
TECHNOLOGISTS  AT  MIAMI  BEACH— 

The  22nd  annual  National  Convention  of 
the  American  Society  of  Medical  Technolo- 
gists will  be  held  at  the  hotels  Delano  and 
DiLido,  Miami  Beach,  Florida,  June  13-17, 
1954. 

CANCER  MEETING  TO  BE  HELD  IN  9th 
COUNCILLOR  DISTRICT— 

The  Buffalo  County  Medical  Society  and 
the  American  Cancer  Society  are  sponsor- 
ing a meeting  announced  by  the  9th  Coun- 
cillor District,  to  be  held  April  14,  at  the 
Hotel  Fort  Kearney,  in  Kearney.  The  meet- 
ing for  the  public  will  be  held  10:00  a.m.  to 
noon,  and  the  professional  session  from  2:00 
p.m.  to  5:00.  Social  hour  from  six  to  seven 


In  Viewing  the  VA  Medical  Program  . . . 


comparison  of  length  of  stay 
in  VA  and  general  hospitals 
GM&S 


General  medical  and  surgical  patients  in  VA  hospitals 
are  confined  four  times  longer  than  in  non-federal 
hospitals.  VA  hospitals  admit  patients  for  examina- 
tion, diagnosis,  and  treatment,  much  of  which  is 
normally  undertaken  outside  civilian  hospitals.  Also, 
VA  patients  often  remain  hospitalized  throughout  the 
entire  medical  treatment  period,  whereas  non-VA 
patients  are  usually  treated  at  home  during  their  con- 
valescence. This  is  a major  factor  in  the  tremendous 
cost  of  the  VA  medical  program. 
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o’clock  and  dinner  at  seven.  Guest  speakers 
will  be  Claude  R.  Hitchcock,  M.D.,  director 
of  the  Cancer  Detection  center  and  instruc- 
tor in  surgery,  and  Bernard  Zimmerman, 
M.D.,  cancer  coordinator  and  assistant  pro- 
fessor of  surgery,  University  of  Minnesota, 
Wives  are  invited.  Doctors  outside  the  9th 
Councillor  District  who  expect  to  attend, 
please  notify  Doctor  B.  R.  Bancroft,  21031/2 
Central  Ave.,  Kearney,  so  that  dinner  reser- 
vations may  be  made  in  advance.  Also  note 
whether  you  need  hotel  accomodations. 

HOSPITAL-LABORATORIES  WILL 
HOLD  OPEN  HOUSE— 

The  Nebraska  Society  of  Medical  Tech- 
nologists, an  affiliate  of  the  American  So- 
ciety of  Medical  Technologists,  is  sponsoring 
an  Open  House  on  April  20,  from  three  to 
eight  p.m.,  in  seventeen  Nebraska  hospitals. 
The  participating  hospitals  are:  St.  Frances, 
Grand  Island;  Mary  Lanning,  Hastings;  Bry- 
an Memorial,  Lincoln  General,  St.  Eliza- 
beth’s, and  Veterans,  Lincoln ; Clarkson  Me- 
morial, Children’s  Memorial,  St.  Joseph’s,  Im- 
manuel, Lutheran,  St.  Catherine’s,  Univer- 
sity of  Nebraska,  and  Veterans,  Omaha;  Lu- 
theran, Norfolk;  North  Platte  Memorial, 
North  Platte ; and  Memorial,  West  Point. 

Medical  Technologists  will  demonstrate 
various  procedures  and  newer  equipment 
that  may  make  diagnosis  more  certain,  treat- 
ment more  accurate,  and  recovery  of  the  pa- 
tient more  speedy.  Such  items  as  cancer 
diagnosis,  selection  of  blood  donors,  deter- 
mination of  blood  sugar  levels,  prothrombin 
levels,  blood  nitrogens,  bacterial  sensitivity 
tests  and  other  techniques  will  be  shown  and 
explained. 

Visitors  will  be  welcome  at  these  hospitals 
for  the  contemplated  Open  House. 

MEDICAL  LIBRARY  ASSOCIATION 
WILL  MEET— 

The  Armed  Forces  Medical  Library  will 
be  official  host  to  the  Medical  Library  Asso- 
ciation during  its  Fifty-third  Annual  Meet- 
ing, Hotel  Statler,  Washington,  D.C.,  June 
15-18,  1954. 

Discussions,  tours  to  the  National  Insti- 
tutes of  Health,  National  Naval  Medical  Cen- 
ter, and  Armed  Forces  Medical  Library  will 
be  interspersed  by  interesting  addresses  by 
outstanding  authorities.  These  will  include 
Dr.  Detlev  Bronk,  President  of  Rockerfeller 
Institute  of  Medical  Research,  Lt.  Col.  Frank 
B.  Rogers,  Director  of  Armed  Forces  Med- 


ical Library,  Mr.  Vernon  Clapp,  Acting  Li- 
brarian of  Congress,  and  Dr.  Raymond  Zwe- 
mer,  Chief  of  Library  of  Congress’  Science 
Division. 

For  further  information,  write  Lt.  Col. 
Frank  B.  Rogers,  Armed  Forces  Library,  7th 
Street  and  Independence  Ave.,  S.W.,  Wash- 
ington, D.C. 

HEALTH  EDUCATION  IN  NEW  YORK— 

The  1954  Eastern  States  Health  Confer- 
ence of  the  New  York  Academy  of  Medicine 
will  be  held  at  the  New  York  Academy  of 
Medicine,  2 East  103  St.,  New  York  City,  on 
April  29  and  30,  1954.  The  programme  will 
include  four  sessions  and  an  evening  dinner 
meeting  (Thursday  evening).  The  subject 
of  the  conference  will  be  Communication  in 
Health  Education.  The  participation  is  lim- 
ited. Address  Iago  Galdson,  M.D.,  at  the 
Academy,  for  particulars. 

AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION— 

The  32nd  annual  scientific  and  clinical  ses- 
sion of  the  American  Congress  of  Physical 
Medicines  and  Rehabilitation  will  be  held 
Sept.  6-11,  1954,  Hotel  Statler,  Washington, 
D.C.  Open  to  physicians  in  good  standing 
in  A.  M.  A.,  and  to  therapists  registered  with 
Am.  Registry  of  Physical  Therapists  or  the 
Am.  Occupational  T herapy  Association. 
Write  Executive  officers,  American  Congress 
of  Physical  Medicine  and  Rehabilitation,  30 
North  Michigan  Avenue,  Chicago  2,  111. 

Coming  Medical  Events 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION  — May  10,  11,  12,  13, 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

CRIPPLED  CHILDREN’S  CLINICS— 

April  10,  Alliance,  St.  Joseph  Hospital. 

April  24,  Wayne,  Benthack  Hospital. 

May  8,  Ogallala,  Elks  Club. 

May  22,  Ainsworth,  High  School. 

ANNUAL  SESSION  OF  THE  AMERICAN  COL- 
LEGE OF  PHYSICIANS  — April  5-9,  1954,  Chi- 
cago, Illinois. 

LANCASTER  COUNTY  MEDICAL  SOCIETY  — 
—APRIL  20,  1954,  Cornhusker  Hotel.  Captain  E. 
L.  Caveny  from  the  surgeon  general’s  office  of 
the  Navy  will  be  guest  speaker.  Dinner  at  6:30. 

9th  COUNCILOR  DISTRICT  CANCER  MEETING 
— Kearney,  Nebraska,  April  14,  1954.  One  day 
session  with  5 hours  credit  being  given  in  the 
American  Academy  of  General  Practice  for  those 
attending.  Contact  Dr.  B.  R.  Bancroft,  2103% 
Central  Avenue,  Kearney,  for  dinner  reservations 
and  hotel  accommodations. 
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News  From  Our  Medical 
Schools 

The  Creighton  Medical  Spring  Assembly 
will  hold  its  Sixth  Annual  session  in  Omaha, 
April  22,  23,  24,  1954.  The  first  two  days  of 
the  assembly  will  be  held  at  Creighton 
Memorial-St.  Joseph’s  Hospital  and  the  third 
day  will  be  held  at  Creighton  University 
School  of  Medicine. 

Guest  speakers  will  include: 

Dr.  Gertrude  L.  Pease,  Department  of  Clinical 
Pathology,  Mayo  Clinic,  Rochester,  Minnesota. 

Dr.  T.  H.  Foley,  Chief  Department  of  Obstetrics, 
Mercy  Hospital,  Denver,  Colorado. 

Dr.  John  A.  Trautman,  Director  of  Clinical  Cen- 
ter, National  Institute  of  Health,  Bethesda,  Mary- 
land. 

The  program  has  been  arranged  by  a committee 
of  the  school  of  medicine  faculty.  The  members  of 
which  are:  M.  William  Barry,  Chairman;  E.  M. 

Walsh,  M.D.;  John  D.  Hartigan,  M.D.;  John  J. 
Grier,  M.D.;  W.  O.  Griffith,  M.D.,  and  Albert 
Black,  M.D. 

THURSDAY,  APRIL  22,  1954 
St.  Joseph’s  Hospital 

8:00  Registration. 

Harold  Neu,  M.D.,  Presiding 
8:45  Welcome,  Dean  Frederick  G.  Gillick. 

9:00  “Etiology  and  Treatment  of  Leg  Cramps,” 
R.  T.  Mauer,  M.D. 

9:30  “Neoplasma  of  Small  Intestine,”  E.  K.  Con- 
nors, M.D. 

10:00  “Pyuria  in  Children,”  J.  Harry  Murphy, 
M.D. 

10:30  Intermission. 

W.  H.  Schmitz,  M.D.,  Presiding 
10:45  “Use  and  Abuse  of  Estrogens,”  Dr.  Thomas 
H.  Foley,  Chief  Department  of  Obstetrics, 
Mei-cy  Hospital,  Denver,  Colorado,  guest 
speaker. 

11:15  “Clinical  Center-National  Institutes  of  Health 
Facilities  for  Research,”  John  A.  Traut- 
man, M.D.,  Director  of  Clinical  Center, 
National  Institute  of  Health,  Bethesda, 
Maryland,  guest  speaker. 

12:15  Luncheon-round  table,  J.  R.  Kleyla,  M.D., 
presiding. 

J.  G.  KRUML,  M.D.,  Presiding 
2:00  “Trigeminal  Neuralgia,”  W.  A.  Muehlig, 
M.D. 

2:30  “Neuro-Dermatitis,”  R.  O.  Buch. 

3:00  Intermission. 

J.  W.  McNamara,  M.D.,  Presiding 

3:15  “Prenatal  Care,”  T.  H.  Foley,  Chief  Depart- 
ment of  Obstetrics,  Mercy  Hospital,  Den- 
ver, Colorado,  guest  speaker. 

3:45  “Congenital  and  Developmental,  Orthopedic 
Deformities,”  Paul  Goetowski,  M.D. 


4:15  “Psychiatric  Care  of  the  Aged,”  J.  D.  Ma- 
honey, M.D.,  W.  E.  Ash,  M.D.,  R.  B. 
Leander,  M.D.  Presented  by  J.  D.  Ma- 
honey, M.D. 

4:45  Discussion. 

6:00  Cocktail  party — Blackstone  Hotel,  courtesy 
of  local  alumni. 

FRIDAY,  APRIL  23,  1954 
T.  T.  Smith,  M.D.,  Presiding 

9:00  “Diverticulitis  of  the  Colon,”  It.  R.  Williams, 
M.D. 

9:30  “Care  of  Post-partum  Cervix,”  M.  E.  Grier, 

M.D. 

10:00  “Avoidable  Pitfalls  of  Cortisone  Thei’apy,” 
Maurice  Stoner,  M.D. 

10:30  Intermission. 

W.  M.  Dendinger,  M.D.,  Presiding 

10:45  “The  Diagnostic  Value  of  Aspiration  Biopsy 
of  Bone  Marrow,”  Gertrude  L.  Pease, 
M.D.,  Mayo  Clinic,  Clinical  Pathology, 
Rochester,  Minnesota,  guest  speaker. 

11:15  “Difficulties  in  the  Management  of  Dia- 
betes,” A.  V.  Murphy,  M.D. 

12:15  Luncheon-round  table,  A.  C.  Johnson,  M.D., 
presiding. 

John  J.  O’Hearn,  M.D.,  Presiding 

2:00  “Cardiac  Irregularities,”  C.  H.  Hansen,  M.D. 

2:30  “The  Organic  Signs  in  Psychosis,”  J.  Whit- 
ney Kelley,  M.D. 

3:00  Intermission. 

E.  B.  Floersch,  M.D.,  Presiding 

3:15  “Value  of  the  L.  E.  Clot  Test  as  a Labora- 
tory Procedure,”  Gertrude  L.  Pease,  M.D., 
Department  of  Clinical  Pathology,  Mayo 
Clinic,  Rochester,  Minnesota,  guest  speak- 
er. 

3:45  “Foreign  Bodies  in  the  Air  Passages,”  R.  E. 
Hawkins,  M.D.,  James  Conlon,  M.D. 

SATURDAY,  APRIL  24,  1954 
AT 

CREIGHTON  MEDICAL  SCHOOL 

8:00  “A” — Complimentary  breakfast  for  guests  in 

Cafeteria  at  School  of  Medicine,  8:00-8:30 

a.m. 

9:00  “B” — Laboratory  and  clinical  resear-ch  dem- 

onstrations. Guests  will  be  conducted  by 
guides  to  the  various  exhibits.  Exhibi- 
tors will  be  present  to  explain  the  dem- 
onstrations. 

1.  Observations  on  the  effect  of  drugs  on 
motility  of  naturally  occurring  nerve- 
free  smooth  muscle,  John  Ferguson, 
Ph.D. 

2.  Cleavage  lines  of  the  abdominal  cavity, 
Joseph  H.  Gardner,  Ph.D. 

3.  Electrokymographic  study  of  the  heart, 
Frederick  G.  Gillick,  M.D.,  and  R.  L. 
Egan,  M.D. 

4.  Cardiovascular  teaching  aids,  Frederick 
G.  Gillick,  M.D.,  and  R.  L.  Egan,  M.D. 

5.  Mechanism  of  action  of  Vitamin  P upon 
capillaries,  Jeno  Kramar,  M.D. 
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6.  Hydrocortisone:  Quanitative  determina- 

tion and  clinical  aspects,  V.  E.  Levine, 
Ph.D.,  M.D. 

7.  Inhibition  of  cortically  induced  move- 
ment in  the  cat,  W.  T.  Niemer,  Ph.D. 

8.  A new  sensitive  test  for  micro-quantities 
of  pituitary  gonadotropins,  Hugh  J.  Phil- 
lips, Ph.D.,  and  Richard  J.  Feldhaus, 

B. S. 

9.  Physiopathology  and  biochemsitry  of  ex- 
perimental serous  inflammation,  Stelios 

C.  Samaras,  M.D.,  Vincent  Moragues, 
M.D.,  and  Nicholas  Dietz,  Ph.D. 

10.  Physiopathology  of  swimming  stress, 
Stelios  C.  Samaras  and  B.  Carl  Russum, 
M.D. 

11.  Methods  of  determining  bacterial  sensitiv- 
ity to  antibiotics  and  other  therapeutic 
agents,  James  M.  Severens,  Ph.D.,  George 
H.  Scherr,  Ph.D.,  and  Wayne  L.  Ryan, 
Ph.D. 

12.  Vascular  patterns  in  mammalian  muscles, 
R.  Dale  Smith,  Ph.D. 

13.  A method  for  the  determination  of  anti- 
diuretic hormone  in  human  urine,  Ira  Ros- 
enblum  and  Donald  L.  Stumpff. 

14.  An  analysis  of  the  stress  of  realimenta- 
tion with  protein  or  carbohydrate  after 
prolonged  fasting,  C.  M.  Wilhelmj,  M.D., 

D.  P.  Milani,  M.S.,  V.  W.  Myers,  B.S., 
and  Darinka  Schuput,  B.S. 

15.  Freeze-drying  technique  for  tissue  slices, 
a laboratory  demonstration,  Leo.  P.  Clem- 
ents, Ph.D. 

CREIGHTON  ALUMNI  DINNER 

Black  Mirror  Room  — Fontenelle  Hotel 

Cocktails  — 6:00  Dinner  — 7:00 

Informal 

All  Doctor  and  Their  Wives  Invited 

Members  of  the  Class  of  1929  Will  Be 
Honored  at  the  Dinner 

M.  WILUAM  BARRY.  M.D., 

Chairman. 

PULSE  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE— 

Dr.  Paul  Huston,  Professor  of  Psychiatry 
at  the  University  of  Iowa,  spoke  at  the 
Psychiatric  Institute  and  College  of  Medi- 
cine, March  5 and  6,  under  the  Nebraska 
Psychiatric  Institute  Visiting  Lecturer  Ser- 
ies, 1953-54.  Ilis  talk  at  the  medical  camp- 
us was  entitled  “Depression.” 

Dr.  Howard  A.  Rusk,  an  outstanding 
authority  on  rehabilitation,  spoke  in  the 
North  Amphitheater  on  March  11.  He  lec- 
tured on  “Dynamic  Rehabilitation  — Its  Im- 
plication in  Psychiatry  and  Neurology.”  Dr. 
Rusk  also  took  part  in  the  sixth  annual  All 
College  Health  Day  Program,  which  was 
held  in  Lincoln  Friday,  March  12. 


The  following  is  a list  of  the  visiting  lec- 
turers now  scheduled  for  the  remainder  of 
the  academic  year  under  the  Visiting  Lec- 
turer Series: 

March  29  — Dr.  Reynold  Jensen  — Uni- 
versity of  Minnesota  — POYNTER  DAY 
LECTURE. 

April  19  — Captain  Elmer  Caveny,  MC, 
U S N — Chief,  Neuropsychiatric  Branch, 
Bureau  of  Medicine  and  Surgery,  Depart- 
ment of  the  Navy. 

April  29  and  30  — Dr.  Lewis  R.  Wolberg 
— Medical  Director,  Institute  for  Psycho- 
therapy, New  York  City. 

The  following  members  of  the  present 
senior  class  at  the  University  of  Nebraska 
College  of  Medicine  have  been  elected  to 
membership  in  Alpha  Chapter  of  Nebraska, 
Alpha  Omega  Alpha:  Charles  Beber,  Oma- 

ha; Robert  Chase,  Broken  Bow ; John  Foft, 
Plainview;  John  Gentry,  Gering;  Leslie 
Grace,  Woonsocket,  S.  D. ; Max  Harris,  Al- 
liance; Carl  IJasegawa,  Puuene,  Mavi,  Ha- 
waii; Thomas  Johnson,  Omaha;  Richard 
McDonald,  Wood  River;  James  Miller,  Oma- 
ha; Charles  Newell,  Omaha;  John  Porter, 


In  Viewing  the  VA  Medical  Program  . . . 


increasing  tax  burden 


VA  Medical  Appropriations 

1934  1944  1954 


In  twenty  years,  the  cost  of  the  VA  medical 
program  to  U.  S.  taxpayers  has  increased 
1,875%.  Yet  only  15%  of  the  patients 
treated  in  VA  hospitals  are  veterans  with 
disabilities  incurred  while  in  uniform.  The 
VA  medical  program  is  now  second  in  size 
and  expense  only  to  the  nation-wide  system 
of  socialized  medicine  in  Great  Britain. 
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Nebraska  City;  Ronald  Waggener,  Chey- 
enne, Wyoming;  Vernon  Ward,  Palisade; 
and  Jack  Welsh,  Sidney. 

The  College  of  Medicine  is  very  grateful  to 
Dr.  and  Mrs.  Willard  IJ.  Hill,  Fremont,  who 
donated  $150  to  be  used  for  the  purpose 
of  outstanding  books  in  the  field  of  obstet- 
rics and  gynecology  for  the  College  of  Med- 
icine Library,  and  to  Dr.  Charles  Moon,  As- 
sociate Professor  of  Obstetrics  and  Gynecol- 
ogy, who  gave  to  the  Library  a locked,  steel 
display  case  for  rare  books. 

A research  grant  of  $4,800  has  been  pre- 
sented to  the  Bacteriology  Department  of 
the  University  of  Nebraska  College  of  Med- 
icine for  work  on  filterable  viruses.  Given 
by  the  Gland-O-Lac  Company,  one  of  the  lar- 
gest manufacturers  of  biologicals  for  the 
poultry  industry,  the  gift  will  be  used  to 
further  diagnostic  work  to  be  conducted  un- 
der the  direction  of  Dr.  Millard  F.  Gunder- 
son, Professor  of  Pathology  and  Bacteriol- 
ogy at  the  Medical  College.  Specifically,  it 
will  be  used  to  obtain  the  services  of  a compe- 
tent technician  for  the  virus  laboratory. 

An  intensive  fire  prevention  program  is 
being  conducted  by  Mr.  Ralph  Wilson,  Camp- 
us Engineer,  at  the  University  of  Nebraska 
College  of  Medicine.  The  program  includes 
demonstrations  in  the  use  of  fire  extinguish- 
ers, recognition  of  authorized  points  which 
should  be  remembered  in  the  event  of  a fire, 
and  other  safety  factors.  All  personnel  on 
the  campus  will  participate  in  the  training- 
before  the  program  is  completed. 


RECOGNITION  AND  MANAGEMENT  OF 
MINOR  SOFT  TISSUE  INJURIES 

(Continued  from  Page  146) 
defined  clearly  and  depends  upon  a great 
many  factors,  only  a small  number  of  which 
have  been  mentioned.  The  important  fact  to 
remember  is  that  almost  any  minor  injury 
may  become  a major  one  under  circum- 
stances that  can  and  should  be  recognized 
and  controlled.  The  early  recognition  of  the 
true  extent  of  a wound,  the  prevention  of 
infection,  and  the  early  institution  of  rest  by 
careful  immobilization  constitute  the  general 
principles  of  treatment  of  most  minor  soft 
tissue  injuries.  When  properly  applied, 
these  principles  of  treatment  will  not  only 
bring  about  early  restoration  of  function, 
but  will  prevent  untoward  complications  and 
prolonged  disability. 


Greetings  from  Past  Presidents 

Doctors  who  have  been  honored  by  their 
professional  brothers  through  election  to  the 
presidency  of  our  association  have  already 
formed  a habit.  This  is  the  habit  of  work- 
ing for  and  with  their  association.  They 
were  chosen  for  the  presidency  because  they 
habitually  gave  of  their  time  and  energy  to 
this  cause.  They  were,  therefore,  already 
familiar  with  the  job  they  were  called  upon 
to  perform.  After  their  year  of  presidency, 
most  of  them  are  to  be  found  plodding  along 
as  before,  serving  on  this  or  that  commit- 
tee. They  are  somewhat  like  an  old  cow 
hand  who  once  remarked  to  the  writer,  when 
he  accepted  the  hospitality  of  a drink,  “I  al- 
ways believed  that  when  a fella  had  a habit 
he  oughta  use  it.” 

In  his  letter,  published  hereafter  in  this 
issue,  Earle  Johnson  says,  “The  president  is 
only  the  figurehead  of  the  Nebraska  State 
Medical  Association.”  How  true  this  is ! Fig- 
urehead is  defined  as  “a  person  who  is  im- 
portant in  name,  but  who  has  no  real  author- 
ity.” Our  presidents  are  important  in  name 
because  they  each  figuratively  represent  or- 
ganized medicine  in  our  state,  for  one  year. 


In  Viewing  the  VA  Medical  Program  . . . 


how  VA  facilities  are  being  used 


Patients  Discharged  During  1951 


TOTAL 

SERVICE  CONNECTS 

NON  SERVICE  CONNECTED 

TB 

21,388 

10,550  = 2.1% 

10,838  = 2.1% 

NP 

47,673 

16,530  = 3.2% 

31,143  = 6.1% 

GM&S 

442,834 

51,820  = 10.1% 

391,014  = 76.4% 

TOTAL 

511,895 

78,900 

15.4% 

432,995  | 84.6% 

The  medical  profession  recommends  that  VA  medical 
care  be  maintained  for  treatment  of  all  service- 
connected  cases  and  temporarily  for  all  wartime 
veterans  suffering  from  tuberculosis  or  neuropsychi- 
atric disorders  of  non-service-connected  origin,  within 
limits  of  existing  VA  facilities,  if  they  cannot  afford 
private  medical  care.  General  medical  and  surgical 
patients  with  non-service-connected  disabilities  (now 
76.4%  of  all  VA  patients)  should  not  be  entitled  to 
"free"  federal  medical  care. 
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At  the  same  time,  they  have  only  such  au- 
thority as  is  granted  them  by  our  little 
democracy,  through  its  House  of  Delegates. 

It  is  a pleasure  to  present  to  the  associa- 
tion letters  of  greeting  from  two  more  of  our 
past  presidents — Earle  G.  Johnson,  and  Karl 
S.  J.  IJohlen,  both  “habit  men.” 

Dr.  George  W.  Covey,  Editor 
Nebraska  State  Medical  Journal, 

805  Sharp  Bldg., 

Lincoln,  Nebr. 

Dear  Doctor  Covey: 

It  may  be  later  than  we  think.  More  rapidly 
than  I like  to  think  eight  years  have  gone  into 
history  since  the  honor  of  being  President  of  our 
association  was  mine.  The  president  is  only  the 
figurehead  of  the  Nebraska  State  Medical  Associa- 
tion. The  House  of  Delegates  in  annual  convention, 
the  Board  of  Councillors,  the  Boai’d  of  Trustees, 
foi’mulate  policies  and  budgets.  These  are  put  into 
operation  by  our  Executive  Secretary,  Merrill  Smith. 
He  and  the  Editor  of  our  Journal  in  my  opinion 
have  done  most  of  the  work  that  has  made  our  As- 
sociation sti'ong  in  community,  county  and  state 
affairs. 

I have  completed  foidy  years  of  practice,  nine 
yeai’S  on  the  Nebraska  Board  of  Medical  Exam- 
iners, and  thx-ee  years  with  our  University  of  Ne- 
braska. During  these  years  problems,  solved  and 
partially  solved,  have  left,  in  this  hard  school  of 
experience,  many  convictions.  A few  of  these  are 
here  passed  on.  These  observations  are  presented 
most  sincei’ely  and  in  a deep  sense  of  humility  and 
continuing  obligations  to  our  profession  and  its 
Association.  It  is  my  hope  that  these  may  be  of 
some  help  and  worth  to  our  colleagues. 

1.  That  every  member  of  our  profession,  re- 
gardless of  time  of  day  or  night,  or  of  weather  or 
of  personal  convenience,  answer  the  phone  with  only 
one  question,  “I’ll  come,  where  do  you  live.”  Such 
service  will  do  more  than  any  other  thing  to  place 
high  in  your  community  and  combat  any  thought 
of  our  public  in  adopting  the  proven  false  blandish- 
ments of  socialized  medicine. 

2.  Many  of  our  profession  ai’e  thankful  that  we 
finished  medical  college  years  ago.  So  wonderful, 
so  rapid  has  been  the  great  marching  parade  of 
medicine  and  surgery,  thi-ough  the  patient,  self- 
saci’ificing  work  of  research,  that  we  stand  in  gi’eat 
humility  and  thankfulness  before  these  revelations. 
To  fuiTher  these  aims  many  of  us  will  witness  an 
$11,000,000  addition  to  our  Medical  College  in  Oma- 
ha. Many  will  live  to  see  a Medical  Center  with 
full  time  heads  of  departments,  assisted  and  sup- 
ported by  a wondeiTul  voluntary  unsalai'ied  profes- 
sional staff.  This  idea  will  go  far  to  keep  our 
graduates  in  Nebraska,  and  offer  them  unequaled 
oppoi'tunities  for  post  graduate  studies  and  research. 

3.  The  fact  that  we  have  earned  the  privilege  of 
writing  M.D.  after  our  names  does  not  make  us 
any  less  citizens  of  our  great  counti’y.  This  makes 
it  mandatory  that  as  M.D.’s  we  must  take  an  active 
part  in  the  affairs  of  oxxr  community,  county,  state, 
and  nation.  This  to  the  limit  of  our  time  and  abil- 
ity as  educated  men  and  women,  as  teachers  and 
leaders.  In  our  American  way  of  life  our  Republic 


will  stand  or  fall  depending  on  whether  we  all 
are  sexvants  of  the  governments  or  whether  that 
government  is  the  servant  of  its  citizens.  Politics 
can,  must  and  will  be  as  clean  as  our  effoi-ts  will 
make  it. 

Finally  from  personal  experience,  these  philoso- 
phies lived  up  to  and  followed  daily  will  make  our 
lives  full,  make  each  a better  companion  for  oneself, 
and  exemplify  the  life  and  work  of  the  Great 
Physician. 

Q.E.D. 

EARLE  G.  JOHNSON,  M.D., 

202  West  South  Front  St., 

Grand  Island,  Nebraska. 

To  the  Editors,  Officers,  and  members  of  the 
Nebraska  State  Medical  Association  I bring  greet- 
ings in  this  New  Year  with  best  wishes  for  the 
future. 

It  is  hard  to  visualize  what  conditions  the  world 
will  be  in  if  the  next  forty  years  bring  as  much 
advancement  in  medicine  and  all  of  our  endeavors 
as  the  last  fox*ty  yeai’s  have  brought.  It  is  a far 
step  from  the  hoi'seback  and  buggy  days  of  my 
early  practice  to  the  present  day  airplane. 

So  in  all  branches  of  medicine  comparably  great 
advances  have  been  made.  To  enunxei’ate  briefly 
some  of  the  things  that  have  come  to  pass  since 
I started  to  practice  medicine: 

1.  Great  strides  in  Preventive  Medicine  and 
Public  Health  matters,  smallpox,  diphtheria,  typhoid 
fever. 

2.  The  development  of  Roentgen  Rays  and  later, 
Radium. 

3.  The  advent  of  insulin  for  the  treatment  of 
diabetes. 

4.  The  treatment  and  control  of  tubei’culosis, 
pneumo-thoi'ax  and  other  surgical  pi*ocedures. 

5.  The  diagnosis  and  ti’eatment  of  heart  disease, 
electrocardiogram. 

6.  The  passage  of  the  Nebraska  Basic  Science 
law,  in  1927. 

7.  The  advent  of  hormonal  substances,  and  of 
antibiotics. 

8.  Blood  transfusions  and  blood  banks. 

9.  Anesthetics  and  Anesthesiologists. 

Dui'ing  my  time  great  advances  have  been  made 
in  surgery.  Thei’e  is  not  one  x’egion  of  the  human 
body  that  has  not  come  under  investigation  and 
benefit  of  surgical  procedures.  Today,  surgery  is 
carried  out  in  the  cranial,  thoracic  and  abdominal 
cavities  with  the  greatest  success.  The  extremities 
have  not  been  neglected. 

With  these  advancements  have  come  better  hos- 
pitals, better  medical  and  nursing  education.  All 
this  has  resulted  in  better  medical  service,  and  im- 
proved cax-e. 

Gone  is  the  day  of  operations  on  the  kitchen 
table,  with  a colleague  or  a member  of  the  family 
giving  ether  oi'  chlorofonn.  It  is  a long  time 
past  the  day  when  we  doctors  gave  enemas,  or 
supporting  fluids  by  inti’a-venous,  subcutaneous 
routes,  or  by  the  Murphy-drip  method'.  Yes,  it  is 
different  now.  The  doctor  wiites  the  orders — 
trained  help  carries  them  out. 

In  the  days  gone  by  we  considered  the  patient 
in  entirely  as  a unit.  Now  days  most  doctoi's  are 
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specialists  and  the  patient  is  parcelled  out.  One 
man  takes  care  of  this  part,  another  takes  care 
of  that  part.  Sometimes  I think  that  we  need  a 
well  trained  all-around  medical  man  to  act  as  a 
coordinator.  Of  course,  this  is  partially  brought 
about  by  the  advancement  and  increase  in  medical 
knowledge,  and  by  the  higher  standards  for  edu- 
cational requirements.  A most  excellent  and  thor- 
ough training  is  given  our  young  men,  requiring 
many  years  of  time.  Therefore,  it  it  logical  and 
reasonable  that  these  men  desire  to  get  to  the 
top  and  specialize.  This  reminds  me  of  a thought 
expressed  by  one  of  our  leading  surgeons  and 
teachers,  Dr.  Edward  Oschner,  at  the  Omaha  meet- 
ing, in  1930,  when  he  was  my  guest.  He  stated  that 
in  his  opinion  every  man  who  intended  to  special- 
ize should  be  required  to  do  five  years  general 
practice  before  embarking  on  the  chosen  specialty. 
Lately  there  seems  to  be  a trend  toward  General 
Practice. 

I am  fortunate  to  have  lived  in  this  great  era 
of  advancement  and  am  curious  as  to  what  the 
future  will  bring. 

I am  grateful  to  all  the  members  of  the  Ne- 
braska State  Medical  Association  for  their  confi- 
dence and  cooperation  when  I have  served  on  your 
committees  or  as  one  of  your  officers.  I appreciate 
this  recognition.  Thanks. 

K.  S.  J.  Hohlen 

Nebraska  State  Department  of  Health 

THE  POLIO  PROGRAM  IN  NEBRASKA— 

Doctor  E.  A.  Rogers  has  received  official 
confirmation  from  Hart  E.  Van  Riper,  M.D., 
National  Foundation  for  Infantile  Paralysis, 
that  Nebraska  is  one  of  the  thirty-seven 
states  and  the  District  of  Columbia  which 
will  participate  in  the  trial  on  an  observed 
control  basis  — that  is,  vaccine  will  be  given 
to  children  in  the  second  grades  of  primary 
schools  and  the  effect  of  the  vaccinations 
compared  with  the  observed  experience 
among  the  children  in  the  first  and  third 
grades. 

Two  counties  in  Nebraska  will  participate 
in  the  national  program  to  test  a newly-de- 
veloped vaccine  for  poliomyelitis.  The  trials, 
sponsored  by  the  National  Foundation  for 
Infantile  Paralysis,  will  be  held  in  Douglas 
and  Lancaster  Counties.  These  two  areas 
were  designated  as  trial  sites  for  the  vaccine 
after  consultation  between  the  State  Health 
Office  and  medical  officials  of  the  National 
Foundation.  Local  health  officers  in  each 
of  the  selected  sites  will  meet  with  repre- 
sentatives of  the  State  Health  Department 
and  the  National  Foundation  to  set  specific 
dates  and  complete  arrangements  for  admin- 
istration of  the  trial  vaccine. 

In  the  designated  areas  in  this  state,  only 
children  in  the  second  grades  of  public,  pri- 


vate, and  parochial  schools,  whose  parents 
have  signed  request  forms,  will  receive  the 
trial  vaccine.  The  health  records  of  pupils 
in  the  first  and  third  grades  of  the  same 
schools  will  be  used  for  comparison  to  eval- 
uate the  trial  vaccine’s  effectiveness  in  pre- 
venting paralytic  polio,  Doctor  Rogers  says. 

Approximately  7,000  children  in  the  two 
counties  are  eligible  to  take  part  in  the  trials. 
Three  doses  will  be  given  in  the  arm.  The 
first  two  doses  will  be  given  one  week  apart. 
The  third  dose,  a “booster  shot,”  will  follow 
the  second  by  at  least  four  weeks.  The 
health  records  of  about  13,000  children  in 
the  first  and  third  grades  will  provide  sta- 
tistical controls  for  comparison.  Parents  of 
these  children  will  also  be  given  request 
forms  for  use  of  these  health  records. 

A second  method  of  testing  the  vaccine’s 
effectiveness  will  be  used  in  some  of  the 
states,  where  half  of  the  children  in  the  first 
three  grades  will  receive  the  trial  vaccine 
and  the  other  half  will  be  given  doses  of  an 
ineffective  control  solution. 

Effectiveness  of  the  trial  vaccine  will  be 
evaluated  later  by  statistical  comparison  of 
polio  incidence  among  those  receiving  the 
trial  vaccine  and  those  participants  who  did 
not  receive  it.  The  study  will  be  directed 
by  Dr.  Thomas  Francis,  Jr.,  of  the  Univer- 
sity of  Michigan  School  of  Public  Health. 
The  combination  of  the  two  testing  methods 
will  assure  a valid  evaluation  of  the  trial 
vaccine,  Doctor  Rogers  says.  Results  of  the 
evaluation  will  be  available  in  1955. 

Doctor  Rogers  states  that  the  criteria 
which  determined  the  selection  of  the  two 
counties  in  this  state  were:  polio  incidence 

during  the  past  five  or  six  years  among 
children  in  the  six-to-nine-year-age  group: 
size  of  population  in  each  area;  local  health 
resources  for  the  conduct  of  the  trials;  and 
social,  economic,  and  geographical  factors  to 
achieve  a cross-section  of  the  country  as  a 
whole. 

The  test  vaccine  was  developed  by  a re- 
search grantee  of  the  National  Foundation, 
Doctor  Jonas  E.  Salk  of  the  University  of 
Pittsburg.  He  has  given  it  to  his  own  three 
sons  and  to  thousands  of  other  children  and 
adults  in  the  Pittsburgh  area.  The  trial  vac- 
cine is  triple  tested  for  safety  before  it  is 
used. 

The  plan  for  polio  vaccine  field  trials  in 
Nebraska  has  the  full  approval  and  recom- 
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mendation  of  the  Polio  Coordinating  Com- 
mittee of  the  Nebraska  State  Medical  Asso- 
ciation, and  has  been  endorsed  by  the  Med- 
ical Societies  of  both  of  the  selected  coun- 
ties. 

Program  direction  in  Douglas  County  will 
be  in  charge  of  Doctor  E.  D.  Lyman,  Direc- 
tor of  the  Omaha-Douglas  County  Health 
Department.  In  Lancaster  County,  Doctor 
J.  T.  Googe,  Director  of  the  Lincoln-Lancast- 
er  County  Health  Department,  will  be  in 
charge. 

PROCEEDINGS  OF  MID-WINTER  MEETING 
OF  THE 

BOARD  OF  COUNCILORS 
February  14,  1954 

The  Annual  Mid-Winter  Meeting  of  the  Board  of 
Councilors  was  held  at  the  Hotel  Comhusker, 
Lincoln,  February  14,  1954,  and  was  called  to  order 
at  ten  o’clock  by  Dr.  Earl  Leininger,  Chairman  of 
the  Council. 

Present  were  Drs.  W.  C.  Kenner,  J.  C.  Waddell, 
W.  E.  Wright,  Robert  Harry,  F.  A.  Mountford, 
R.  R.  Brady,  B.  R.  Bancroft,  F.  M.  Karrer,  C.  F. 
Heider,  Frank  Herhahn,  James  F.  Kelly,  President; 
Eai'l  F.  Leininger,  President-Elect;  Harold  S.  Mor- 
gan, Immediate  Past  President,  and  Fritz  Teal, 
Speaker,  House  of  Delegates. 

Also  present  were  Drs.  R.  B.  Adams,  Fay  Smith, 
G.  E.  Peters,  A.  A.  Ashby,  E.  A.  Rogers,  R.  A. 
Wycoff,  R.  E Garlinghouse,  Leroy  W Lee,  J.  Perry 
Tollman,  Floyd  Rogers,  A.  J.  Offerman,  J.  Harry 
Murphy.  E.  W.  Hancock,  K.  S.  J.  Hohlen,  Geo.  W. 
Covey,  D.  B.  Steenburg,  E.  B.  Reed;  also,  Mr.  M. 
C.  Smith,  Executive  Secretary  and  Mr.  Dave  Powell, 
Representative  from  The  Huse  Publishing  Company. 

Nominations  were  called  for  by  the  chair  for 
Chairman  of  the  Council  and  Dr.  Robert  Harry’s 
name  was  presented. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  nominations  be  closed  and  Doctor  Harry  declar- 
ed the  unanimous  choice  of  the  Council.  The  motion 
was  seconded  by  Dr.  B.  R.  Bancroft  and  carried. 

Nominations  for  Secretary  of  the  Council  were 
called  for,  and  Dr.  W.  C.  Kenner  was  nominated. 

A motion  was  made  by  Dr.  P.  A.  Mountford  that 
the  nominations  be  closed  and  the  unanimous  vote 
of  the  Council  be  cast  for  Doctor  Kenner.  The 
motion  was  seconded  by  Dr.  Brady  and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  minutes  be  adopted  as  published.  The  motion 
was  seconded  by  Dr.  F.  A.  Mountford  and  carried. 

The  report  of  the  Secretary-Treasurer  was  the 
next  order  of  business,  and  Doctor  Adams  stated 
he  felt  the  report  and  audit  as  published  was  self- 
explanatory. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  report  of  the  Secretary-Treasurer,  which  includ- 
ed the  audit,  be  adopted  and  published.  The  motion 
was  secoonded  by  Dr.  F.  M.  Karrer,  and  the  motion 
carried. 

The  report  of  the  Executive  Secretary  was  called 
for  and  Mr.  Smith  stated  he  would  like  to  call 


attention  to  his  recommendation  that  a committee 
be  appointed  to  study  the  malpractice  insurance 
problem.  He  again  called  attention  to  the  raise  in 
rates,  and  stated  this  had  been  done  on  a national 
basis  and  was  largely  due  to  the  high  incidence 
of  malpractice  in  only  a few  of  the  states.  He 
gave  several  ways  this  might  be  corrected  in  Ne- 
braska, but  felt  that  the  problem  would  take  a 
great  deal  of  study  before  a plan  could  be  presented 
that  would  be  feasible. 

Dr.  James  F.  Kelly  asked  for  permission  of  the 
floor  and  offered  the  suggestion  that  perhaps  the 
medical  representatives  and  bar  association  repre- 
sentatives could  get  together  and  work  on  a solu- 
tion to  the  problem;  he  also  suggested  that  we 
should  have  some  working  agreement  with  the 
executive  committee  or  council  in  each  of  the 
neighboring  states. 

Mr.  Smith  stated  that  several  years  ago  an  effort 
was  made  in  this  direction,  but  that  they  met  a 
certain  amount  of  reluctance  on  the  part  of  the  bar 
association  because  some  of  the  lawyers  like  to 
handle  this  type  of  case.  He  further  stated  he 
thought  the  Supreme  Court  could  set  up  a working 
arrangement  that  would  not  require  legislation 
which  would  put  these  cases  on  a pre-trial  basis 
and  settlement  could  be  made  out  of  court. 

Dr.  A.  J.  Offerman  asked  for  permission  of  the 
floor  and  stated  he  concurred  with  Mr.  Smith’s 
thinking — and  that  in  his  opinion  Nebraska  could 
do  an  excellent  job  of  taking  care  of  their  own 
problem  if  the  proper  mechanism  were  set  up. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  report  of  the  Executive  Secretary  be  adopted 
and  published,  and  the  recommendation  made  to 
the  House  of  Delegates  that  the  Planning  Com- 
mittee be  consulted  in  regard  to  the  study  of  the 
malpractice  insurance  problem.  The  motion  was 
seconded  by  Dr.  W.  E.  Wright  and  carried. 

Dr.  R.  B.  Adams  made  the  announcement  that 
cocktails  were  to  be  served  at  12:30  and  dinner 
at  one  o’clock  in  the  Persian  Room,  and  asked 
for  a show  of  hands  to  ascertain  the  number  to 
be  served. 

Mr.  Smith  then  called  the  attention  of  the  Board 
of  Councilors  to  the  Investment  Trust  which  has 
been  set  up  with  the  approval  of  the  Board  of 
Trustees. 

The  report  of  the  Board  of  Trustees  was  the 
next  order  of  business,  and  Dr.  Fay  Smith  was 
given  permission  of  the  floor. 

Dr.  Smith  stated  he  wanted  to  call  attention  to 
the  budget  for  1955,  and  recommendation  concern- 
ing the  1954  budget,  and  that  if  any  had  any 
remarks  or  suggestions  relative  to  the  business  of 
investing  our  funds,  the  Board  of  Trustees  would 
certainly  be  glad  to  hear  them. 

A motion  was  made  by  Dr.  C.  F.  Heider  that 
the  report  of  the  Board  of  Trustees  be  approved 
and  published;  and  that  the  budget  for  1955  and 
the  amended  budget  for  1954,  be  recommended  for 
approval  by  the  House  of  Delegates.  The  motion 
was  seconded  by  Dr.  J.  C.  Waddell  and  the  motion 
carried. 

The  attention  of  the  Council  was  directed  to  Dr. 
Iv.  S.  J.  Hohlen’s  report  of  the  Delegates  to  the 
A.M.A.  as  published  in  the  August  1953  issue  of 
the  Nebraska  State  Medical  Journal,  and  also  the 
reprint  of  Dr.  J.  D.  McCarthy’s  report  which  was 
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incorporated  as  part  of  the  brochure  of  reports. 
Dr.  Hohlen  stated  he  had  nothing  further  to  add  to 
these  reports. 

A motion  was  made  by  Dr.  W.  E.  Wright,  second- 
ed by  Dr.  B.  R.  Bancroft,  that  the  report  be  accept- 
ed. Motion  carried. 

Dr.  R.  S.  Wycoff  was  given  permission  of  the 
floor,  and  said  that  in  addition  to  the  written  report 
of  the  brochure,  he  wanted  to  tell  the  Council  he 
had  thought  it  might  be  helpful  if  he  secured  the 
Constitutions  of  surrounding  states.  This  he  had 
done  and  found  them  to  be  substantially  the  same 
as  oux’s.  He  further  stated  the  committee  planned 
to  have  an  amendment  ready  to  be  presented  to  the 
House  of  Delegates  at  the  Annual  Session  which 
would  require  proposals  for  changes  to  be  in  the 
hands  of  the  Committee  on  Constitution  and  By- 
Laws  at  least  60  days  prior  to  the  annual  meeting. 

A motion  was  made  by  Dr.  F.  M.  Karrer  that 
the  report  be  adopted,  and  published.  The  motion 
was  seconded  by  Dr.  C.  F.  Heider  and  carried. 

The  report  of  the  Emergency  Medical  Service 
Committee,  as  printed  in  the  brochure,  was  called 
to  the  attention  of  the  Council. 

A motion  was  made  by  Dr.  W.  E.  Wright,  second- 
ed by  Dr.  Frank  Herhahn,  that  the  report  be 
adopted  and  published.  The  motion  carried. 

The  report  of  the  Hospital  and  Professional  Re- 
lations Committee  was  called  for  and  a resolution 
which  was  not  incorporated  in  the  report  was  read 
by  Dr.  W.  C.  Kenner,  Secretary  of  the  Council. 

A motion  was  made  by  Dr.  W.  E.  Wright,  and 
seconded  by  Frank  Herhahn,  that  the  report  and 
resolution  be  adopted  and  published. 

Discussion  was  called  for  and  Dr.  A.  J.  Offerman 
was  given  permission  of  thei  floor. 

Doctor  Offerman  stated  he  wanted  to  call  parti- 
cular attention  to  the  last  three  paragraphs  of 
the  report  and  read  these  paragi’aphs  to  the  Council. 
He  explained  the  part  Blue  Shield  played  in  the 
recent  national  contract  negotiations  and  mentioned 
some  of  the  national  legislation  being  proposed  in 
Washington  which  tends  to  socialize  and  restrict 
as  to  free  choice  of  physician.  He  also  explained 
that  the  Medical  Indemnity  of  America,  Inc.,  is 
the  national  enrolling  agency  of  the  Blue  Shield 
Medical  Care  Plans  that  represents  the  thinking  of 
the  doctors.  He  further  stated  that  now  we  were 
under  a indemnity  contract,  but  that  within  the 
next  year  we  can  probably  develop  a contract  which 
will  be  more  acceptable  to  national  employers  and 
the  doctors  in  Nebraska. 

The  question  was  called  for  and  the  motion  car- 
ried. 

Dr.  George  W.  Covey,  Editor,  stated  he  wanted 
to  particularly  emphasize  in  his  report  the  recom- 
mendation that  the  program  committee  be  instruct- 
ed to  make  a rule  that  manuscripts  be  furnished 
in  every  case  when  a paper  is  read  before  the 
Annual  Session.  It  was  the  general  opinion  of 
the  group  that  this  recommendation  should  be  heart- 
ily endorsed. 

A motion  was  made  by  Dr.  J.  C.  Waddell  that 
the  report  be  adopted  and  published.  The  motion 
was  seconded  by  Dr.  F.  M.  Karrer  and  the  motion 
carried. 

Dr.  D.  B.  Steenburg  stated  he  had  nothing  further 
to  add  to  the  report  of  the  Medical  Education  Com- 


mittee, but  that  he  would  be  happy  to  answer  any 
questions  the  group  would  care  to  ask. 

A motion  was  made  by  Dr.  W.  E.  Wright,  second- 
ed by  Dr.  B.  R.  Bancroft,  that  the  report  be  adopted 
and  published.  The  motion  carried. 

The  report  of  the  Medicolegal  Advice  Committee 
was  read  by  Mr.  M.  C.  Smith,  who  stated  that  the 
Chairman,  Dr.  J.  P.  Gilligan,  was  unable  to  attend. 

A motion  was  made  and  seconded  that  the  report 
be  adopted.  The  motion  carried. 

Doctor  Harry  stated  the  report  of  the  Planning 
Committee  was  published  on  page  38. 

A motion  was  made  by  Dr.  R.  R.  Brady  that 
the  report  be  adopted  and  published.  The  motion 
was  seconded  by  Dr.  C.  F.  Heider  and  carried. 

Next  order  of  business  was  the  adoption  of  the 
report  of  the  Prepayment  Medical  Care  Committee. 

Dr.  A,  J.  Offerman  called  attention  of  the  Council 
to  the  fact  that  labor  unions  are  in  the  process  of 
setting  up  direct  medical  service  programs — which 
will  really  be  in  lieu  of  socialized  medicine — and 
that  a step  taken  early  can  prevent  men  from  going 
in  on  this  unionized  program  which  dilutes  pro- 
fessional responsibility. 

A motion  was  made  by  Dr.  F.  M.  Karrer  that 
the  report  of  the  Prepayment  Medical  Care  Com- 
mittee be  adopted  and  published.  The  motion  was 
seconded  by  Dr.  W.  E.  Wright  and  carried. 

Dr.  E.  B.  Reed  gave  the  report  of  the  Medical 
Service  Committee.  This  report  covered  all  legis- 
lative bills  in  which  the  profession  were  interested 
during  the  last  session  of  the  legislature. 

A motion  was  made  by  Dr.  W.  E.  Wright,  second- 
ed by  Dr.  Frank  Herhahn,  that  the  report  be  accept- 
ed. The  motion  carreid. 

Dr.  Leroy  W.  Lee,  Chairman  of  the  Public  Re- 
lations Committee,  stated  he  had  two  things  to 
say  in  addition  to  the  printed  report  in  the  brochure. 
First,  that  during  the  four  years  he  had  been  on 
the  committee  they  have  had  excellent  counsel  from 
Merrill  Smith,  and  he  thought  the  Council  should 
know  that  at  the  recent  meeting  of  the  Board  of 
Trustees  of  the  American  Medical  Association  Mr. 
Smith  had  been  appointed  to  the  Public  Relations 
Advisory  Committee  of  the  American  Medical  As- 
sociation. Second,  that  the  Public  Relations  Com- 
mittee of  the  Nebraska  State  Medical  Association 
is  in  the  process  of  printing  a second  annual  report 
which  lists  all  the  insurance  companies  doing  bus- 
iness in  Nebraska  in  the  health  insurance  field.  He 
also  stated  that  Doctor  Morgan  had  made  the  state- 
ment some  time  ago  that  public  relations  work  nev- 
er ends  — and  after  all  the  derogatory  articles 
which  have  recently  appeared  in  the  newspapers  and 
magazines  — he  certainly  concurred  with  this  state- 
ment, and  that  he  was  of  the  opinion  we  have 
a larger  job  than  ever  before. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  report  be  adopted  and  published.  The  motion 
was  seconded  by  Dr.  J.  C.  Waddell  and  the  motion 
carried. 

The  report  of  the  Rural  Medical  Service  Com- 
mittee was  reviewed. 

A motion  was  made  by  Dr.  W.  E.  Wright, 
seconded  by  Dr.  F.  A.  Mountford,  that  the  report 
be  adopted  and  published.  The  motion  carried. 

The  Speakers  Bureau  report  was  called  for  and 
as  there  was  no  discussion,  a motion  was  made  by 
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Dr.  W.  E.  Wright  that  the  report  be  adopted  and 
published.  The  motion  was  seconded  and  carried. 

Dr.  R.  E.  Garlinghouse  stated  he  had  nothing  fur- 
ther to  add  to  the  report  of  the  Uniform  Fee  Sched- 
ule and  Advisory  to  Governmental  Agencies,  but 
that  he  would  be  glad  to  answer  any  questions. 

A motion  was  made  by  Dr.  J.  C.  Waddell  that 
the  report  be  adopted  and  published.  It  was  sec- 
onded by  W.  E.  Wright  and  the  motion  carried. 

Dr.  James  F.  Kelly  was  given  permission  of  the 
floor  and  supplemented  the  printed  report  of  the 
United  Health  Fund  Committee  by  fully  explain- 
ing and  reiterating  the  policy  and  working  prin- 
ciples of  the  United  Health  Fund.  The  committee 
should  meet  and  cooperate  with  the  lay  individuals 
and  lay  groups  who  are  going  to  put  on  the  United 
Health  Fund  Drive.  He  stated  that  April  was  the 
month  tentatively  chosen  to  put  on  the  drive,  and 
that  the  Heart  Association  this  year  would  not  parti- 
ipate  due  to  the  fact  that  their  drive  was  now  in  pi'o- 
gress.  He  further  stated  that  in  the  participating 
group  under  the  united  fund  drive  there  would  be 
no  organizations  who  give  service  to  the  people, 
and  that  the  money  collected  under  the  united  drive 
would  be  used  for  lay  education  and  some  research 
work.  It  was  their  thought  to  leave  the  money 
in  Nebraska  so  that  the  people  of  Nebraska  will 
get  the  benefit. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  report  be  adopted  and  published.  The  motion 
was  seconded  and  carried. 

The  report  of  the  Cancer  Committee  was  called 
for  and  Dr.  B.  R.  Bancroft,  a member  of  the  com- 
mittee, stated  he  thought  one  thing  should  be  added. 
This  was  that  the  committee  encouraged  and  sug- 
gested that  each  component  society  have  at  least 
one  good  cancer  program  a year,  and  that  this  could 
be  integrated  with  local  lay  cancer  programs  which 
would  be  a contribution  to  lay  education. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  report  be  adopted  and  published.  The  motion 
was  seconded  by  Dr.  Frank  Herhahn  and  carried. 

Dr.  B.  R.  Bancroft  asked  for  permission  of  the 
floor  and  asked  to  make  an  announcement  relative 
to  the  program  their  councilor  district  had  set  up. 
He  stated  that  it  was  their  feeling  that  perhaps 
some  of  the  component  societies  were  too  small 
to  have  a good  meeting,  and  so  they  had  decided 
a meeting  could  be  held  at  the  councilor  district 
level  at  which  one  or  two  speakers  could  be  invited. 
He  further  stated  that  the  9th  Councilor  District 
had  set  up  such  a meeting  for  the  tentative  date 
of  April  14,  1954.  Publicity  would  be  mailed  out 
prior  to  that  time,  but  that  two  speakers  had  been 
obtained  from  the  University  of  Minnesota  for  the 
program,  and  it  would  be  an  afternoon  and  evening 
session.  The  speakers  were  to  talk  at  the  grass- 
root  level  and  there  would  be  both  professional 
and  lay  meetings. 

Dr.  James  Kelly  stated  that  funds  were  avail- 
able for  such  educational  programs  and  that  ex- 
pense of  speakers  would  be  paid  whether  they  were 
from  Nebraska,  or  out  of  the  state.  He  suggested 
further  that  as  long  as  the  speakers  were  to  be 
in  Nebraska  that  they  probably  should  be  utilized 
in  other  programs  or  meetings  during  their  stay  in 
the  state,  and  if  any  other  councilor  district,  or 
any  other  group  could  set  up  a meeting,  it  would 
be  fine. 


Doctor  Harry  introduced  Mr.  Dave  Powell  of  the 
Huse  Publishing  Company,  Norfolk,  Nebraska,  to 
the  Council  members. 

The  following  reports  were  brought  up  for  dis- 
cussion, and  upon  proper  motion,  each  report  was 
adopted  and  ordered  published:  Cerebral  Palsy, 

Diabetes,  Industrial  Health,  Mental  Hygiene,  Polio 
Coordinating,  and  Public  Health. 

Dr.  J.  Harry  Murphy,  Chairman  of  the  Tuber- 
culosis Committee,  asked  permission  of  the  floor 
and  stated  that  in  addition  to  his  written  report 
he  would  like  to  make  an  announcement.  He  stated 
they  had  sufficient  money  in  the  tuberculosis  fund 
to  finance  speakers  on  chest  diseases  and  tubercu- 
losis, and  that  he  would  recommend  the  using  of 
such  a speaker  in  meetings  throughout  the  state. 
The  recent  registration  at  a two-day  nursing  insti- 
tute on  tuberculosis  defintely  proved  there  was  a 
decided  interest  in  chest  diseases. 

A motion  was  made  by  Dr.  C.  F.  Heider,  seconded 
by  Dr.  F.  M.  Karrer,  that  the  report  be  adopted  and 
published.  The  motion  carried. 

A recess  for  the  social  hour  and  dinner  was  called 
by  the  chair. 

Following  dinner,  the  Board  of  Councilors  was 
again  called  to  order  by  Doctor  Harry,  Chairman, 
at  2:15  p.m. 

Dr.  Earl  F.  Leininger  read  the  President-Elect’s 
committtee  appointments  for  1954-55. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
we  approve  the  appointments  and  recommend  them 
to  the  House  of  Delegates  for  acceptance.  The  mo- 
tion was  seconded  by  Dr.  Frank  Herhahn  and  the 
motion  carried. 

Letters  from  six  component  societies  were  read 
by  Doctor  Kenner  in  which  Life  Memberships  were 
recommended  for  the  following  members: 

A.  0.  Fasser,  M.D.,  Fremont;  R.  T.  Van 
Metre,  M.D.,  Fremont;  R.  A.  Davies,  M.D., 
Aldington  — Dodge  County  Medical  Society. 

E.  E.  Farnsworth,  M.D.,  Grand  Island  (now 
Santa  Barbara,  California) — Hall  County  Med- 
ical Society. 

A.  H.  Holm,  M.D.,  Wolbach — Howard  County 
Medical  Society. 

A.  E.  Reeves,  M.D.,  North  Platte;  Joel  T. 
Anderson,  M.D.,  North  Platte  ■ — Lincoln  Coun- 
ty Medical  Society. 

Leo  A.  DeLanney,  M.D.,  Omaha;  Clyde  Moore, 
M.D.,  Omaha;  John  E.  Simpson,  M.D.,  Omaha 
— Omaha-Douglas  County  Medical  Society. 

H.  0.  Bell,  M.D.,  York;  B.  A.  Root,  M.D., 
York — York  County  Medical  Society. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  names  of  Drs.  Fasser,  Van  Metre  and  Davies 
of  the  Dodge  County  Medical  Society  be  recom- 
mended to  the  House  of  Delegates  for  Life  Mem- 
bership. The  motion  was  seconded  by  Doctor 
Wright  and  carried. 

A motion  was  made  by  Dr.  F.  M.  Karrer  that 
the  name  of  Dr.  E.  E.  Farnsworth  be  recommended 
to  the  House  of  Delegates  for  Life  .Membership. 
The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  application  for  Life 
Membership  of  Dr.  A.  H.  Holm,  Howard  County 
Medical  Society,  be  accepted  and  recommended  to 
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the  House  of  Delegates.  The  motion  was  sec- 
onded and  carried. 

A motion  was  made  by  Dr.  F.  M.  Karrer  that 
the  names  of  Drs.  Joel  T.  Anderson  and  A.  E.  Reeves, 
Lincoln  County  Medical  Society,  be  recommended 
to  the  House  of  Delegates  for  Life  Membership. 
The  motion  was  seconded  by  Dr.  W.  E.  Wright 
and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
Drs.  Leo  A.  DeLanney,  Clyde  Moore,  and  John  E. 
Simpson,  Omaha-Douglas  County  Medical  Society, 
be  recommended  for  Life  Membership  to  the  House 
of  Delegates.  The  motion  was  seconded  and  car- 
ried. 

A motion  was  made  by  Dr.  F.  M.  Karrer  that  the 
names  of  Drs.  H.  O.  Bell  and  B.  A.  Root  be  rec- 
ommended to  the  House  of  Delegates  for  Life  Mem- 
berships. The  motion  was  seconded  by  Dr.  W.  E. 
Wright  and  carried. 

Mr.  Smith  read  a letter  from  The  Arizona  Med- 
ical Association  in  which  they  stated  by  unanimous 
action  their  association  supported  the  stand  taken 
by  our  House  of  Delegates  relative  to  characteri- 
zation of  doctors  and  the  recommending  of  pro- 
ducts as  aids  or  remedies  in  treatment  of  ailments 
on  radio  and  TV  shows,  indicating  medical  approv- 
al. 

He  also  read  a letter  from  Mrs.  L.  W.  Rork, 
Hastings,  which  thanked  the  association  for  the 
posthumous  Life  Membership  awarded  to  the  late 
Dr.  L.  W.  Rork. 

Mr.  Smith  read  a letter  and  resolution  from  the 
Colorado  State  Medical  Society  relative  to  the  high 
injury  rate  attendant  upon  automobile  travel  and 
in  which  they  recommended  the  application  of 
safety  engineering  to  the  motor  car  itself  by  the 
universal  installation  of  several  safety  features. 

A motion  was  made  by  Dr.  Frank  Herhahn  that 
the  Council  go  on  record  as  being  in  favor  of  the 
resolution  of  the  Colorado  society  and  that  it  be 
referred  to  the  House  of  Delegates.  The  motion 
was  seconded  by  Dr.  W.  E.  Wright  and  carried. 

Mr.  Smith  called  the  attention  of  the  Council  to 
the  proposal  now  before  the  House  of  Delegates 
of  the  A.M.A.  relative  to  the  approval  of  the  osteo- 
pathic profession  by  the  medical  profession.  He 
stated  there  were  three  things  which  would  be  the 
result  of  such  action: 

1.  Remove  the  stigma  of  cultism  from  osteo- 
pathy. 

2.  Permit  doctors  of  medicine  to  teach  in 
osteopathic  schools. 

3.  Provide  closer  cooperation  between  osteo- 
paths and  doctors  of  medicine  in  the  practice  of 
the  healing  arts. 

Locally,  it  would  mean  we  would  have  to  go 
back  to  our  legislature  and  accept  the  competence 
of  osteopaths  to  practice  medicine  on  the  same  basis 
as  medical  graduates.  Mr.  Smith  further  stated 
that  as  a result  of  this  proposal,  he  had  been  asked 
to  prepare  a paper  on  the  problem  for  presentation 
at  the  North  Central  Medical  Conference.  This 
paper  is  to  be  published  in  the  March  issue  of  The 
Nebraska  State  Medical  Journal. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  Council  go  on  record  as  being  opposed  to  this 
proposal  before  the  American  Medical  Association. 


The  motion  was  seconded  by  Dr.  F.  M.  Karrer  and 
carried. 

A motion  was  made  by  Dr.  F.  M.  Karrer,  sec- 
onded by  B„  R.  Bancroft,  that  Mr.  Smith  be  in- 
structed to  secure  reprints  of  his  paper,  and  that 
they  be  sent  to  the  Officers  and  House  of  Dele- 
gates of  the  American  Medical  Association,  and  to 
the  presidents,  secretaries,  and  executive  secretar- 
ies of  all  state  medical  associations.  The  motion 
carried. 

The  chair  declared  the  Board  of  Councilors  ad- 
journed until  May,  1954. 

ANNUAL  AUDIT 
COMMITTEE  REPORTS,  1953 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
REPORT  OF  SECRETARY-TREASURER 

As  has  been  the  case  for  a number  of  years, 
the  year  1953  has  been  another  successful  year. 
Much  progress  has  been  made  in  a number  of  ways. 
The  year  ended  with  1,229  members,  which  is  an 
increase  of  13  over  1952,  and  gave  us  our  largest 
membership  of  any  time.  Mr.  Sidney  Bradley,  who 
had  been  the  Executive  Assistant  to  our  Executive 
Secretary,  resigned  to  take  another  position  and 
Mr.  Kenneth  Neff  has  been  chosen  to  succeed  him 
and  is  doing  so  very  successfully. 

The  Annual  Session  was  held  May  11-14,  1953, 
in  Omaha.  For  the  first  time  there  were  no  papers 
by  our  members,  the  entire  program  being  given 
by  our  guest  speakers,  and  it  was  divided  into 
scientific  papers  in  the  morning  session,  and  in 
both  a panel  discussion  and  a question  period  for 
the  afternoon.  The  general  sessions  are  much  bet- 
ter attended  during  the  last  few  years,  but  still  are 
not  attended  as  they  should  be,  or  as  the  quality  of 
program  merits.  Our  guests  came  to  us  from  sev- 
eral sources,  and  were  Col.  Francis  Pruitt  and  Col. 
Elmer  A.  Lodmell  from  the  Army;  Prof.  Carleton 
Mathewson,  Jr.,  Associate  Prof.  Lowell  A.  Rantz, 
and  George  Johnson,  M.D.,  from  Stanford  Univer- 
sity; also,  H.  G.  Kobrak,  M.D.,  from  the  Univer- 
sity of  Chicago;  Pi'of.  Rubin  Flocks  from  the  Uni- 
versity of  Iowa;  and  Edward  H.  Rynearson,  M.D., 
from  the  Mayo  Clinic.  The  last  day  our  guests 
were  Prof.  Isadore  Dyer,  Associate  Prof.  H.  R. 
Kahle,  and  Prof.  Conrad  G.  Collins,  all  from  The 
Tulane  University. 

The  House  of  Delegates  was  also  well  attended 
and  decided  upon  several  matters  which  will  have 
to  do  with  the  future  of  our  association.  Since  the 
last  meeting  of  the  House  of  Delegates,  the  Speak- 
er — James  D.  Bradley,  M.D.  — has  permanently 
left  the  state,  thus  making  necessary  his  resig- 
nation. 

The  committees  which  have  been  functioning 
well  for  the  last  several  years  have  continued  to 
do  so.  Their  interesting  work  will  be  described 
in  their  reports.  One  important  result  of  a com- 
mittee’s work  which  stands  out  again  was  the 
traveling  clinics.  Prominent  out  of  state  guests 
make  up  the  personnel  of  the  clinics.  They  were 
held  in  six  different  towns,  so  chosen  that  doctors 
from  over  the  state  could  attend  at  least  one  of 
them.  It  should  be  mentioned  that  the  Nebraska 
Division  of  the  American  Cancer  Society,  the  Ne- 
braska Heart  Association,  West  Central  Diabetes 
Association,  and  the  National  Foundation  for  In- 
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fantile  Paralysis  helped  finance  these  clinics.  Dia- 
betes Week  is  another  result  of  one  of  the  com- 
mittees. More  responses  were  obtained  concerning 
this  condition  than  in  former  years. 

One  interim  committee  has  been  appointed  by 
President  Kelly.  It  is  the  Committee  on  Veterans 
Affairs.  It  was  only  recently  appointed  and  has 
not  yet  held  a meeting. 

Respectfully  submitted, 

R.  B.  ADAMS,  M.D. 

Secretary-Treasurer 

N.  B.  After  having  read  the  Auditor’s  Report 
which  follows,  and  which  is  technically  the  treas- 
urer’s report,  I do  not  believe  there  is  any  need 
for  any  explanation  on  the  part  of  the  treasurer. 
It  seems  to  him  that  the  narrative  at  the  beginning 
of  the  Auditor’s  Report  answers  all  possible  ques- 
tions. 

R.  B.  A. 

AUDIT  YEAR  ENDED 
DECEMBER  31,  1953 

Lincoln,  Nebraska, 

January  23,  1954 

Nebraska  State  Medical  Association 

Lincoln,  Nebraska 

Gentlemen: 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1953,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  sched- 
ules: 

Exhibit  A — Analysis  of  Fund  Balances — 
January  1,  1953  to  December  31,  1953. 

Exhibit  B — Statement  of  Receipts  and  Dis- 
bursements — Year  1953. 

Schedule  B-l  — Statement  of  Receipts 
and  Disbursements  — Annual  Session  — 
Year  1953. 

Schedule  B-2  — Comparison  of  General 
Expense  with  Budget  — Year  1953. 

Schedule  B-3  — Statement  of  Receipts 
and  Disbursements  — Speakers’  Bureau 
Postgraduate  Courses  — Year  1953. 

Exhibit  C — Statement  of  Investments — Jan- 
uary 1,  1953  to  December  31,  1953. 

Exhibit  D — Journal  Accounts  Receivable — 
December  31,  1953. 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1953  there  was  an  increase  in  the 
balances  of  $9,589.44.  The  total  balance  on  De- 
cember 31,  1953  was  $53,524.30,  and  was  repre- 
sented by  cash  in  the  National  Bank  of  Commerce, 
Lincoln,  Nebraska,  of  $11,803.63,  cash  in  the  As- 
sociation Investment  Income  Fund  at  The  First 
Trust  Company,  Lincoln,  Nebraska  of  $30.22,  and 
investments  of  $41,690.45. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment the  incomes  and  expenses  have  been  divided 
into  four  classifications.  Under  the  heading  of 
General  Income  the  principal  items  are  member- 
ship dues  of  $39,640.00  and  income  from  Annual 


Session  of  $6,903.00.  During  the  Annual  Session 
there  was  an  additional  $687.00  collected  which  was 
paid  out  directly  in  connection  with  activities.  These 
funds  were  not  recorded  on  the  books  of  the  As- 
sociation, but  came  to  our  attention  through  ex- 
amination of  supporting  documents  and  schedules. 
Interest  collected  on  U.  S.  Government  Bonds  was 
$431.87,  and  dividends  received  on  stock  owned 
amounted  to  $364.59. 

The  chief  item  of  income  for  the  journal  during 
the  year  was  advei'tising  in  the  amount  of  $16,- 
209.16.  Cash  x-eceived  for  the  American  Medical 
Association  dues  of  $27,562.50  was  remitted  to  that 
Association  as  shown  under  other  disbursements  in 
this  statement.  Cash  in  the  amount  of  $982.00  was 
collected  from  the  sale  of  copies  of  a formulary 
printed  during  the  year.  Funds  in  the  net  amount 
of  $4,123.80  were  received  from  the  Cancer  So- 
ciety, Heart,  Tubei-culosis,  and  Diabetes  Associa- 
tions to  be  used  to  conduct  postgraduate  courses. 
Receipts  and  disbursements  pertaining  to  the  con- 
duct of  these  courses  are  set  forth  in  Schedule  B-3. 
Total  cash  received  during  the  year  amounted  to 
$96,967.97. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classification  as  the  receipts.  The 
total  amount  of  general  disbursements  was  $38,- 
318.33.  A comparison  of  these  items  with  the  bud- 
get items  approved  for  1953  is  shown  in  Schedule 
B-2.  Journal  expenses  for  the  year  totaled  $17,- 
361.72  and  other  disbursements  were  $41,356.69. 
This  amount  included  American  Medical  Associa- 
tion dues  of  $27,562.50,  stocks  purchased  for  in- 
vestment $9,332.36,  and  expenses  of  $3,161.28  for 
postgraduate  courses  for  the  several  societies  and 
associations  mentioned  previously.  Costs  involved 
in  producing  the  formulary  amounted  to  $1,223.05. 
The  total  disbursements  during  the  year  were  $97,- 
036.  74.  The  excess  of  disbursements  over  receipts 
amounted  to  $68.77  and  cash  on  hand  at  the  close 
of  the  year  was  $11,833.85. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C. 
The  value  of  the  investments  at  the  beginning  of 
the  year  was  $32,032.24.  During  the  year  there 
was  a total  addition  in  investments  of  $9,658.21. 
Stock  at  a cost  value  of  $9,332.36  was  purchased. 
Dividend  credits  in  building  and  loan  accounts 
amounted  to  $143.97.  The  increase  in  value  of  the 
United  States  Savings  Bonds  Series  F during  the 
year  was  $180.88.  The  total  value  of  the  invest- 
ments on  December  31,  1953  was  $41,690.45. 

EXHIBIT  D 

Exhibit  D is  a list  of  the  journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  re- 
ceivable record  indicated  that  the  greater  part  of 
these  accounts  are  amounts  receivable  for  advertis- 
ing during  the  month  of  December,  1953.  This 
record  also  indicated  that  with  few  exceptions  these 
accounts  are  being  paid  currently.  As  the  Associa- 
tion operates  on  the  cash  basis,  these  items  are 
not  taken  into  income  until  cash  is  received. 

Mr.  M.  C.  Smith,  Executive  Secretary  of  the 
Association,  has  in  his  possession  a fund  of  $100.00 
to  be  used  for  traveling  and  other  Association  ex- 
penses. This  fund  is  replenished  periodically  upon 
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his  presentation  of  expense  reports,  and  is  not  car- 
ried on  the  books  of  the  Association  as  an  asset. 

There  are  additional  funds  of  $1,000.00  in  cash 
kept  in  the  Association’s  safety  deposit  box  at  the 
National  Bank  of  Commerce,  Lincoln,  Nebraska. 
This  amount  was  verified  by  actual  count  at  the 
time  of  the  examination  of  securities,  and  is  not 
set  up  on  the  books  as  an  asset.  The  purpose  of 
this  fund  is  to  defray  expenses  of  the  Association, 
and  to  date  none  of  it  has  been  used. 

All  receipts  for  the  year  were  traced  through 
the  books  and  into  the  bank  account.  In  addition, 
test  checks  were  made  of  letters  of  transmittal 
tracing  the  items  to  the  individual  members’  ac- 
counts. An  inspection  of  the  members’  unused 
cards  in  connection  with  our  examination  of  the 
receipts  indicated  that  all  cards  issued  to  members 
dimng  the  year  were  accounted  for  on  the  books 
of  the  Association.  It  was  also  found  that  during 
the  year  1953  cards  were  issued  to  36  military  mem- 
bers and  63  life  members,  for  which  no  dues  were 
collected. 

Cancelled  checks  for  the  year  were  inspected 
and  compared  to  the  items  in  the  check  register. 
Invoices  and  creditors’  statements  were  examined 
covering  the  greater  portion  of  the  disbursements. 
Minutes  of  the  trustees’  meeting  during  the  year 
were  examined  in  regard  to  authorization  of  sal- 
aries, budgets  and  other  disbursements.  The  bal- 
ances shown  as  cash  in  the  bank  were  confirmed  by 
direct  correspondence  with  the  depositories. 

Our  audit  also  included  an  inspection  of  securi- 
ties owned  by  the  Association  at  the  close  of  the 
year.  Balances  in  savings  and  loan  investment  ac- 
counts were  confirmed  by  correspondence. 

Subjects  to  the  foregoing  comments,  it  is  our  opin- 
ion that  the  attached  statements  present  fairly  the 
financial  position  of  the  Association  at  December 
31,  1953  and  the  operations  for  the  year  then  ended. 
Should  any  additional  information  be  desired  con- 
cerning any  matters  falling  within  the  scope  of 
our  examination,  we  shall  be  pleased  to  supply  it 
upon  request. 

Respectfully, 

DANA  F.  COLE  AND  COMPANY 

EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
January  1,  1953  to  December  31,  1953 

Total  Balance,  January  1,  1953 $43,934.86 

Represented  by  : 

Cash — Nat’l  Bank  of  Com. — 

General  Fund  $9,926.60 

Cash — Nat’l  Bank  of  Com. — 

Speakers’  Bureau  Fund 1.934.39  $11,860.99 

Cash — Investment 
Income  Fund — 

First  Trust  Company 41.63 

Investments — Exhibit  C 32,032.24 

$43,934.86 

Add  : Net  Increase  in 

Investments — Exhibit  C 9,658.21 

Less : Excess  of  Disbursements 

over  Receipts — Exhibit  B 68.77  9,589.44 

Total  Balance,  December  31,  1953 $53,524.30 


EXHIBIT  B: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1953 

Cash  on  Hand,  January  1,  1953  : 

General  Fund — 

National  Bank  of  Commerce  $ 9,926.60 

Speakers’  Bureau  Fund — 

National  Bank  of  Commerce  1,934.39 

Investment  Income  Fund 

First  Trust  Company  41.63  $11,902.62 


$39,640.00 

431.87 

364.59 

6.903.00 


RECEIPTS  : 

General : 

Membership  Dues  _ 

Interest  Collected  _ 
Dividends  Received 
Annual  Session^ 

Schedule  B-l  

A.M.A.  Membership 

Expense  Rebate  

Reimbursement  for 

Fee  Schedules  

Journal  : 

Adverti  ing  

Subscriptions  

Copies  Sold  

Other  Receipts  : 

A.M.A.  Dues  

Formulary — 

Sale  of  Copies 

Contributions  for  Conduct 
of  Speakers’  Bureau 
Postgraduate  Courses — 

Schedule  B-3  

TOTAL  RECEIPTS  


333.05 

63.00  $47,735.51 

16.209.16 

352.50 

2.50  16,564.16 

27,562.50 
982.00 

4,123.80  32,668.30 

$96,967.97 


DISBURSEMENTS: 

General : 

Salaries  and  Social 

Security  Taxes  $18,933.54 

Travel  1,179.33 

Office  Expense: 

Rent  2,626.53 

Mimeograph  750.59 

Printing  496.62 

Postage  975.75 

Telephone  and  Telegraph  911.01 

Miscellaneous  518.91 

Councilor  Expense 199.72 

Annual  Session 

(Schedule  B-l)  6,649.41 

Exceptional  Meetings, 

Travel,  and  Medicolegal  3,960.24 

Audit  Expense 247.50 

Office  Equipment  286.73 

Pre  ident’s  Expense  457.95 

Expendable  Supplies  124.50 


Journal : 

Salaries  5,622.00 

Publication  Expense 7,552.18 

Press  Clipping  Expense 200.13 

Color  2.720.00 

Inserts  429.00 

Cuts,  Engraving  and 

Art  Work  ___• 421.07 

Single  Wrapping  84.00 

Cover  Expense  167.50 

Expenses  — Editor 45.86 

Imprinting  100.00 

Advetir  ing  Commissions 

Refund  11.90 

Collection  Exnense 5.00 

Freight  and  Express 3.08 


Other  Disbursements : 

A.M.A.  Dues  27.562.50 

Investments  Purchased 9,332.36 

Speakers’  Bureau 

Postgraduate  Course 

Expenses  — Schedule  B-3  3,161.28 

Formulary  Expenses 1,223.05 

Nebraska  Medical 

Foundation  26.50 

First  T^ust  Company — 

Investment  Agent’s  Fees 

and  Expense!  51.00 


$38,318.33 


17,361.72 


41,356.69 


TOTAL  DISBURSEMENTS  $97.036,74 

EXCESS  OF  DISBURSEMENTS  OVER  RECEIPTS__$ 


68.77 


Represented  by  : 

Cash — Nat’l  Bank  of  Com. — 

General  Fund  8,906.72 

Cash — Nat’l  Bank  of  Com. — 

Speakers’  Bureau  Fund 2.896.91  11,803.63 

Cash — Investment 
Income  Fund — 

First  Trust  Company 30.22 

Investments — Exhibit  C 41.690.45 

53,524.30 


Cash  on  Hand,  December  31,  1953  $11,833.85 


Consisting  of : 

General  Fund — National  Bank 

of  Commerce  $ 8,906.72 

Speakers’  Pu^au  National  Bank 

of  Commerce  2.896.91 

Investment  Income  Fund — 

First  Trust  Company  30.22 

$11,833.85 
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SCHEDULE  B-l: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
Year  1953 


RECEIPTS: 

Exhibits  $4,850.00 

Registration  Fees  10.00 

Fun  Night  Income  1,229.50 

Banquet  940.50 


Sports  Day  560.00  $7,590.00 

DISBURSEMENTS  : 

Printing 606.10 

Badges  ; 42.02 

Sports  Day  546.25 

Exhibitors’  Cocktail  Party  290.60 

Booths  410.00 

Reporter  250.85 

Fun  Night  Expense 1,103.66 

Banquet  1,034.91 

Presid?nt’s  Expense 64.50 

Guest  Speakers  2,202.37 

Auxiliary  — Flowers  35.00 

Employees’  Expense  337.38 

Miscellaneous 412.77  7,336.41 


EXCESS  OF  INCOME  OVER  EXPENSE  $ 253.59 


*This  statement  includes  $687.00  of  receipt  and  disburse- 
ments which  are  not  included  as  income  and  expense  it/ms 
in  the  books  of  the  Nebraska  State  Medical  Association. 


SCHEDULE  B-2 : 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 


Year 

195.3 

Unex- 

Actual 

pended 

Budget 

Expense 

Balance 

Salaries  and  Social  Securitv 

Taxes 

$18,933.54 

$ 66.46 

Travel  

. 1,180.00 

1,179.33 

.67 

Office  Expense: 

Rent 

- 2,630.00 

2,626.53 

3.47 

Mimeograph 

755.00 

750.59 

4.41 

Printing 

500.00 

496.62 

3.38 

Postage 

- 1,200.00 

975.75 

224.25 

Telephone 

950.00 

911.01 

38.99 

Miscellaneous 

525.00 

518.91 

6.09 

Councilor  Expense  __ 

300.00 

199.72 

100.28 

Annual  Session  

. 6,670.00 

6,649.41 

20.59 

Audit  Expense 

250.00 

247.50 

2.50 

Attorney’s  Fees  __  _ 

- 1.000.00 

1.000.00 

Office  Eouipment 

290.00 

286.73 

3.27 

President’s  Expense 

500.00 

457.95 

42.05 

Exceptional  Travel  and/or 

Meeting.  Including 

Medicolegal 

3,960.24 

14.76 

Expendable  Supplies 

200.00 

124.50 

75.50 

Speakers’  Bureau 

500.00 

500.00 

P.eappropriation 

_ 3,000.00 

3,000.00 

$43,425.00 

$38,318.33 

$5,106.67 

SCHEDULE  B-3 : 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
SPEAKERS’  BUREAU  — POSTGRADUATE  COURSES 
Year  1953 

Speakers’  Bureau  Fund,  January  1,  1953 $1  934.39 

RECEIPTS  : 

Nebraska  Division, 

American  Cancer  Society  $2,500.00 

Nebraska  Heart  Association  1,000.00 

National  Foundation  for 

Infantile  Paralysis  805.16 

West  Central  Diabetes  Association  200.00 


$4,505.16 

Less:  Refund  to  Nebraska  Heart 


Association 

381.36 

4,123.80 

Travel 

Expense  Honorarium 

General 

Expense 

Total 

Expense 

$6,058.19 

Nebraska 

Division, 

American 

Cancer 

Society  $187.37 

$ 450.00 

$212.24 

$ 849.61 

Nebraska  Heart 

Association  __  30.00 

400.00 

188.64 

618.64 

Foundation  for 
Infantile 

Paralysis  183.43 

450.00 

188.64 

822.07 

West  Central 
Diabetes 

Association  232.32 

450.00 

188.64 

870.96 

$633.12 

$1,750.00 

$778.16 

$3,161.28 

$3,161.28 

Speakers’  Bureau  Fund, 


December  31,  1953 $2,896.91 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1953  to  December  31,  1953 


Total  Balance,  January  1,  1953  $32,032.24 

Consisting  of : 

100  Shares  Mission  Corporation  Common 

Stock  (Cost  Value)  $ 2,710.94 

100  Shares  Wisconsin  Electric 
Power  Company  Common 

Stock  (Cost  Value)  2,396.88 

Omaha  Loan  and  Building 

Association  2,018.29 

Nebraska  Central  Building  and 

Loan  Association  1,111.91 

Conservative  Savings  and  Loan 

Association  1,656.60 

U.  S.  Treasury  Bonds — 27/8% 4,500.00 

U.  S.  Savings  Bonds,  Series  F (Issue 
Price  $4,458.50,  Maturity  Value 
$6,025.00)  Redemption  Value 

December  31,  1952  5,474.62 

U.  S.  Savings  Bonds,  Series  G 12,100.00 

Postal  Savings  Bonds  (Issue  Price 

$50.00)  63.00 


Additions  : 

Stock  Purchased : 

40  Shares  General  Electric 
Corporation  Common 

Stock  (Cost)  $3,623.35 

40  Shares  Union  Carbide 
and  Carbon  Company 

Common  Stock  (Cost) 3,045.48 

50  Shares  Central  and 
Southwest  Company 

Common  Stock  (Cost) 1,192.38 

50  Shares  Houston 
Lighting  and  Power 
Company  Common 

Stock  (Cost)  1,471.15 

Dividend  Credits  : 

Omaha  Loan  and  Building 

Association  60.96 

Nebraska  Central 
Building  and  Loan 

Association 39.25 

Conservative  Savings 

and  Loan  Association  __  43.76 

Increase  in  Value — U.  S. 

Savings  Bonds  : 

Total  Increment, 

December  31,  1953  1,197.00 

Total  Increment. 

December  31,  1952  1,016.12 

Interest  Accrued — 

Postal  Savings  : 

Interest  Accrued 

December  31,  1953  14.00 

Interest  Accrued 

December  31,  1952  13.00 


$32,032.24 


$ 9,332.36 


143.97 


180.88 


1.00 


Total  Additions  $ 9,658.21 

Total  Balance,  December  31,  1953 $41,690.45 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 


STATEMENT  OF  INVESTMENTS 
January  1,  1953  to  December  31,  1953 

Investments  as  of  December  31,  1953  Consist  of : 

Common  Stocks — All  at  Cost  Value: 

Mission  Corporation  — - 100  Shares  $ 2,710.94 

Wisconsin  Electric  Power  Company  — 100  Shares  2.396.88 

Genertnl  Electric  Corporation  — 40  Shares 3,623.35 

Union  Carbide  and  Carbon  Company  — 40  Shares  3.045.48 

Central  and  Southwest  Company  — 50  Shares 1,192.38 

Houston  Lighting  and  Power  Comnany — 50  Shares  1,471.15 

Omaha  Loan  and  Building  Association 2,079.25 

Conservative  Savings  and  Loan  Association 1,700.36 

Nebraska  Central  Building  and  Loan  Association  1,151.16 

U.  S.  Treasury  Bonds— 2%  % 4,500.00 

U.  S.  Savings  Bonds,  Series  F (Issue  price  $4,458.50. 

Maturity  Value  $6,025.00)  Redemption  Value 

December  31,  1953  5,655.50 

U.  S.  Savings  Bonds,  Series  G 12,100.00 

Postal  Savings  Bonds  (Issue  Price  $50.00)  64.00 


$41,690.45 

EXHIBIT  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
December  31,  1953 


The  Coca  Cola  Company  r $ 41.40 

Crosby  Surgical  Company  41.40 

Gold  and  Company  12.65 

Midwest  Orthopedic  Appliance  Company  ( Turned  over 

to  Credit  Bureau)  . 82.00 

Hotel  Paxton  20.70 

State  Journal  Advertising  Bureau  1,282.93 


$1,481.08 
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REPORT  OF  BOARD  OF  TRUSTEES 

Fay  Smith,  M.D.,  Chairman,  Imperial  ; G.  E.  Peters,  M.D., 
Randolph  ; J.  E.  M.  Thomson,  M.D.,  Lincoln  ; A.  A.  Ashby, 
M.D.,  Geneva ; R.  B.  Adams,  M.D.,  Lincoln. 

Four  regular  meetings  of  the  Board  of  Trustees 
have  been  held  during  this  year,  in  accordance  with 
our  Constitution.  All  members  were  present  at 
each  meeting.  Dr.  Earle  Johnson  resigned  from 
the  Board  of  Trustees  and  Dr.  A.  A.  Ashby  re- 
placed him  on  the  Board.  I would  like  personally, 
and  on  behalf  of  the  Board  of  Trustees,  to  express 
appreciation  to  Doctor  Earle  for  all  he  has  done 
for  medicine  in  general,  and  our  Board  in  particular, 
through  the  many  years. 

The  question  of  malpractice  insurance  is  being 
studied.  It  has  doubled  in  cost  to  the  doctors  of 
Nebraska,  and  according  to  losses,  actually  should 
be  less  in  Nebraska. 

Mr.  Kenneth  Neff  has  been  added  to  our  office 
force  replacing  Mr.  Bradley. 

Dr.  J.  D.  Bradley  asked  to  make  a change  in 
the  legal  talent  used  by  the  Nebraska  State  Medical 
Association  and  to  pay  a retainer  fee.  The  question 
was  tabled. 

The  problem  of  investing  the  funds  of  the  Asso- 
ciation is  being  studied  with  the  advice  of  Mr.  J.  C. 
Whitten  of  the  First  Trust  Company.  Funds  on 
hand  totaling  $9,332.36  have  recently  been  invested 
as  follows: 

50  shares  of  Union  Carbide 
40  shares  of  General  Electric 
50  shares  of  Houston  Light  and  Power 
50  shares  of  Central  and  Southwest  Corporation 

The  other  stocks  owned:  Mission  Corporation  has 
remained  about  the  same  in  value  while  Wisconsin 
Power  Company  has  increased.  It  is  our  intention 
to  add  to  these  investments  as  the  funds  become 
available.  These  are  funds  resulting  from  the  in- 
crease in  dues  for  the  purpose  of  building  a reserve 
amounting  to  one  year’s  operating  cost. 

The  Board  budgeted  $1,250.00  for  the  Formulary. 
The  actual  cost  was  $1,223.05.  We  have  sold  $982.00 
of  the  booklets  and  still  have  a good  supply  on  hand. 

Mr.  M.  C.  Smith  reports  that  all  of  the  space 
has  been  sold  for  the  coming  1954  meeting. 

The  question  of  a retirement  fund  for  the  office 
force  is  being  studied.  If  and  when  any  plan  is 
developed,  it  will  be  presented  to  you. 

The  Association  lived  within  its  budget  during 
1953.  The  major  changes  in  next  year’s  budget 
are  an  increase  in  the  salary  item  of  $1,000.00 
and  an  increase  in  the  amount  for  the  Annual 
Session  of  $2,000.00. 

The  Budget  as  adopted  for  1955  is  as  follows, 
and  we  request  that  it  be  recommended  to  the 
House  of  Delegates: 

BUDGET  FOR  1955 


Salary  and  Social  Security $21,000.00 

Travel  1,000.00 

Office : 

Rent  2,600.00 

Mimeograph  500.00 

Printing  750.00 

Postage  1,200.00 

Telephone  and  Telegraph 1,200.00 

Miscellaneous  500.00 

Council  Expense  300.00 

Annual  Session  7,000.00 

Exceptional  Meetings  and/or  Travel  3,000.00 

Audit  250.00 

Dues,  Share  to  Journal  3,000.00 

Attorneys  Fees  1,000.00 

Office  Equipment - 200.00 


President’s  Expense 500.00 

Speakers  Bureau  500.00 

Expendable  Supplies  1,000.00 

Reappropriate  from  Unexpended  Balance  4,000.00 


Total  $49,500.00 


The  Board  of  Trustees  asks  the  Board  of  Coun- 
cilors to  recommend  to  the  House  of  Delegates 
that  thej  1954  Budget  be  amended  to  be  the  same 
as  the  1955  Budget. 

Respectfully  submitted, 

FAY  SMITH,  M.D., 
Chairman. 

REPORT  OF  EXECUTIVE  SECRETARY 

Some  excellent  reports  are  presented  this  year 
by  the  various  committees,  indicating  extended  ac- 
tivity and  a healthy  growth.  To  comment  on  all 
of  them  would  be  redundant;  however,  there  are 
some  outstanding  and  new  activities  which  can  be 
emphasized  by  further  comment. 

AUXILIARY  BULLETINS 
About  a year  ago  officials  of  the  Woman’s  Aux- 
iliary asked  the  Board  of  Trustees  for  help  in  dis- 
tributing information  to  their  members  and  to  non 
members  as  well.  The  Board  of  Trustees  granted 
funds  for  the  purpose  of  setting  up  a bulletin  for 
this  work.  The  auxiliary  now  has  a bulletin  similar 
to  the  “pink  sheet”  which  is  sent  to  the  auxiliary 
of  the  Nebraska  State  Medical  Association.  This 
bulletin  has  a very  attractive  blue  color  and  is  held 
uniform  for  the  purpose  of  identification  for  the 
doctors’  wives.  It  is  hoped  that  its  regular  publi- 
cation will  be  helpful  in  producing  a better  organiza- 
tion. The  Woman’s  Auxiliary  is  an  important  or- 
ganization to  the  medical  profession,  and  is  fully 
capable  of  many  accomplishments  in  the  best  inter- 
ests of  organized  medicine. 

THE  FORMULARY 

This  important  document  became  a fact  during 
the  past  year.  It  received  the  hearty  approval  of 
the  Nebraska  Board  of  Control  and  has  been  adopted 
by  them  for  use  in  Old  Age  Assistance.  It  has  na- 
tional acclaim,  as  shown  in  one  of  the  committee  re- 
ports. Distribution  has  been  made  to  the  pharma- 
cists and  hospitals  in  the  state  and  usage  has  been 
even  more  than  was  anticipated  in  the  first  year. 
Acceptance  by  our  members  has  been  good,  with  a 
minimum  of  -complaints.  Revision  is  now  going  for- 
ward by  the  sub-committee,  and  it  is  contemplated 
that  the  second  publication  will  be  made  early  in 
the  year.  It  is  not  contemplated  that  the  publica- 
tion will  ever  become  static  because  the  drug  picture 
is  a constantly  changing  one  and  revisions  will  be 
frequent.  However,  it  does  seem  to  be  a step  for- 
ward in  solving  the  problems  of  drug  costs.  We 
have  had  an  amazing  number  of  inquiries  for  copies 
from  all  over  the  United  States  — and  one  from 
Canada.  It  is  another  FIRST  for  Nebraska  and  is 
probably  one  of  our  outstanding  accomplishments 
on  the  national  scene. 

THE  INVESTMENT  TRUST 
Last  year  the  Board  of  Trustees  reached  an  im- 
portant decision  in  the  investment  of  reserve  funds 
as  reported.  An  investment  trust  was  set  up  with 
The  First  Trust  Company  of  Lincoln  to  handle  our 
surplus  funds.  This  trust  is  very  similar  to  many 
trusts  used  by  other  organizations  similar  to  our 
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own,  as  well  as  university  and  other  foundations. 
It  is  handled  in  a conservative  manner.  Only  listed 
common  stocks  that  pay  dividends  regularly  are 
purchased  for  the  account,  and  at  all  times  there 
is  a balancing  amount  of  bonds  carried  for  additional 
safety  and  to  produce  a well  balanced  portfolio.  The 
original  investment  set  up  was  in  the  amount  of 
$5,107.82.  During  the  past  year  this  investment 
earned  approximately  7 per  cent  interest  and  a cap- 
ital gain  of  approximately  $800  is  shown.  An  addi- 
tional investment  of  $9,332.36  was  made  in  Decem- 
ber 1953. 

THE  UNITED  HEALTH  FUND  COMMITTEE 

During  the  past  few  years  there  has  been  a grow- 
ing number  of  health  groups  organizing  drives  to 
solicit  funds  from  our  citizens  for  various  health 
purposes.  This  constant  solicitation  can  well  be- 
come annoying.  Many  of  the  drives  are  made  by 
groups  unknown  to  the  public,  and  while  there  is 
merit  in  all  of  them,  no  accounting  is  made  of  funds 
and  there  are  times  when  the  funds  collected  are  out 
of  proportion  to  the  need.  Many  large  sums  go  out- 
side the  state  and  benefits  to  our  citizens  are  small. 
The  Planning  Committee  has  studied  this  problem 
and  as  the  result,  a committee  has  been  formed  to 
set  up  a United  Health  Fund  Drive  wherein  only  one 
solicitation  drive  will  be  made  for  health  purposes 
and  the  needed  funds  will  be  provided  to  the  vari- 
ous organizations.  Such  action  is  certainly  within 
the  responsibilities  of  the  medical  profession.  The 
public  looks  to  their  doctors  for  guidance  in  health 
matters.  The  committee  appointed  has  had  several 
meetings  and  plans  are  being  completed  for  the 
first  state-wide  drive  to  be  held  next  April.  This  is 
an  activity  which  certainly  merits  the  support  of 
our  entire  membership. 

THE  PLACEMENT  BUREAU 

At  the  present  there  are  40  towns  on  file  that 
have  asked  for  help  in  getting  doctors.  We  have 
the  names  of  19  physicians  who  have  indicated 
they  are  interested  in  finding  a place  in  Nebras- 
ka to  practice.  In  addition,  we  have  on  file  the 
names  of  10  practicing  physicians  who  are  look- 
ing for  an  associate,  or  someone  to  take  over  their 
practice.  A total  of  50  doctors  have  located  in 
Nebraska  in  1953,  as  a direct  or  indirect  result  of 
the  placement  bureau.  Of  this  number,  28  have 
located  in  metropolitan  areas  and  22  have  located 
in  rural  areas.  Also,  66  new  doctors  have  joined 
the  Nebraska  State  Medical  Association  during  1953, 
bringing  the  membership  to  1,229,  which  is  the 
highest  in  the  history  of  the  association.  The  doc- 
tor-draft law  greatly  reduced  the  number  of  physi- 
cians available  for  practice  during  1953;  however, 
the  situation  looks  much  better  for  1954  with  the 
possible  end  of  the  draft  law  by  July  1955. 

Approximately  634  physicians  have  relocated  in 
Nebraska  since  the  origination  of  the  placement 
bureau.  Of  this  number  88  have  located  in  towns 
of  less  than  1,000  population;  147  have  located  in 
towns  of  1,000-5,000  population;  and  83  have  lo- 
cated in  towns  of  5,000  and  over.  This  makes  a 
total  of  314  doctors  who  have  located  in  rural 
areas  since  1945.  Of  the  remaining  320  doctors, 
150  have  located  in  Omaha  and  99  have  located  in 
Lincoln. 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 

It  is  not  our  policy  to  show  any  great  profit 
in  the  publication  of  your  journal.  The  primary 
interest  is  to  pxuduce  the  best  possible  journal  con- 
sistent with  income.  Increased  costs  have  made 
it  difficult  to  make  the  journal  pay  its  own  way 
and  we  have  shown  rather  consistent  losses  over  a 
period  of  years.  The  advertising  rates  were  raised 
in  1952  and  the  number  of  pages  printed  was  low- 
ered because  of  this  raise.  However,  there  was  no 
loss  in  1952.  During  1953  we  absorbed  an  addi- 
tional raise  in  publication  costs  of  3 percent  under 
a new  contract,  and  the  Nebraska  State  Medical 
Journal  has  again  paid  its  own  expenses  during 
the  year.  We  believe  that  the  publication  has  con- 
tinually shown  improvement  in  all  departments  and 
it  is  regarded  nationally  as  one  of  the  better  state 
journals  in  competition  with  states  with  much  larger 
memberships.  We  shall  continue  to  be  more  inter- 
ested in  quality  than  in  profits. 

MEMBERSHIP 

Following  are  the  usual  membership  tables,  giving 
the  state  of  membership  at  the  close  of  1953.  Our 
records  indicate  that  we  have  66  new  members  for 
the  yeai\  There  were  15  members  and  19  non 
members  who  passed  away  during  the  year.  The 
year  closed  with  a total  membership  of  1,229.  This 
is  the  highest  membership  which  the  association  has 
ever  recorded.  The  previous  high  membership  was 
in  1926  with  1,220  members.  The  membership  drift- 
ed downward  to  a low  of  1,050  in  1933.  We  believe 
that  our  placement  bureau  has  been  responsible  for 
many  out  state  doctors  locating  in  Nebraska.  We 
attempt  to  extend  every  courtesy  to  individuals 
looking  for  a place  to  practice.  We  can  also  add 
that  fine  conditions  for  practice  in  Nebraska,  our 
fine  medical  practice  act,  and  the  high  quality  of 
our  Nebraska  doctors  is  always  an  added  incentive. 


TABLE  NO.  1 

Members  deceased 15 

Non  members  deceased 19  34 

Members  moved  out  of  state 43 

Non  members  moved  out  of  state 9 52 

86 

New  physicians  in  state  — members  66 

Potential  members  37  103 

Net  gain  17 

In  active  practice  1,380 

Retired  but  eligible  47 

Members — Dec.  31.  1952  (3  pd.  in  1953) 1,216 

Dec.  31,  1953  1,229 

Gain  in  membership  13 

TABLE  NO.  2 

Licensed  physicians  (last  file  count)  2,396 

Residing  out  of  state 871 

Members*  1,187 

Associate  members  37 

Non  eligible  — 27 

Retired  15 

Non  members  eligible  166 

Unclassified  (home  addresses,  etc.)  93  2,396 

(* There  are  32  members  in  the  retired.  Veterans  Administra- 
tion service,  professors  ; 10  inactive  service  status.) 

TABLE  NO.  3 

Members  : 

Active  1,008 

Life  (3  in  deceased  column)  60 

Service  36 

Out  of  state 39 

Deceased  (3  Life  Members)  — 14  1,229 


We  would  call  your  attention  to  the  mail  volume 
that  passes  through  your  office.  Last  year  this 
totaled  46,843  pieces.  Of  this  number  8,067  pieces 
were  incoming  mail  and  38,776  wex-e  outgoing. 
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RECOMMENDATION 

The  cost  of  malpractice  insurance  in  Nebraska 
has  reached  rather  fantastic  proportions  in  accord- 
ance with  the  incidence.  Our  number  of  cases  is 
very  low  and  experience  over  the  period  of  the  last 
ten  years  has  rather  indicated  a reduction  of  rates, 
rather  than  the  unprecedented  raise  which  has 
come  during  the  past  year.  Some  of  the  other 
states  have  been  experiencing  a high  incidence  of 
cases,  and  large  losses,  which  has  made  it  diffi- 
cult for  the  insurance  companies  to  use  any  reason- 
able fee.  As  a result,  there  has  been  established 
by  the  insurance  companies  a national  rating  bureau 
and  rates  are  now  set  on  a national  basis.  In 
other  words,  Nebraska  doctors  are  helping  pay  for 
malpractice  losses  in  other  states.  This  matter 
should  be  referred  to  a committee  for  study  and 
to  report  back  to  the  Board  of  Councilors  or  the 
House  of  Delegates. 

One  method  for  handling  the  situation  would 
be  for  the  Nebraska  State  Medical  Association  to 
handle  the  protection  of  its  own  members  on  a 
benefit  of  membership  basis.  On  this  basis  the 
dues  could  be  raised  an  additional  sum  of  $50.00 
per  member  — which  is  lower  than  the  present 
cost  of  malpractice  insurance.  This  should  be 
placed  in  a separate  fund.  It  would  produce  ap- 
proximately $60,000  per  year,  and  in  a short  period 
of  time  would  build  up  a fund  that  would  produce 
enough  income  at  a reasonable  rate  of  interest  to 
handle  all  costs.  The  rate  could  then  be  lowered 
to  a nominal  sum.  One  objection  to  this  method 
would  come  from  doctors  who  do  not  carry  mal- 
practice insurance. 

Another  method  would  be  to  form  our  own  insur- 
ance company  to  handle  it;  however,  it  would 
probably  be  necessary  to  set  rates  on  the  present 
standard  basis  until  sufficient  reserve  could  be 
built  up  to  meet  the  standards  set  up  by  the  insur- 
ance department.  The  whole  problem  is  a serious  one 
and  should  be  solved,  since  it  is  likely  to  get  worse 
rather  than  bettei’.  An  early  solution  would  doubt- 
less be  a great  saving  to  our  members. 

Your  executive  secretary  has  attended  all  com- 
mittee meetings  during  the  past  year  with  one  or 
two  exceptions.  It  is  in  these  meetings  that  many 
of  our  important  activities  are  started  and  com- 
pleted. He  attends  numerous  national  meetings 
to  keep  abreast  of  everything  that  is  going  on  in 
medicine.  In  many  instances  Nebraska  medicine 
can  be  benefitted  by  a first-hand  knowledge  of  the 
national  field.  At  the  June  meeting  of  the  Amer- 
ican Medical  Association  in  New  York  he  was  hon- 
ored by  being  appointed  by  the  Board  of  Trustees 
to  the  Advisory  Committee  to  the  Public  Relations 
Department  of  the  American  Medical  Association. 
While  this  personal  recognition  is  duly  appreciated, 
such  recognition  also  reflects  credit  to  the  medical 
profession  in  Nebraska. 

In  closing  this  annual  report,  I wish  to  express 
the  appreciation  of  myself  and  the  entire  headquar- 
ters staff  for  the  fine  cooperation  which  we  have 
received  during  the  past  year  from  all  of  the  offi- 
cers, committees,  and  members.  It  is  a delight 
and  pleasure  to  work  for  such  a fine  group  as 
the  members  of  the  Nebraska  State  Medical  As- 
sociation. 

Respectfully  submitted, 

M.  C.  SMITH,  Executive  Secretary. 


REPORT  OF  CONSTITUTION 
AND  BY-LAWS  COMMITTEE 

R.  S.  Wycoff,  M.D.,  Chairman,  Lexington  ; L.  D.  McGuire,. 
M.D.,  Omaha;  R.  B.  Adams,  M.D.,  Lincoln. 

The  Committee  on  the  Constitution  and  By-Laws 
held  a meeting  in  Lincoln  on  November  5,  1953. 

Considerable  discussion  was  carried  on  regarding 
possible  changes  in  the  Constitution  and  By-Laws 
as  at  present  set  up,  and  it  was  the  conclusion  of 
the  committee  that,  aside  from  changes  in  wording 
which  are  needed  in  the  way  of  clarification,  parti- 
cularly in  the  confusion  in  wording  now  existing 
between  the  Council  on  Professional  Ethics  and 
the  Board  of  Councilors,  there  are  no  indications 
at  the  present  time  for  further  revision.  It  was 
suggested  by  Doctor  Adams  that  a complete  re- 
vision of  the  Constitution  and  By-Laws  by  an 
attorney  with  experience  in  this  field  might  be 
helpful  in  avoiding  the  frequent  revisions  that 
have  seemed  necessary  in  the  past.  However,  we 
feel  that  this  should  be  given  further  consideration, 
both  because  of  the  amount  of  work  it  would 
involve,  and  because,  since  it  would  involve  the 
paying  of  legal  fees,  it  would  have  to  be  approved 
by  the  House  of  Delegates. 

It  is  also  in  our  thinking  to  introduce  at  the 
next  Annual  Session  an  amendment  to  the  By-Laws 
providing  that  any  proposal  for  changes  in  either 
Constitution  or  By-Laws  must  be  in  the  hands  of' 
the  Committee  on  Constitution  and  By-Laws  at 
least  sixty  days  before  the  annual  meeting.  This 
is  in  order  to  give  the  committee  sufficient  time 
to  consider  the  matters  proposed,  as  well  as  time 
to  effect  proper  wording  of  any  changes  that 
may  seem  to  be  indicated. 

Respectfully  submitted, 

RAY  S.  WYCOFF,  M.  D., 
Chairman. 

REPORT  OF  DELEGATE  TO 
NORTH  CENTRAL  MEDICAL  CONFERENCE 

This  conference  was  held  in  Saint  Paul  on: 
November  1,  1953.  I would  like  to  quote,  very 
briefly,  from  Dr.  Russell  Brown's  Presidential  Ad- 
dress concerning  his  remarks  to  the  conference. 
Quote: 

“This  conference  has  no  fixed  membership 
and  those  participating  are  constantly  chang- 
ing groups.  Attendance  has  always  consisted 
of  those  who  have  occupied  positions  of  leader- 
ship in  the  medical  profession  in  the  six  states 
of  this  area,  and  who  are  public  spirited 
enough  toward  their  profession  to  attend  this 
conference.  Originally  the  purpose  of  this 
meeting  was  the  filling  of  a need  and  the 
doing  of  a job  that  appeared  to  be  neglected 
at  the  national  level.  This  concerned  the  sub- 
ject which  is  now  known  as  the  socio-economic 
phase  of  medical  practice.  From  this  very 
conference  ultimately  evolved  the  Council  on 
Medical  Service  of  the  American  Medical  Asso- 
ciation. This  conference  is  an  important  part 
of  the  American  Medical  Association. 

“Our  concerns  in  the  past  have  always  been 
the  currently  important  socio-economic  prob- 
lems of  medicine.  While  these  are  usually 
national  problems,  they  affect  each  region  and 
each  state  in  different  ways  and  to  varying 
degrees.  Those  attending  this  meeting  come 
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from  six  states  whose  characteristics  are  some- 
what comparable  but  nevertheless  there  are 
definite  differences.  Our  discussions,  ideas 
engendered,  and  solutions  proposed  can  assist 
each  of  our  six  state  medical  associations  to 
reach  better  conclusions  and  to  take  sounder 
action  on  the  problems  which  face  us  in  the 
nation  as  well  as  in  our  own  particular  region, 
state,  or  community.” 

At  the  last  meeting  the  subjects  particularly 
discussed  were:  osteopathy,  professional  liability 

insurance,  veteran’s  medical  care  and  physicians 
placement  service.  Osteopathy  was  discussed  by 
the  speakers  from  several  states.  Our  own  state 
is  unique  in  that  our  Medical  Practice  Act  has, 
to  a large  extent,  solved  our  osteopathic  problem. 
This,  however,  is  by  no  means)  true  of  our  neigh- 
boring states.  Most  of  them  have  been  forced  to 
accept  osteopathy  to  some  extent.  In  Wisconsin, 
state  legislatoin  provides  that  individuals  holding 
a license  to  practice  osteopathy  can  apply  for 
examination  for  full  license  on  presenting  evidence 
of  having  taken  a course  in  materia  medica  equiva- 
lent to  that  given  at  the  University  of  Wisconsin. 
At  the  present  time  there  are  116  osteopaths  in 
Wisconsin  who  are  licensed  to  practice  medicine 
and  surgery.  South  Dakota,  Iowa,  and  other  states 
in  the  conference  have  been  forced,  reluctantly, 
to  accept  in  one  manner  or  another,  osteopaths. 

In  regard  to  veteran’s  medical  care,  Dr.  J.  D. 
McCarthy  of  Omaha  was  the  principal  speaker 
on  this  subject.  His  conclusions,  apparently,  are 
those  of  most  of  the  conference  and  I will  quote 
them.  Quote: 

“The  American  Medical  Association’s  policy 
regarding  veterans  with  non-service-connected 
disability  should  continue  as  in  the  past.  That 
is,  opposition  to  all  existing  and  potential 
legislation  which  grants  hospital  and  medical 
care  to  any  but  those  having  active  or  re- 
activated  service-connected-disabilities  and 
within  the  limits  of  the  present  facilities,  those 
having  tuberculosis  or  neuropsychiatric  dis- 
orders.” 

Physicians  Liability  Insurance  — 

The  question  of  whether  this  problem  could 
best  be  solved  through  the  mechanism  of  group 
underwriting  was  particularly  discussed.  It  seemed 
to  be  the  general  opinion  that  this  procedure  was 
very  questionable.  Rather,  it  was  the  thinking  the 
most  important  factor  in  the  solution  of  this  prob- 
lem was  at  grass-roots  level.  That  is,  first,  that 
the  physician  be  very  careful  about  criticizing  the 
professional  care  given  by  others;  second,  that 
cures  should  not  be  guaranteed;  and  third,  to  avoid 
neglect  and  indifference  toward  patients.  Finally, 
when  accidents  and  unfavorable  results  occur  to 
promptly  be  fair,  honest  and  lenient  with  the 
patients. 

Physicians  Placement  Service  — 

This  subject  has  long  been  an  activity  carried 
out  by  our  own  state  office.  Our  Executive  Sec- 
retary, Merrill  Smith,  was  one  of  the  first  to 
establish  such  a service.  This  service  has  been 
very  satisfactory  in  Nebraska  and  has  been  dis- 
cussed many  times  before.  Several  resolutions 
were  passed  by  the  conference,  probably  the  most 
important  was  that  the  members  of  this  conference 
pledged  themselves  to  a vigorous  and  intensive 


effort  in  their  several  states  to  insure  the  passage 
of  the  John  W.  Bricker  amendment. 

Respectfully  submitted, 

F.  L.  ROGERS,  M.D., 
Delegate. 

REPORT  OF  THE  EDITOR 

In  accordance  with  your  request,  I respectfully 
submit  the  following  report  on  The  Nebraska  State 
Medical  Journal  for  the  year  1953: 

Volume  38  of  The  Nebraska  State  Medical  Jour- 
nal consists  of  459  pages  of  printed  material,  ex- 
clusive of  the  advertising  pages.  Of  these  pages, 
224  — or  49  percent  — are  devoted  to  scientific 
articles,  and  51  pages  to  editorials. 

The  scientific  articles  were  contributed  by  69 
authors.  The  total  number  of  articles  is  63. 

The  subjects  discussed  in  the  sixty-three  papers 
were  somewhat  more  variable  in  kind  than  was  the 
case  in  Volume  37.  While  it  it  always  difficult  to 
classify  most  of  the  subjects  as  belonging  in  a 
single  category,  the  following  enumeration  gives  a 
general  idea  of  the  spread  of  the  topics  treated  in 
Volume  38: 

Radiology  (3)* 

Surgery  (11) 

Pathology  (4) 

Therapeutics  (2) 

Gynecology  (1) 

Dermatology  (1) 

Neurology  (1) 

Medicine  (14) 

Obstetrics  (1) 

Otolaryngology  (2) 

^Number  in  ( ) indicates  number  of  articles  on 
a subject. 

As  was  pointed  out  in  a recent  editorial,  the 
state  medical  journals  constitute  one  of  the  most 
important  sources  of  material  for  those  medical 
periodicals  that  regularly  print  abstracts  of  cur- 
rent literature,  and  these  include  the  Journal  of 
the  American  Medical  Association.  They  also  rate 
high  in  reader  interest,  as  revealed  by  a survey 
conducted  by  the  American  Medical  Association. 
These  items  are  true  because  of  the  general  ex- 
cellence of  material  presented  in  state  medical  jour- 
nals, and  because  of  the  wide  range  of  subject 
matter  contained  in  these  journals.  Our  journal 
rates  an  average  with  the  others. 

I want  to  call  the  attention  of  the  Council  again 
to  a matter  of  the  loss  to  the  journal  and  to  the 
association  of  the  manuscripts  of  papers  presented 
at  our  Annual  Session.  This  year  there  were  twen- 
ty-four major  titles.  Only  eight,  or  one-third  of 
the  essayists,  handed  the  stenographer  a manuscript 
at  the  time  they  read  their  papers.  No  others 
have  been  obtainable.  One  of  the  best  presenta- 
tions was  made  without  the  help  of  a manuscript. 
The  stenographer  did  a masterful  job  of  recording 
it.  After  an  exchange  of  letters  lasting  four 
months,  the  editor  was  able  to  persuade  the  author 
to  accept  the  stenotyped  copy  for  the  purpose  of 
adding  illustrations  and  of  reconstructing  a few 
of  the  worst  paragraphs.  It  was  then,  so  far  from 
the  standard  set  by  this  author  for  his  writings 
that  he  requested  the  editor  to  add  a footnote 
stating  that  this  paper  was  published  from  a record- 
ing. We  were,  therefore,  able  to  obtain  a total  of 


Neuropsychiatry  (3) 
Insurance  (1) 
General  subjects  (5) 
Pediatrics  (5) 
Cardiology  (2) 
Anesthesiology  (2) 
Ophthalmology  (2) 
Orthopedics  (1) 
Urology  (3) 
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nine  manuscripts  out  of  a possible  twenty-four. 
We  are  left  with  195  pages  of  typed  material,  as 
well  put  up  as  is  stenographically  possible,  but  ab- 
solutely of  no  use  to  us. 

This  seems  wasteful  in  two  ways.  It  should  be 
possible  to  have  manuscripts  for  reproduction  in  The 
Nebraska  State  Medical  Journal  of  practically  all 
the  papers  read  at  our  annual  meetings.  We  have 
paid  good  money  for  something  that  is  useless 
when  we  had  the  stenographer  write  those  195 
pages  of  useless  material.  Members  of  the  Ne- 
braska State  Medical  Association  who  can  not  at- 
tend the  annual  meeting  should  have  the  chance 
to  read  these  papers.  They  are  paying  the  bills. 
Those  who  do  hear  them  often  like  to  review  them 
at  their  leisure,  to  get  the  most  out  of  them.  The 
Nebraska  State  Medical  Journal  could  be  greatly 
improved  if  we  could  have  all  this  material. 

My  recommendation  is  that  the  program  commit- 
tee be  instructed  to  make  a rule  that  a manuscript 
must  be  furnished  before  the  paper  is  read,  in  every 
case,  and  that  this  rule  be  stated  unequivocally 
to  the  prospective  essayist  when  the  arrangements 
are  made  with  him  to  present  a paper  before  our 
Annual  Session.  This  is  carried  out  in  other  or- 
ganizations, and  it  seems  to  offer  no  impediment 
to  obtaining  good  speakers. 

The  editor  wishes  to  thank  the  officers  and  the 
members  of  the  Association  for  excellent  and  willing 
cooperation,  and  for  their  patience. 

Respectfully  submitted, 

GEORGE  W.  COVEY, 
Editor. 

REPORT  OF  COMMITTEE  ON 
CEREBRAL  PALSY 

L.  S.  Campbell,  M.D.,  Chairman,  Omaha  ; C.  F.  Fericot, 
M.D..  Lincoln  ; L.  J.  Gogela,  M.D.,  Lincoln. 

The  Committee  on  Cerebral  Palsy  of  the  Ne- 
braska State'  Medical  Association  held  no  regu- 
larly scheduled  meetings  during  1953.  It  will  be 
recalled  that  in  this  committee’s  report  for  1952 
the  resolutions  were  presented  which  the  commit- 
tee had  recommended  for  consideration  by  the  State 
Board  of  Control  in  order  that  the  Cerebral  Palsy 
Program  at  the  Orthopedic  Hospital  in  Lincoln 
might  be  more  efficiently  carried  out.  In  a com- 
munication dated  June  20,  1953,  from  the  Chair- 
man of  the  State  Board  of  Control  to  the  Presi- 
dent of  our  association,  a detailed  reply  to  those 
recommended  changes  were  recorded.  The  Cerebral 
Palsy  Service  at  the  Orthopedic  Hospital  has  been 
functioning  after  this  reorganization  and  apparently 
quite  satisfactorily. 

A meeting  of  this  committee  is  planned  in  the 
near  future  in  order  that  we  may  more  definitely 
follow  up  the  originally  suggested  changes  and 
how  they  have  been  handled. 

Respectfully  submitted, 

L.  S.  CAMPBELL,  M.D., 
Chairman. 

REPORT  OF  CANCER  COMMITTEE 

John  T.  McGreer,  Jr..  M.D.,  Chairman.  Lincoln  ; Burton  K. 
Bancroft,  M.D.,  Kearney  ; C.  W.  McLaughlin,  Jr.,  M.D.,  Oma- 
ha. 

The  Cancer  Committee  has  held  regular  monthly 
meetings  during  which  five  main  projects  have  been 
chosen  and  will  be  developed.  They  are  as  follows: 


1.  The  encoui'agement  and  establishment  of  more 
tumor  clinics  in  the  state  and  the  increased  activity 
of  those  already  functioning.  Any  group  of  doc- 
tors wishing  to  establish  a tumor  clinic  is  encour- 
aged to  contact  the  Nebraska  Cancer  Research  and 
Educational  Society  at  4201  Dodge  Street,  Omaha, 
Nebraska,  for  the  necessary  information,  materials, 
and  equipment.  Consultants  of  their  choosing  will 
be  obtained  for  the  clinics.  Medical  consultants 
receive  $50.00  and  travel  expenses  while  attending 
out  of  town  tumor  clinics.  The  society  will  pay 
$10.00  per  meeting  for  a secretary  to  record  the 
proceedings  and  make  out  case  records. 

2.  To  secure  a physician  for  the  position  of 
Director  of  Lay  Education  in  The  Nebraska  Division 
of  the  American  Cancer  Society.  Any  physician 
who  has  the  time  to  travel  and  the  ability  to  or- 
ganize and  speak  is  encouraged  to  apply  for  the 
position  to  the  committee. 

3.  To  obtain  speakers  from  the  members  of  the 
Nebraska  State  Medical  Association  for  addressing 
lay  groups  throughout  the  state. 

4.  To  stimulate  the  formation  of  more  local  and 
county  lay  units  of  The  Nebraska  Division  of  the 
American  Cancer  Society.  An  officer  or  member 
designate  of  the  local  county  medical  society  will 
be  encouraged  to  act  as  a consultant  or  advisor 
to  such  groups.  Such  consultants  or  advisors  are 
very  necessary  in  the  proper  function  of  such  units. 

5.  The  development  of  a plan  describing  each 
step  in  the  process  of  organization  and  perpetua- 
tion of  a lay  unit  in  The  Nebraska  Division  of 
the  American  Cancer  Society.  The  plan  is  based 
on  the  unit  organized  so  successfully  in  Buffalo 
County  at  Kearney.  This  unit  has  endured  the  test 
of  time  and  is  self-perpetuating. 

Mrs.  T.  L.  Houlton  and  Miss  Carol  Feurestein 
from  the  state  headquarters  of  the  Nebraska  Di- 
vision of  the  American  Cancer  Society,  and  Mrs. 
Burton  R.  Bancroft  of  Kearney,  from  the  Buffalo 
County  unit,  met  with  the  committee.  These  ladies 
provided  the  committee  with  valuable  information 
gathered-  from  experience.  The  committee  is  very 
grateful  for  their  enthusiastic  assistance. 

The  chairman  wishes  to  thank  the  committee 
members  for  their  persistant  interest  and  work. 
The  Cancer  Committee  is  grateful  for  the  coopera- 
tion and  assistance  so  generously  given  by  Dr. 
James  F.  Kelly  and  Mr.  M.  C.  Smith  and  his  staff. 
The  interest  and  support  by  the  membership  of  the 
association  is  greatly  appreciated. 

Respectfully  submitted, 

JOHN  T.  McGREER,  JR.,  M.D., 
Chairman. 

REPORT  OF  DIABETES  COMMITTEE 

F.  L.  Rogers,  M.D.,  Chairman,  Lincoln  ; Morris  Margolin, 
M.D.,  Omaha  ; S.  M.  Rathbun,  M.D.,  Beatrice. 

A close  relationship  exists  between  the  several 
medical  groups  in  the  State  of  Nebraska,  which 
are  interested  in  diabetes  — namely,  the  Diabetes 
Committee  of  the  Nebraska  State  Medical  Asso- 
ciation, the  West  Central  Diabetes  Association,  and 
the  Springdale  Camp  Corporation.  Our  committee 
has  been  interested  in  three  particular  activities 
during  the  year.  First,  the  Diabetic  Detection  Drive; 
second,  the  Diabetic  Camp;  and  third,  a speaker 
for  the  circuit  courses  which  were  held  in  the  state 
last  fall. 
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First,  the  Diabetic  Detection  Drive — 

Nebraska  has  cooperated  with  the  national  effort 
"to  discover  the  unknown  diabetics.  During  the 
past  several  years  our  particular  method  has  been 
that  of  encouraging  patients  to  go  to  their  family 
doctor  for  urine  tests  during  the  Detection  Drive. 
Also  the  doctors,  as  approved  by  the  House  of 
Delegates  several  years  ago,  were  requested  to 
make  these  urine  analysis  during  the  drive  without 
charge.  It  appears  that  the  method  is  gaining  pop- 
ularity both  among  the  doctors  and  the  patients. 
Below  is  a tabulation  of  the  results  of  this  drive 
in  Nebraska: 

1953  1952 

Physicians  reporting  162  85 

Numbers  tested  5,001  3,166 

Total  positives  189  115 

Previously  known  cases  143  94 

New  positives  46  21 

Second,  Diabetic  Camp — 

Dr.  Michael  Crofoot  reported  the  Camp  in  the 
November  issue  of  the  Nebraska  State  Medical 
Journal.  Our  committee  would  encourage  all  who 
are  interested  to  read  this  excellent  report.  Your 
committee  feels  that  this  particular  activity  is  well 
worth  while  and  is  an  accomplishment  of  which 
we  can  well  be  proud. 

Third,  a speaker  for  the  circuit  course — 

Dr.  Alexander  Marble  of  Boston,  a member  of  the 
Joslin  Clinic,  made  the  circuit  of  Nebraska  last  fall. 
Many  of  you  heard  him  and  without  doubt  he 
brought  a very  worth-while  and  valuable  message 
to  our  profession  in  Nebraska. 

Your  committee  anticipates  that  a continuation 
of  these  activities  should  be  carried  on  and  that 
the  close  relationship  and  cooperation  with  the  other 
groups  has  been  very  much  worth  while. 

Respectfully  submitted, 

F.  L.  ROGERS,  M.D., 
Chairman. 

REPORT  OF  EMERGENCY  MEDICAL 
SERVICE  COMMITTEE 

Neill  J.  Everitt.  M.D.,  Chairman,  Omaha  ; G.  P.  Charlton, 
M.D.,  Hastings  ; J.  T.  Hanna,  M.D.,  Scottsbluff  ; J.  J.  Frey- 
mann,  M.D.,  Omaha  ; J.  P.  Redgwick,  M.D.,  Omaha. 

The  committee  has  been  completely  inactive  this 
past  year.  Contact  has  been  maintained  with  Dr. 
E.  A.  Rogei’s,  Acting  Medical  Director  of  the 
Nebraska  State  Civil  Defense  set-up.  No  specific 
task  requests  have  been  made  or  suggested  to  the 
Nebraska  State  Medical  Association  during  the 
past  year.  In  a recent  conversation  with  Doctor 
Rogers,  14  January  1954,  he  stated  that  he  anti- 
cipates no  changes  in  the  State  Civil  Defense  set-up 
in  the  immediate  future. 

Doctor  Rogers  stated  that  Doctor  Rose,  Regional 
Medical  Director  for  Civil  Defense,  visited  Nebraska 
State  Civil  Defense  headquarters  during  the  first 
week  in  December,  but  that  he  had  nothing  new 
to  offer  nor  suggest,  only  that  present  plans  be 
widened  and  continued  implementation  be  carried 
on. 

A change  in  the  administrative  control  set-up 
has  been  made  this  year.  Major  General  Henninger, 
The  Adjutant  General  of  the  Nebraska  National 
Guard,  has,  in  addition  to  his  other  duties,  been 
named  Director  of  Civil  Defense  for  Nebraska.  He 
has  had  a Deputy  Director  named  and  assigned  his 


office  to  handle  the  organizational  work  of  the  state 
civil  defense  organization. 

It  is  suggested  that  this  committee  be  continued, 
even  though  on  an  inactive  status,  for  while  cities 
in  Nebraska  presumably  will  not  now  be  considered 
primary  enemy  targets,  the  state  will,  in  all  prob- 
ability, be  a replacement  area  for  displaced  persons 
in  event  of  war.  Further,  the  ever  present  danger 
from  natural  disasters,  such  as  the  recent  Hebron 
tornado  and  the  Omaha  flood,  make  it  most  desir- 
able that  a central  committee  be  maintained  who 
will  continue  familiarity  with  the  state  and  fed- 
eral plans  for  meeting  catastrophic  disasters. 

Respectfully  submitted, 

NEILL  J.  EVERITT, 
Chairman. 

REPORT  OF  HOSPITAL  AND 
PROFESSIONAL  RELATIONS  COMMITTEE 

Howard  B.  Hunt,  M.D.,  Chairman,  Omaha  ; Frank  Cole, 
M.D.,  Lincoln;  John  R.  Schenken,  M.D.,  Omaha;  K.  S.  J. 
Hohlen,  M.D.,  Lincoln  ; J.  P.  Tollman,  M.D.,  Omaha. 

The  members  of  your  Committee  on  Hospital  and 
Professional  Relations  have  had  much  with  which 
to  concern  themselves.  The  problems  seem  to  be 
mounting. 

The  continued  growth  of  hospital  and  health  in- 
surance means  that  about  100,000,000  persons  are 
now  insured  in  the  United  States.  The  need  for 
better  understanding  between  hospital  administra- 
tors and  physicians  is  emphasized  by  the  expansion 
of  radiologic  and  pathologic  diagnostic  facilities  in 
hospitals,  the  development  in  the  minds  of  the  public 
of  the  idea  that  medical  care  is  provided  by  the 
hospital,  and  the  self-effacement  which  physicians 
have  imposed  upon  themselves  through  the  opera- 
tion of  the  Code  of  Ethics  of  the  American  Medical 
Association,  often  leading  to  press  releases  that 
refer  to  hospitals  instead  of  individual  physicians. 
The  recent  packing  house  health  contracts  which 
specify  that  certain  medical  services  be  covered 
only  when  the  service  is  rendered  hy  a hospital  em- 
ployee has  focused  the  attention  of  the  entire  med- 
ical profession  upon  hospital-professional  relations. 

The  House  of  Delegates  again  reiterated  the  po- 
sition of  the  American  Medical  Association  in  De- 
cember 1953  through  the  unanimous  adoption  of 
the  Hopkins’  Resolution  pointing  out  that  when 
services  are  rendered  by  a physician,  these  are  pro- 
fessional services  and  not  hospital  services.  The 
resolution  clearly  states  that  anesthesiology,  path- 
ology, physiatry,  and  radiology  are  professional 
services.  This  philosophy  was  confirmed  at  the 
January  1954  national  meeting  of  the  Blue  Shield 
Medical  Care  Plans  in  Chicago.  Physicians  are  be- 
ginning to  be  acutely  aware  of  the  fact  that  the 
transfer  of  patient  care  from  the  physician  to  an 
institution  may  be  accomplished  without  govern- 
ment regimentation.  It  would  be  a relatively  sim- 
ple matter  for  hospitals  to  follow  the  lead  of  some 
medical  schools  and  non-profit  corporations  in  “hir- 
ing” a complete  medical  staff  and  thus  engaging 
in  the  corporate  practice  of  medicine.  Unfortun- 
ately, this  has  been  accomplished  in  some  places. 
This  merely  represents  another  method  by  which 
American  medicine,  the  best  medicine  in  the  world, 
can  be  destroyed  by  the  elimination  of  the  sacred 
patient-physician  relationship  through  the  interpo- 
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sition  of  an  institution  however  worthy  its  cause 
may  seem  at  the  moment. 

Americans  have  rejected  any  and  all  forms  of 
medical  regimentation,  principally  because  of  the 
firm  bonds  which  the  general  practitioners  have 
wrought  between  physician  and  patient.  It  is  the 
responsibility  of  every  physician  to  preserve  this 
physician-patient  relationship,  whether  it  is  jeop- 
ardized (1)  by  compulsory  health  insurance,  (2) 
by  the  expansion  of  medical  care  of  non-indigent 
persons  with  non-service  connected  disabilities,  (3) 
by  the  expansion  of  dependent  care  among  service 
men,  or  (4)  by  the  corporate  private  practice  of 
medicine  whether  it  be  non-profit  private  hospitals 
or  medical  schools. 

Your  committee  recommends  that  the  Nebraska 
State  Medical  Association  approve  and  endorse  the 
Hopkins’  Resolution  which  was  passed  unanimously 
by  the  House  of  Delegates  of  the  American  Medical 
Association,  December  1953.  The  pertinent  portions 
of  the  Resolution  appear  as  follows: 

“Resolved,  That  the  American  Medical  Associa- 
tion condemns  all  insurance  contracts  which  classify 
any  medical  service  as  a hospital  service,  and  be 
it  further 

“Resolved,  That  the  House  of  Delegates  in  ses- 
sions on  December  3,  1953,  reaffirms  all  past  actions 
of  the  House  of  Delegates  relating  to  the  subject, 
which  actions  are  compatible  with  the  following  as 
hereinafter  stated: 

“With  respect  to  hospital  expense  benefit  in- 
surance the  House  at  its  1937  Annual  Meeting 
in  Atlantic  City  stated:  ‘The  subscribers’  con- 

tract should  exclude  all  medical  services  — con- 
tract provisions  should  be  limited  exclusively 
to  hospital  facilities.  If  hospital  service  is 
limited  to  include  only  hospital  room  accom- 
modations such  as  bed,  board,  operating  room, 
medicines,  surgical  dressings,  and  general  nurs- 
ing care,  the  distinction  between  hospital  serv- 
ice and  medical  service  will  be  clear.’ 

“In  1950  at  the  Cleveland  Clinical  Session 
the  House  amplified  its  position  as  follows:  ‘The 
hospital  benefits  should  include  bed,  board, 
general  nursing,  operating  and  obstetrical  room 
services,  dressings,  and  medications  while  in 
the  hospital.  Electrocardiographic,  metabolic, 
roentgenographic,  pathology  studies,  anesthesia, 
and  physiotherapy  should  be’  included  in  the 
medical  insurance  benefits  and  not  in  the  hos- 
pital contract. 

“ ‘The  patient  should  have  a free  choice  of 
physician  regardless  of  the  insurance  plan 
purchased  or  provided.’ 

“Again,  at  its  1951  Clinical  Session  in  Los 
Angeles  the  House  redefined  certain  medical 
practices  in  the  following  words: 

“ ‘Past  actions  of  the  House  of  Delegates  give 
every  reason  to  reiterate  that  radiology,  an- 
esthesiology, pathology,  and  physiatry  consti- 
tute the  practice  of  medicine.’ 

“Be  it  further  resolved,  That  copies  of  this  reso- 
lution be  sent  to  Health  Service,  Inc.,  Medical  In- 
demnity of  America,  Inc.,  Blue  Cross  Commission, 


Blue  Shield  Medical  Care  Plans,  Inc.,  the  Health 
Insurance  Council,  and  other  insurance  organizations 
which  have  issued  or  may  issue  contracts  in  con- 
flict with  these  resolutions.” 

ELMER  HESS,  Chairman. 

J.  D.  McCarthy,  Vice  Chairman 
and  other  members  and  ex- 
officio  members. 

Your  committee  further  recommends  that  the  let- 
ter written  to  the  Omaha-Douglas  County  Medical 
Society  by  the  Omaha  members  of  the  Hospital- 
Professional  Relations  Committee,  also  be  approved 
and  endorsed.  The  letter  is  as  follows: 

“We  are  submitting  for  your  consideration 
the  following  statement  with  reference  to  the 
new  health  insurance  contract  for  the  meat 
packing  industry.  The  title  should  be 

PRACTICE  OF  MEDICINE  BY  HOSPITALS 
UNDER  INSURANCE  CONTRACT: 

“The  health  insurance  contracts  for  the  meat 
packing  industry  do  not  permit  ‘FREE  CHOICE 
OF  PHYSICIAN  AND  FEE  FOR  SERVICE’ 
as  announced  in  the  Bulletin  for  January,  pages 
15  through  18.  The  contract  distinctly  restricts 
professional  services  in  radiology,  pathology, 
anesthesiology,  and  physiatry  to  services  ‘when 
rendered  by  a salaried  employee  of  a hospital.’ 
This  excludes  such  professional  services  when 
rendered  by  a physician  in  his  office  or  by  a 
physician  conducting  a private  practice  of  these 
specialties  in  a hospital  on  a fee  for  service 
basis.  Such  restriction  of  professional  services 
to  those  rendered  by  an  employee  of  a hospital 
are  sinister  influences  undermining  a private 
practice  of  medicine  and  promoting  the  pro- 
gressive institutionalization  of  medical  prac- 
tice in  hospitals. 

“The  restriction  of  benefits  for  professional 
services  to  ‘when  rendered  by  a salaried  em- 
ployee of  a hospital’  and  the  implication  that 
these  represent  hospital  care  rather  than  med- 
ical practice  are  being  encountered  more  and 
frequently  in  the  health  insurance  contracts 
with  private  insurance  companies.  It  is  partic- 
ularly difficult  to  correct  the  policies  of  such 
private  insurance  companies  in  which  our  pro- 
fession has  no  representation  or  voice.  The 
Nebraska  contract  between  Blue  Cross  - Blue 
Shield  and  Swift  has  been  in  part  rectified  by 
transfer  of  benefits  for  radiology,  pathology, 
and  anesthesiology  from  the  Blue  Cross  hos- 
pital contract  to  the  Blue  Shield  by  rider,  there- 
by placing  them  under  professional  jurisdiction. 
The  Nebraska  Blue  Cross-Blue  Shield  is  to  be 
commended  and  supported. 

“It  is  recommended  that  our  medical  associa- 
tion go  on  record  as  definitely  opposed  to  the 
restriction  of  any  insurance  benefits  for  pro- 
fessional services  to  those  ‘rendered  by  a sal- 
aried employee  of  a hospital’  and  to  insurance 
contracts  which  by  implication  tend  to  define 
radiology,  pathology,  anesthesiology  or  physia- 
try as  ‘ancillary  hospital  service’.” 

HOWARD  B.  HUNT,  M.D. 

J.  R.  SCHENKEN,  M.D. 

J.  P.  TOLLMAN,  M.  D. 


April,  1954 
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And  your  committee  further  endorses  and  com- 
mends Blue  Shield  Medical  Care  Plans  at  a na- 
tional level  for  having  approved  at  its  meeting  in 
Chicago,  January  16  and  17,  1954,  all  of  the  past 
actions  of  the  American  Medical  Association  with 
respect  to  defining  the  practice  of  medicine,  and 
specifically  the  resolution  which  incorporates  the 
following: 

“THEREFORE  BE  IT  RESOLVED: 

“1.  Blue  Shield  Medical  Care  Plans  hereby 
affirms  the  definitions  of  the  practice  of  medi- 
cine and  of  medical  services  as  set  forth  in  the 
official  actions  of  the  House  of  Delegates  of  the 
American  Medical  Association,  and 

“2.  That  Medical  Indemnity  of  America,  Inc., 
contracts  be  consistent  with  these  actions.” 

Respectfully  submitted, 

HOWARD  B.  HUNT,  M.D., 
Chairman. 

WHEREAS,  the  A.M.A.  has  reiterated  in  1937, 
1950,  1951  and  1953,  that  hospital  insurance  con- 
tracts should  exclude  all  medical  services;  and 

WHEREAS,  the  A.M.A.  has  defined  in  1950,  1951 
and  1953,  that  radiology,  pathology,  anaesthesiology 
and  physiatry  constitute  medical  services  and  should 
be  included  in  medical  insurance  benefits  and  not 
in  the  hospital  contract;  and 

WHEREAS,  the  A.M.A.  holds  that  the  patient 
should  have  free  choice  of  physician;  and 

WHEREAS,  the  Blue  Cross-Blue  Shield  health  in- 
surance contract  for  the  meat  packing  industry  and 
some  other  recent  health  insurance  contracts  re- 
strict benefits  for  professional  services  in  radiology, 
pathology,  anaesthesiology  and  physiatry  to  serv- 
ices “when  rendered  by  a salaried  employee  of  a 
hospital”;  and 

WHEREAS,  such  health  insurance  contracts  pre- 
vent free  choice  of  physician,  exclude  direct  pro- 
fessional fee  for  service,  dilute  professional  respon- 
sibility, promote  the  corporate  practice  of  medicine 
and  add  accessory  noncontributory  hospital  expen- 
ses; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska State  Medical  Association  go  on  record  as 
definitely  opposed  to  the  restriction  of  any  insur- 
ance benefits  for  professional  services  to  those 
“rendered  by  a salaried  employee  of  a hospital” 
and  to  all  insurance  contracts  which,  by  implica- 
tion tend  to  define  radiology,  pathology,  anaesthesi- 
ology and  physiatry  as  “ancillary  hospital  services”; 
and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of 
this  resolution  be  forwarded  to  the  Insurance  Com- 
missioner of  the  State  of  Nebraska,  to  all  agencies 
offering  health  insurance  in  Nebraska,  to  Medical 
Indemnity  of  America,  Inc.,  Health  Service,  Inc., 
the  Health  Insurance  Council  and  to  the  Administra- 
tor of  each  hospital  in  Nebraska. 

HOWARD  B.  HUNT,  M.D.,  Chairman, 
Hospital  and  Professional 
Relations  Committtee. 


REPORT  OF  COMMITTEE  ON 
MEDICAL  EDUCATION 

Donald  B.  Steenburg,  M.D.,  Chairman.  Aurora;  C.  H.  Sheets, 
M.D.,  Cozad  ; Floyd  L.  Rogers,  M.D.,  Lincoln  ; Eanle  G. 
Johnson,  M.D.,  Grand  Island  ; E.  F.  Leininger,  M.D.,  McCook  ; 
H.  F.  Lehnhoff,  M.D.,  Omaha  ; F.  Lowell  Dunn,  M.D.,  Omaha  ; 
Harold  S.  Morgan,  M.D.,  Lincoln. 

BACKGROUND 

Two  years  ago  your  association  was  invited  to 
meet  with  a committee  of  the  American  Medical 
Association  and  the  American  Association  of  Med- 
ical Colleges  at  the  conclusion  of  an  investigation 
of  the  University  of  Nebraska  College  of  Medicine 
and  counsel  with  them  concerning  deficiencies  of 
said  school. 

Chief  of  these  difficulties  centered  about: 

1.  Lack  of  patient  beds  for  teaching. 

2.  The  almost  complete  absence  of  full-time 
faculty  members  at  the  clinical  level. 

3.  Lack  of  progress  in  following  previously 
proposed  programs  of  the  College  of  Medicine  in 
matters  of  building,  construction,  and  faculty 
addition  (full  time). 

Some  time  later,  a temporary  committee  of  your 
membership  studied  various  aspects  of  the  prob- 
lem and  in  May  of  1952  a Committee  on  Medical 
Education  was  formed.  This  committee  visited, 
at  their  own  expense,  all  the  neighboring  ‘ Great 
Plains  Medical  Schools”  and  after  numerous  meet- 
ings decided  to  carry  forward  a campaign  in  med- 
ical association  ranks,  among  our  friends  and  pa- 
trons both  at  home  and  in  the  University  circle, 
and  in  the  State  Legislature,  for  a new  concept 
which  we  called  the  Medical  Centre  Program.  This 
program  has  by  now  been  widely  accepted  for  the 
State  of  Nebraska  and  the  Legislature  authorized 
a levy  for  the  construction  program  and  for  the 
full-time  faculty  program. 

PROGRESS 

The  Committee  on  Medical  Education  since  the 
May  1953  meeting  has  been  quite  active,  holding 
numerous  meetings  with  the  Board  of  Regents  of 
the  University  of  Nebraska  and  the  Executive  Fac- 
ulty Committee  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  and  groups  of  the  above  commit- 
tees and  their  own  committee. 

We  have  to  report  to  you  information  concern- 
ing the  following: 

1.  A member  of  the  Committee  on  Medical 
Education  has  been  appointed  to  the  Executive 
Faculty  Committee. 

2.  Dr.  Lowell  Dunn  has  been  appointed  on  a 
third  time  salary  to  the  Building  Committee 
which  is  instructed  to  develop  for  approval  a 
general  campus  plan  with  proposed  expansion, 
including  description,  purpose,  schematic  draw- 
ings, including  proposed  buildings,  costs,  and 
time  schedule.  In  addition,  they  are  to  make 
recommendations  on  major  alterations  and  re- 
novations in  existing  buildings. 

The  architects  — John  Latenser  and  Sons  — have 
completed  a model  of  the  proposed  campus  area 
with  existing  buildings  and  some  proposed  build- 
ings. In  addition,  working  plans  have  been  com- 
pleted for  various  utilities,  property,  tunnels,  streets, 
and,  in  addition,  schematic  drawings  of  Scheme 
H,  which  is  a proposed  outline  for  the  major  con- 
struction. 
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The  Psychiatric  Institute  is  proceeding  rapidly, 
and  as  of  today,  is  over  a month  ahead  of  schedule 
with  estimated  completion  in  August  or  Septem- 
ber. 

Since  the  last  report,  the  Bishop  Clarkson  Me- 
morial Hospital  Board  has  sold  its  property  and 
contracted  with  the  Board  of  Regents  for  a hos- 
pital on  the  medical  campus.  Construction  will  be- 
gin in  early  spring  for  a 250-bed  hospital  at  an 
estimated  $3,500,000.00. 

There  has  been  an  increase  in  the  part-time 
faculty  and  the  following  is  a list  of  the  full-time 
faculty  selected  to  date:  Department  of  Medicine, 

Dr.  Robert  Grisson;  Department  of  Pediatrics,  Dr. 
Margaret  Fouts. 

A serious  difficulty  at  the  present  time  is  the  lack 
of  beds,  offices,  research  space,  to  act  as  induce- 
ments for  well  qualified  men.  However,  it  is  hoped 
that  the  development  of  a general  campus  program 
with  time  schedule  and  determination  to  put  it 
through  will  act  as  a partial  substitute  for  current 
deficiencies. 

RECOMMENDATIONS 

Your  committee  bespeaks  your  continuing  interest 
in  and  devotion  to  the  University  of  Nebraska  Col- 
lege of  Medicine  and  the  Medical  Centre  Program. 

It  is  hoped  that  the  publicity  angle  may  be  im- 
proved by  making  Mr.  Tom  Coleman  Public  Re- 
lations Director  directly  under  and  responsible  to 
the  medical  school  at  Omaha  instead  of  the  Uni- 
versity authorities  at  Lincoln. 

It  is  hoped  that  developments  faculty-wise  and 
in  the  physical  plant,  i.e.  the  change  from  a Col- 
lege of  Medicine  definitely  behind  the  procession 
to  a Medical  Centre  program,  will  put  the  school  in 
much  more  conspicuous  position  and  that  with  these 
changes  will  develop  a more  effective,  efficient  pub- 
lic relations  program  to  give  proper  publicity  of 
planning,  progress,  and  results  in  relation  to  im- 
proved patient  care,  improved  instruction  to  nurses, 
technicians,  and  most  important,  medical  students 
and  doctors  in  postgraduate  courses.  The  success 
in  these  fields  of  concentration  will  determine  in 
large  part  whether  the  school  will  merit  the  con- 
tinued support  of  the  Legislature  and  this  medical 
association  in  securing  of  future  funds. 

I wish  to  express  sincere  thanks  to  each  mem- 
ber of  the  Committee  on  Medical  Education  for  his 
untiring  efforts,  to  the  Board  of  Regents  and  Chan- 
cellor Selleck  for  their  splendid  cooperation,  and  to 
our  friends  in  the  Legislature  who  have  helped  us 
so  much. 

Respectfully  submitted, 

DONALD  B.  STEENBURG,  M.D., 
Chairman. 

REPORT  OF 

MENTAL  HYGIENE  COMMITTEE 

Robert  S.  Wigton,  M.D.,  Chairman,  Omaha  : G.  L.  Sandrit- 

ter,  M.D.,  Ingleside ; Robert  J.  Stein,  M.D.,  Lincoln. 

The  chief  activity  of  this  committee  has  been 
continuing  the  coordination  and  accumulation  of 
a series  of  representative  psychiatric  papers  in 
view  of  a possible  psychiati’ic  issue  of  the  Nebraska 
State  Medical  Journal.  I have  at  hand  the  follow- 
ing papers: 

1.  “N  e b r a s k a Psychiatric  Resources”  by 

Janet  Palmer,  M.D. 


2.  “The  Central  Nebraska  Mental  Hygiene 
Clinic”  by  George  Lytton,  M.D. 

3.  “Relation  Between  Psychiatry  and  Mental 
Deficiency”  by  Robert  E.  Taubman,  Ph.  D. 
Outlines  of  the  following  articles  have  been  re- 
ceived, the  articles  to  be  ready  within  a relatively 
short  time: 

1.  “Psychiatric  Services  in  the  Veterans  Ad- 
ministration Hospital  in  Omaha”  by  Walter 
Gysin,  M.D. 

2.  Paper  on  “Nebraska  Psychiatric  Institute” 
by  Cecil  Wittson,  M.D. 

3.  “How  Psychiatry  is  Taught  at  the  Uni- 
versity of  Nebraska  College  of  Medicine”  by 
Floyd  Ring,  M.D.,  and  Hugh  Dickinson,  M.D. 

4.  “Activities  of  the  Epilepsy  Clinic  of  the 
University  of  Nebraska  College  of  Medicine 
Dispensary”  by  Harland  T.  Hermann,  M.D. 

5.  “Developments  in  Nebraska  State  Hos- 
pitals” by  G.  Lee  Sandritter,  M.D. 

In  addition,  we  are  working  on:  (1)  a short 
paper  in  regard  to  the  private  facilities  in  Nebraska; 
(2)  a short  paper  by  the  committee,  itself,  giving 
some  pertinent  historical  data  and  some  comments 
about  psychiatric  activities,  not  covered  in  the 
papers,  such  as  the  State  Society  of  Neurology 
and  Psychiatry,  etc. 

Respectfully  submitted, 

ROBERT  S.  WIGTON,  M.D., 
Chairman. 

REPORT  OF 

POLIOMYELITIS  COORDINATING  COMMITTEE 

Harold  N.  Neil,  M.D.,  Chairman,  Omaha  ; F.  G.  Gillick,  M.D., 
Omaha  ; J.  P.  Tollman,  M.D.,  Omaha  ; E.  W.  Hancock,  M.D., 
Lincoln  ; W,  R.  Ham  a.  M.D.,  Omaha  ; Fritz  Teal,  M.D.,  Lin- 
coln ; Wm.  Gentry,  M.D..  Gering. 

In  contrast  to  the  year  1952,  this  past  year  has 
been  noted  as  one  with  the  mildest  incidents  of 
poliomyelitis  in  recent  history.  It  would,  therefore, 
appear  as  if  the  Poliomyelitis  Coordinating  Com- 
mittee would  have  had  nothing  to  do.  However, 
two  important  developments  in  the  field  of  polio- 
myelitis occupied  the  interest  of  the  committee. 
These  were:  1)  the  use  of  gamma  globulin  as 

prophylaxis,  and  2)  the  development  of  a vaccine 
for  the  prevention  of  poliomyelitis. 

On  June  17,  1953,  the  committee,  which  is  com- 
posed of  the  following  members,  met:  Fritz  Teal, 
M.D.,  Lincoln,  Chief  of  Staff,  The  Orthopedic  Hos- 
pital; E.  W.  Hancock,  M.D.,  Lincoln,  Chairman 
of  the  Lancaster  County  Polio  Coordinating  Com- 
mittee, Chairman  of  the  Crippled  Children’s  Service; 
F.  G.  Gillick,  M.D.,  Dean,  Creighton  University,  and 
Chairman  of  the  Omaha-Douglas  County  Polio 
Committee;  William  Gentry,  M.D.,  Gering,  Member 
of  the  Advisory  Committee  of  the  National  Founda- 
tion for  Infantile  Paralysis;  W.  R.  Hamsa,  M.D., 
Omaha,  Professor  of  Orthopedics  at  the  Nebraska 
College  of  Medicine;  J.  P.  Tollman,  M.D.,  Omaha, 
Dean  of  the  Nebraska  College  of  Medicine;  and 
Harold  N.  Neu,  M.D.,  Omaha,  Director  of  the 
Department  of  Medicine,  Creighton  University,  and 
Chairman  of  the  Committee.  At  that  meeting,  the 
Polio  Coordinating  Committee  worked  out  plans 
with  Dr.  E.  A.  Rogers,  Acting  Director,  State 
Departent  of  Health,  concerning  the  procedure  for 
distribution  of  gamma  globulin  throughout  the  state. 
The  exact  procedure  to  be  followed  in  the  distri- 
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bution  of  the  gamma  globulin  was  reported  by 
special  bulletin  to  all  the  doctors  of  the  state,  and 
likewise,  was  published  in  the  Nebraska  State 
Medical  Journal.  The  procedure  outlined  by  the 
committee  was  satisfactory,  however,  because  of 
the  low  incidence  of  poliomyelitis  in  the  state,  there 
was  an  excess  of  globulin  available  instead  of  the 
short  supply  which  had  been  anticipated.  At  that 
particular  meeting,  Mr.  Clinton  Belknap  of  the 
National  Foundation  for  Infantile  Paralysis,  assist- 
ed the  committee  in  outlining  the  facilities  that 
had  been  placed  at  the  disposal  of  the  public  for 
the  management  of  an  epidemic.  There  has  been 
considerable  progress  in  the  attitudes  of  hospitals 
concerning  acute  poliomyelitis,  and  additional  facil- 
ities were  found  to  take  care  of  acute  cases.  In 
the  larger  centers,  such  as  Omaha,  it  has  been 
agreed  by  the  representatives  of  all  Omaha  hos- 
pitals, that  all  hospitals  would  take  convalescent 
cases,  and  that  in  case  of  emergency,  they  would 
also  take  acute  cases.  The  development  of  a 
Respirator  Care  Center  at  Creighton  Memorial  St. 
Joseph’s  Hospital  provided  an  increased  pool  of 
trained  personnel  for  these  more  difficult  cases. 
In  Lincoln,  there  were  similar  changes  in  that 
all  of  the  Lincoln  hospitals  have  been  requested  to 
take  acute  polio  cases. 

The  National  Foundation  for  Infantile  Paralysis 
held  a Nurses  Institute  at  Grand  Island  during  the 
week  of  July  6th,  which  was  widely  attended,  to 
increase  the  pool  personnel  for  the  handling  of  polio 
cases. 

A follow-up  clinic,  supported  by  the  National 
Foundation  for  Infantile  Paralysis,  was  conducted 
in  conjunction  with  the  Crippled  Children’s  Service 
at  Wayne  and  covered  a twelve-county  area.  The 
results  of  this  follow-up  clinic  were  published  by 
Dr.  E.  W.  Hancock  in  the  September  issue  of  the 
Nebraska  State  Medical  Journal,  and  his  conclu- 
sions were  endorsed  by  the  committee. 

The  committee  also  recommended  that  the  Na- 
tional Foundation  for  Infantile  Paralysis  be  asked 
to  contribute  $1,000  to  the  Speakers  Bureau  as 
part  of  the  pi’ogram  at  the  Circuit  Postgraduate 
Courses  which  would  be  devoted  to  polio  diagnosis 
and  treatment.  This  project  was  completed  and 
undertaken  as  directed  by  the  committee. 

A second  development  in  the  field  of  poliomyelitis 
was  considered  by  the  committee  at  its  meeting 
on  December  7,  1953.  Meeting  with  Dr.  E.  A. 
Rogers,  Acting  Director  of  the  State  Department 
of  Health,  the  committee  recommended  that  the 
vaccinq  which  had  been  devloped  by  Dr.  Jonas  E. 
Salk,  Research  Professor  of  Bacteriology  at  the 
University  of  Pittsburgh,  be  utilized  in  the  field 
trial  according  to  the  plan  requested  by  the  National 
Foundation  for  Infantile  Paralysis.  The  committee 
recommended  that  the  priority  for  the  field  trials 
be  given  to  the  following  counties:  1)  Douglas, 

2)  Lancaster,  and  3)  Scottsbluff.  Statements  from 
these  respective  counties’  medical  societies  were 
procured,  indicating  their  wholehearted  cooperation 
with  the  projected  field  trials.  Agreement  was 
reached  that  publicity  on  the  vaccine  would  be 
released  jointly  by  the  Polio  Coordinating  Commit- 
tee, the  State  Departent  of  Health,  and  the  Ne- 
braska State  Medical  Association. 

A meeting  was  held  on  December  16  'with  the 
regional  director  of  the  National  Foundation  for 
Infantile  Paralysis,  who  outlined  in  further  detail 


the  projected  field  trials  for  the  vaccine  program. 
At  that  time  it  was  clarified  that  the  counties  to 
be  selected  for  the  field  trials  in  Nebraska  would 
be  announced  towards  the  latter  part  of  January. 
Until  this  announcement  was  officially  made 
through  the  State  Department  of  Health,  the  Polio 
Coordinating  Committee  was  unable  to  proceed 
further  in  the  matter. 

In  retrospect,  it  is  important  to  note  that  the 
incidence  of  polio  during  the  past  year  was  only 
one-tenth  of  the  previous  year.  Yet  despite  this, 
according  to  the  report  of  Mr.  Belknap  of  the 
National  Foundation  for  Infantile  Paralysis,  $132,- 
000  was  advanced  to  the  State  of  Nebraska  during 
the  past  year  to  take  care  of  carry-over  cases 
from  the  previous  year.  In  view  of  gamma  globulin 
experiments  and  the  polio  vaccine,  larger  sums  will 
be  required  in  the  forthcoming  year.  The  problem 
of  poliomyelitis  and  its  aftermath  is  by  no  means 
solved  and  will'  continue  to  be  with  us.  The  com- 
mittee, therefore,  feels  that  although  it  is  an  in- 
terim committee,  as  has  been  previously  recom- 
mended, it  has  a very  important  function  and  it 
should  become  a permanent  standing  committee  of 
the  Nebraska  State  Medical  Association. 

Respectfully  submitted, 
HAROLD  N.  NEU,  M.D., 
Chairman. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

Harry  A.  Jakeman,  M.D.,  Chairman,  Fremont;  John  Brush, 
M.D.,  Omaha  ; Frank  Tanner,  M.D.,  Lincoln. 

Your  Prepayment  Medical  Care  Committee  has 
attended  all  Blue  Shield  board  meetings  during  the 
past  year.  Your  committee  has  been  shown  every 
courtesy  and  those  responsible  for  the  administra- 
tion of  Blue  Shield  have  been  most  helpful  in  ex- 
plaining to  your  committee  all  details  pertaining 
to  the  operation  of  the  plan.  Your  Prepayment 
Medical  Care  Committee  would  call  to  your  atten- 
tion the  tremendous  amount  of  time  and  effort  given 
to  the  Blue  Shield  Plan  by  the  Board  of  Directors, 
and  particularly,  Blue  Shield  President,  Dr.  Arthur 
J.  Offerman.  It  is  our  feeling  that  they  definitely 
should  be  commended  for  this  time  and  effort  which 
has  been  given  entirely  without  remuneration. 

Your  committee  should  like  to  point  out  the  high- 
lights of  Blue  Shield  operation  during  1953. 

The  plan  is  on  an  ever  improving  sound,  finan- 
cial basis.  Reserves  are  now  at  an  all-time  high 
and  are  steadily  being  increased. 

Efficiency  in  operation  is  steadily  being  increased 
as  definitely  evidenced  by  the  fact  that  cost  of  ad- 
ministration has  steadily  been  reduced  to  the  point 
where  at  the  present  time  the  cost  of  operation 
amounts  to  less  than  nine  cents  out  of  each  dol- 
lar. 

More  than  eighty-two  cents  out  of  each  dollar 
was  returned  to  the  plan  member  during  1953. 

During  1953  there  was  a moderate  decrease  in 
enrollment.  This  decrease  was  due  to  increased 
hospitalization,  resulting  in  higher  assessments.  It 
is  definitely  felt  by  the  management  of  Blue  Shield 
that  increased  premiums  have  resulted  in  slight  de- 
crease in  enrollment  during  1953.  This  increase  of 
premium,  however,  as  explained  in  last  year’s  re- 
port, was  inevitable. 
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Blue  Shield  during  1953  has  continued  to  insure 
the  people  of  Nebraska  an  absolute  free  choice  of 
physician. 

Participating  physicians  have  been  increasingly 
cooperative,  greatly  facilitating  the  development 
and  operation  of  the  plan  during  1953. 

In  recent  negotiations  with  the  meat  packing  in- 
dustry for  a new  health  insurance  program,  Nebras- 
ka Blue  Shield  Plan  was  extremely  influential  in 
obtaining  a satisfactory  surgical  maternity  and  in- 
hospital  medical  care  schedule  of  benefits. 

During  the  past  year,  a full-time  physician  re- 
lation man  has  been  employed  by  Blue  Shield, 
which  has  resulted  in  even  improved  physician  plan 
relationship  and  understanding. 

During  the  past  year,  a state-wide  physicians  re- 
lation meeting  was  held  in  Grand  Island  with  ex- 
cellent attendance  resulting  further  in  better  un- 
derstanding between  participating  physicians  and 
the  plan. 

Two  meetings  were  held  with  physicians’  per- 
sonnel during  1953  — one  in  Omaha  and  the  other 
in  Lincoln  — to  better  acquaint  doctors’  personnel, 
particularly  technicians,  secretaries,  and  office 
nurses  with  the  details  of  operation  of  the  plan. 
These  were  dinner  meetings  and  were  held  in  con- 
junction with  the  county  medical  society  meetings. 

Finally,  during  the  past  year,  further  research 
and  study  has  been  carried  out  by  the  plan  as  re- 
gards a five  thousand  dollar  service  plan  contract. 
While  not  available  at  this  time,  it  will  probably  be 
within  the  near  future. 

Your  committee  has  given  considerable  thought 
as  to  how  long  doctors  should  stay  in  the  insurance 
business. 

Even  though  the  threat  of  national  socialized 
medicine  is  for  the  present  somewhat  less  menacing, 
it  would  appear  that  it  will  be  necessary  for  doc- 
tors to  continue  in  the  insurance  business  for  some 
time  to  come.  This  opinion  by  your  committee 
is  based  on  the  fact  that  one  can  expect  ever  in- 
creasing pressure  on  the  part  of  labor  unions  and 
other  agencies  to  socialize  existing  prepayment 
plans.  This  is  exemplified  by  such  established  plans 
as  the  Kaiser  Plan  in  California,  and  the  Health 
Insurance  Plan  of  New  York  City.  In  other  words, 
it  appears  that  if  labor  unions  and  other  agencies 
can  not  obtain  socialized  medicine  on  a national 
scale,  they  will  obtain  it  by  erecting  their  own  hos- 
pital, hiring  their  own  doctors,  and  eventually  evolv- 
ing a plan  similar  in  many  respects  to  the  old 
English  panel  system. 

In  view  of  the  above  facts  and  observations  of 
your  committee  during  1953,  the  following  recom- 
mendations are  offered  for  your  consideration: 

1.  It  is  recommended  that  all  physicians  con- 
tinue to  support  the  efforts  of  the  enrollment 
representatives  of  Blue  Shield  Plan.  This  is  not 
to  be  construed  as  suggesting  that  physicians 
become  insurance  salesmen,  but  cooperation 
with  Blue  Shield  representatives  will  be  greatly 
appreciated  and  is  suggested  as  a means  of 
increasing  enrollment. 

2.  Utilization  has  been  constantly  increasing. 
Inasmuch  as  physicians  are  responsible  for  util- 
ization of  the  plan,  it  is  suggested  that  they 
continue  to  use  every  effort  to  hold  down  un- 
warranted utilization  of  the  contract. 


3.  It  is  further  recommended  that  when 
offered,  a five  thousand  dollar  service  plan  be 
adopted. 

4.  Your  committee  recommends  full  and  un- 
tiring support  of  Blue  Shield  as  long  as  it  con- 
tinues to  serve  the  best  interest  of  the  people 
of  Nebraska. 

Respectfully  submitted, 

HARRY  A.  JAKEMAN,  M.D.r 
Chairman. 

REPORT  OF  PUBLIC 
RELATIONS  COMMITTEE 

L.  W.  Lee,  M.D..  Chairman.  Omaha  ; H.  F.  Elias,  M.D., 
Beatrice:  Maurice  Frazer.  M.D.,  Lincoln;  J.  B.  Christensen, 

M.D..  Omaha  ; J.  P.  Gilligan,  M.D.,  Nebraska  City ; Kenneth 
Rose,  M.D.,  Lincoln  ; D.  B.  Wengert,  M.D.,  Fremont. 

The  Public  Relations  Committee  has  continued 
meeting  at  regular  intervals  during  the  past  year, 
discussing  problems  as  they  arise  and  trying  to 
improve  the  relationship  of  organized  medicine  with 
the  public.  Particular  attention  has  been  directed 
toward  solving  problems  created  by  voluntary  health 
insurance  and  its  relationship  to  the  insured.  Flam- 
boyant advertising  and  unsatisfactorily  handled 
claims  constitute  serious  problems  in  which  the  good 
of  medicine  is  at  stake.  A joint  meeting  with  rep- 
resentatives of  the  insurance  industry  was  held  on 
November  12,  1953.  It  was  felt  that  our  brochure 
“First  Annual  Report,  Criteria  Points  for  Good  Vol- 
untary Health  Insurance  and  Statistical  Data  on 
Health  and  Accident  Business  in  Nebraska,”  pub- 
lished January,  1953,  met  a need  and  its  publication 
should  be  continued. 

Suggestions  for  improvement  in  voluntary  health 
insurance  brought  up  at  the  meeting  were  as  fol- 
lows: 

1.  Simplify  claim  blanks. 

2.  Accept  assignments  from  the  subscriber  to  the 
physician. 

3.  Adopt  a more  liberal  claim  policy. 

4.  Discontinue  the  widespread  cancellation  pol- 
icy. 

5.  Improve  fee  schedules  in  order  that  they  may 
be  realistic  in  this  1953  economy. 

6.  Permit  conversion  of  membership  when  sub- 
scriber leaves  a group. 

It  was  also  felt  that  medical  societies  could  be 
helpful  in  the  following  ways: 

1.  Organize  plans  to  keep  utilizations  down  and 
prevent  abuses. 

2.  Professional  ethics  committees  can  be  utilized 
in  cases  of  excessive  or  unwarranted  charges. 

3.  Promote  all  good  health  insurance  contracts. 
There  are  22  radio  stations  broadcasting  pro- 
grams from  the  Nebraska  State  Medical  Associa- 
tion. The  material  consists  of  15-minute  transcripts 
obtained  from  the  American  Medical  Association. 
Twenty  new  13-series  programs  have  been  sent  out 
this  year. 

Dr.  L.  W.  Lee,  Dr.  J.  B.  Christensen,  along  with 
Mr.  Merrill  Smith,  attended  the  Medical  Annual 
Public  Relations  Meeting  of  the  American  Medical 
Association  in  Chicago,  September  2-3,  1953.  Three 
hundred  public  relations  committee  divisions  and 
personnel  of  medical  societies  were  given  an  inten- 
sive course  on  new  ways  to  better  public  relations 
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— television,  health  forums,  and  new  methods  of 
telling  the  medicine  story. 

Suggestions  for  continued  activities: 

1.  Liaison  committee  between  insurance  interests 
in  the  State  of  Nebraska  and  the  Nebraska  State 
Medical  Association  should  be  formed  and  a code 
of  principles  of  operation  be  formulated,  much  as 
we  did  with  the  communications  industry. 

2.  Continued  news  releases  to  press  and  radio 
through  office  of  the  Nebraska  State  Medical  Asso- 
ciation. 

3.  Continued  news  items  and  new  thoughts  on 
public  relations  for  physicians  in  “pink  sheet.” 

4.  Continued  use  of  the  “packet  of  information” 
for  new  physicians  beginning  practice  in  the  State 
of  Nebraska. 

Briefly,  education  of  physician  and  patient  is  the 
crux  of  good  public  relations. 

Respectfully  submitted, 

LEROY  W.  LEE,  M.D., 
Chairman. 

REPORT  OF 
PLANNING  COMMITTEE 

F.  L.  Rogers,  M.D.,  Chairman,  Lincoln  ; A.  B.  Anderson, 
M.D.,  Pawnee  City;  Walter  Benthack,  M.D.,  Wayne;  Harley 
Anderson,  M.D.,  Omaha  ; Morris  Nielsen,  M.D.,  Blair. 

During  this  year  the  House  of  Delegates,  or 
President,  has  not  requested  our  committee  to  in- 
vestigate, study  or  report  on  any  problem.  None 
of  the  members  of  the  committee  have  felt  that 
there  existed  a need  for  any  such  study.  Conse- 
quently, for  the  first  time  in  a good  many  years, 
your  Planning  Committee  has  existed  this  year  in 
a resting  stage. 

Respectfully  submitted, 

F.  L.  ROGERS,  Chairman. 

REPORT  OF  RURAL  MEDICAL 
SERVICE  COMMITTEE 

Charles  Ashby,  M.D.,  Chairman,  Geneva  ; E.  G.  Brillhart, 
M.D.,  Columbus  ; R.  E,  Penry,  M.D.,  Hebron  ; Dan  Nye,  M.D., 
Kearney  ; Walter  Reiner,  M.D.,  Holdrege. 

During  the  year  1953,  the  Rural  Medical  Service 
Committee  held  two  meetings. 

Again  this  committee  sponsored  the  Second  An- 
nual Senior  Medical  Day  which  was  held  at  the 
Hotel  Taxton  in  Omaha  on  March  26,  1953.  At  this 
meeting,  the  senior  medical  students  of  both  the 
medical  schools  were  guests  of  the  Nebraska  State 
Medical  Association.  The  following  program  was 
presented : 

Presiding  — Harold  S.  Morgan,  M.D.,  Lin- 
coln, President,  Nebraska  State  Medical  Asso- 
ciation. 

“You  Will  Soon  Be  a Doctor”  — Harold  S. 
Morgan,  M.D.,  President  Nebraska  State  Med- 
ical Association. 

“Why  I Chose  a Small  Town  to  Practice 
Medicine”  — Charles  F.  Ashby,  M.D.,  Geneva, 
Committee  on  Rural  Medical  Service. 

“The  Mechanics  of  Establishing  Your  Office” 

— Mr.  M.  K.  Mills,  Omaha,  Assistant  Manager, 
Professional  Management. 

“The  Doctor’s  Obligation  to  His  Community” 

— Fay  Smith,  M.D.,  Imperial,  Board  of  Trustees, 
Nebraska  State  Medical  Association. 


“Medical  Ethics  — The  Doctor’s  Golden  Rule” 

— Floyd  L.  Rogers,  M.D.,  Lincoln,  Past  Presi- 
dent, Nebraska  State  Medical  Association. 

“Functions  and  Relationships  of  County  and 

State  Medical  Organizations”  — Mr.  M.  C. 

Smith,  Lincoln,  Executive  Secretary,  Nebraska 

State  Medical  Association. 

Movie  — “Here’s  Health  the  American  Way.” 

Following  a six  o’clock  dinner,  with  Earl  F.  Lein- 
inger,  M.D.,  McCook,  Chairman,  Committee  on  Rural 
Medical  Service,  presiding,  George  F.  Lull,  M.D., 
Secretary  and  General  Manager  of  the  American 
Medical  Association,  spoke  on  the  following  sub- 
ject : “The  American  Medical  Association  — Your 
Colleague  in  Practicing  Mediicne.”  Responses  were 
given  by  R.  L.  Lillard,  President,  Senior  Class, 
Creighton  University  School  of  Medicine,  and  Gor- 
don Johnson,  President,  Senior  Class,  University 
of  Nebraska  College  of  Medicine. 

The  committee  feels  that  this  is  a worthwhile 
program  and  is  making  arrangements  for  a similar 
meeting  in  1954. 

We  wish  to  thank  the  Board  of  Trustees,  who 
made  the  finances  available  for  such  a program. 

On  January  23,  1953,  a joint  meeting  with  the 
Public  Health  Committee  was  held.  Dr.  Aubrey 
Gates,  Field  Director  of  the  American  Medical  As- 
sociation Council  on  Rural  Health,  felt  that  one  of 
the  most  important  jobs  of  organized  medicine  was 
the  matter  of  education  of  the  laity  to  recognize 
and  appreciate  their  own  health  responsibilities. 

At  this  meeting,  a farm  safety  program  was  dis- 
cussed and  it  was  felt  that  this  should  be  turned 
over  to  the  Public  Health  Committee  with  the  Rural 
Medical  Service  Committee  giving  it  their  whole- 
hearted support. 

In  November  I attended  a Regional  Rural  Health 
Council,  sponsored  by  the  Colorado  State  Medical 
Society  at  the  Shirley-Savoy  Hotel  in  Denver.  The 
state  society  sponsored  a movie  short  of  the  JUGS 
(Just  Us  Girls)  — a social  organization  of  high 
school  girls  of  Akron,  Colorado,  who  work  as  nurses 
aids  in  the  hospitals.  They  had  found  it  very  help- 
ful to  the  hospital  and  a very  good  way  of  in- 
teresting girls  in  nursing  and  allied  technical  fields. 
Various  county  health  surveys  were  discussed. 

There  has  been  an  increase  in  inquiries  for  lo- 
cations in  the  state,  both  by  doctors  and  for  doc- 
tors. We  hope  that  this  committee  has  had  an 
effect  on  this  trend. 

Respectfully  submitted, 

C.  F.  ASHBY,  M.D., 
Chairman. 

REPORT  OF  SPEAKERS  BUREAU  COMMITTEE 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Chairman,  Omaha;  John 
Brown,  M.D.,  Lincoln  ; John  E.  Courtney,  M.D.,  Omaha ; O. 
V.  Calhoun,  M.D.,  deceased,  Lincoln  ; R.  O.  Garlinghouse,  M.D., 
Lincoln  ; J.  J.  O’Neill,  M.D.,  Omaha. 

The  committee  met  in  June,  1953,  to  plan  the 
Regional  Postgraduate  Course  for  that  year  and 
subsequent  meetings  were  held  with  numerous  con- 
sultations by  telephone  and  correspondence  as  the 
program  developed.  The  Courses  were  held  Septem- 
ber 28  through  October  3 in  Alliance,  McCook, 
Hastings,  Columbus,  Wayne,  and  Nebraska  City. 
The  guest  faculty  consisted  of: 
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Kenneth  B.  Devine,  M.D.,  Rochester,  Minne- 
sota, (Plastic  Surgery)  who  spoke  on  Surgical 
Management  of  Injuries  of  the  Face,  and  Sur- 
gical Management  of  Cancer  of  the  Upper  Res- 
piratory Tract. 

Horace  M.  Korns,  M.D.,  Iowa  City,  Iowa, 
who  spoke  on  the  Treatment  of  Congestive 
Heart  Failure,  and  The  Treatment  of  Coronary 
Artery  Disease. 

Alexander  Marble,  M.D.,  Boston,  Massachu- 
setts, who  spoke  on  Diabetes  in  Childhood  and 
Adolescence,  and  the  Treatment  of  Diabetes  in 
Office  and  Home. 

Arthur  W.  Trott,  M.D.,  Framingham,  Massa- 
chusetts, who  spoke  on  Pitfalls  in  the  Treat- 
ment of  Simple  Fractures,  and  Orthopedic  Man- 
agement of  the  Acute  and  Convalescent  Phases 
of  Polio. 

Funds  from  the  Nebraska  Heart  Association  were 
available  for  the  expenses  of  Doctor  Korns.  Funds 
from  the  West  Central  Diabetes  Association  were 
available  for  the  expenses  of  Doctor  Marble.  Funds 
from  the  Nebraska  Cancer  Society  were  available 
for  the  expenses  of  Doctor  Devine,  and  funds  from 
the  National  Foundation  for  Infantile  Paralysis 
were  available  to  defray  the  expenses  of  Doctor 
Trott. 

The  Course  is  recognized  for  credit  by  the  Amer- 
ican Academy  for  General  Practice. 

The  other  main  function  of  the  Speakers  Bureau 
Committee  is  to  provide  speakers  for  professional 
talks  around  the  state.  In  1953,  twenty-three  speak- 
ers were  provided  for  various  meetings  in  the  Sta'te 
of  Nebraska. 

It  is  my  opinion  that  the  Regional  Postgraduate 
Courses  should  be  continued  annually.  It  appears 
wise  to  give  them  early  in  the  autumn,  as  we  did 
this  year,  when  it  is  easier  for  the  speakers  to 
get  around  and  easier  for  the  audience  to  get  to 
the  meetings.  . On  previous  occasions  bad  weather 
has  interfered  somewhat  with  attendance. 

It  appears  wise  to  continue  the  practice  of  ob- 
taining speakers  for  meetings  throughout  the  state 
through  the  channels  we  use. 

Respectfully  submitted, 

HENRY  J.  LEHNHOFF,  M.D., 
Chairman. 

REPORT  OF  TUBERCULOSIS  COMMITTEE 

J.  Harry  Murphy,  M.D.,  Chairman,  Omaha  : Arthur  Ander- 

son, M.D.,  Lexington  ; Wm.  E.  Nutzman,  M.D.,  Kearney. 

The  Committee  on  Tuberculosis  met  December 
11,  1953,  and  presents  the  following  report.  The 
intent  of  the  meeting  wrns  expressed  both  in  the 
plea  for  increased  attention  to  Tuberculosis  through 
education  of  personnel,  and  case  finding,  as  well  as 
treatment. 

1.  The  members  cooperation  in  the  Trudeau  So- 
ciety has  been  very  good,  and  yearly  meetings  are 
well  and  enthusiastically  attended.  This  deserves 
continued  participation. 

2.  The  speaker  on  chest  diseases  on  the  travel- 
ing clinics  in  1952  was  well  received.  A speaker 
wras  not  included  in  the  1953  program,  but  this 
committee  urges  such  a speaker  on  a clinic  in  the 
near  future,  on  this  subject. 

3.  Education  at  undergraduate  and  postgraduate 
level  for  medical  students  and  nurses  is  urgently 
recommended.  There  is  still  the  need  for  beds  for 


both  surgical  and  non  surgical  tuberculosis  cases. 
These  will  fill  the  dual  roll  of  patient  care  and 
available  cases  for  teaching,  and  should  be  readily 
accessible  for  the  students  of  both  medical  schools. 

At  present  the  undergraduate  students  at  both 
the  University  of  Nebraska  and  Creighton  Univer- 
sity Medical  Schools  receive  didactic  and  out-patient 
instructions,  and  in-patient  instruction  at  V.  A.  Hos- 
pital. Nurses  classes  at  Children’s  Memorial  Hos- 
pital are  receiving  one  lecture  on  Tuberculosis. 

The  committee  recommends  additional  training 
in  out-patient  department  in  care  of  the  patients 
and  air  injections.  It  is  recommended  that  facili- 
ties be  provided  for  refills  in  the  case  of  pneumo- 
thorax and  pneumo-peritoneum. 

4.  The  Tuberculosis  Survey  of  the  mental  hos- 
pitals was  completed  and  Doctor  Nutzman  recom- 
mended that  a central  unit  for  the  treatment  of  the 
tuberculosis  mental  patient  be  established  in  Lin- 
coln in  order  to  ensure  their  better  care.  This  re- 
port has  been  given  to  the  Board  of  Control  for 
action. 

It  is  recommended  that  the  association  endorse 
this  report  and  urge  its  implementation. 

5.  Rehabilitation  of  the  tuberculosis  case  is  a 
very  important  part  of  his  care,  but  it  is  still  not 
well  coordinated.  At  present  the  State  Rehabilita- 
tion Commission  has  had  good  results  with  the 
tuberculosis  cases  they  have  handled,  but  they  are 
largely  occupied  with  non  tuberculosis  crippling 
conditions.  The  work  of  this  commission  is  en- 
dorsed but  an  intensification  of  the  program  is 
urged. 

6.  The  time  element  of  hospital  treatment  of 
minimal,  moderate,  and  for  advanced  cases  is  about 
half  that  formerly  required.  Because  of  this  in- 
creased advantage  and  the  value  of  careful  super- 
vision, this  committee  does  not  endorse  or  condone 
the  home  treatment  of  such  cases.  The  additional 
elements  of  safety  and  more  certain  results  in 
chemotherapy,  education  and  rehabilitation  should 
be  sought. 

7.  Tuberculin  tests  are  strongly  recommended 
as  a routine  part  of  all  pre-school  examinations. 
They  should  be  _ repeated  in  4th  grade  and  high 
school. 

8.  Tuberculin  tests  are  also  recommended  in  the 
follow-up  study  of  contacts  of  cases  discovered  by 
examination  or  chest  x-ray  surveys. 

9.  Routine  chest  x-ray  examination  for  hospital 
admissions  is  recommended. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  M.D., 

REPORT  OF  COMMITTEE  ON  UNIFORM 
FEE  SCHEDULE  AND  ADVISORY  TO 
GOVERNMENTAL  AGENCIES 

R.  E.  Garlinghouse,  M.D.,  Chairman.  Lincoln  ; W.  W.  Wad- 
dell. M.D..  Beatrice  ; A.  J.  Schwedhelm.  M.D..  Norfolk. 

During  the  current  year  the  Formulary  of  the 
Nebraska  State  Medical  Association  has  been  com- 
pleted and  was  formally  adopted  by  the  House  of 
Delegates  as  the  official  Formulary  of  the  Ne- 
braska State  Medical  Association.  A copy  has  been 
sent  to  each  member  of  the  Nebraska  State  Med- 
ical Association.  An  educational  program  urns 
adopted  by  the  committee  to  acquaint  the  physi- 
cians of  the  state  with  its  contents  and  usage. 
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This  was  accomplished  by  a release  in  the  Ne- 
braska State  Medical  Journal,  a booth  at  the  Annual 
Session  in  May  1953,  and  a news  letter  sent  out 
from  the  central  office.  This  letter,  which  was  a 
joint  recommendation  of  the  Planning  Committee 
and  the  Committee  on  Uniform  Fee  Schedule  and 
Advisory  to  Governmental  Agencies  for  the  Ne- 
braska Old  Age  Assistance  program,  dealt  with  mat- 
ters other  than  the  formulary  and  the  Fee  Schedule. 
In  addition  to  these  three  specific  educational  ef- 
forts, many  letters  from  individual  physicians  con- 
cerning the  Formulary  have  been  answered.  This 
committee  welcomes  such  letters  and  recommends 
that  individual  physicians  and  county  societies  con- 
tinue their  correspondence  concerning  specific  prob- 
lems. 

The  chairman  of  this  committee  presented  a form- 
al paper  entitled  “The  Medical  Profession  and  the 
Public  Assistance  Program”  at  the  Tenth  Annual 
Nebraska  Social  Woi’k  Institute  on  October  15,  1953. 
This  paper  dealt  primarily  with  the  Formulary,  the 
Fee  Schedule,  and  the  cooperation  between  county 
medical  society  committees  and  county  directors  of 
assistance.  The  following  day  the  chairman  of  this 
committee  participated  in  a panel  discussion  of  the 
Formulary  and  the  Fee  Schedule. 

There  have  been  several  informal  meetings  of  the 
sub-committee  on  Revision  of  the  Formulary  to 
consider  revisions  of  the  Formulary.  There  will 
shortly  be  a full  committee  meeting  of  this  group 
to  make  final  decisions  regarding  the  first  revision 
of  the  Formulary. 

It  is  worthy  of  note  that  the  Formulary  of  the 
Nebraska  State  Medical  Association  was  awarded 
first  prize  in  a nation-wide  contest  to  determine 
ways  and  means  of  overcoming  the  economic  prob- 
lems resulting  from  widespread  duplication  of  medi- 
cinal pi'oducts  manufactured  and  sold  under  trade 
names.  The  contest  was  sponsored  by  the  New  York 
State  Pharmaceutical  Association. 

The  Committee  on  Uniform  Fee  Schedule  and 
Advisory  to  Governmental  Agencies  held  a meet- 
ing on  July  27,  1953,  in  conjunction  with  the  State 
Board  of  Control  and  the  State  Division  of  Wel- 
fare. Problems  concerning  old  age  assistance  were 
discussed.  This  committee  would  like  to  stress  the 
cooperation  that  exists  between  the  Board  of  Con- 
trol, the  State  Division  of  Public  Welfare,  and  the 
medical  profession. 

This  committee  has  given  no  consideration  to  any 
revision  of  the  Fee  Schedule.  There  have  been  no 
requests  for  revision  of  any  of  the  items  and  it 
is  felt  that  the  Fee  Schedule  is  adequate  for  the 
time  being. 

The  Committee  on  Uniform  Fee  Schedule  and  Ad- 
visory to  Governmental  Agencies  has  no  specific 
recommendations  for  the  coming  year.  It  is  an- 
ticipated that  the  sub-committee  on  Revision  of 
the  Formulary  will  soon  have  the  first  revision 
completed  and  thereafter  will  meet  to  reconsider 
future  revisions.  All  efforts  will  be  continued  along 
educational  lines  to  familiarize  the  physicians  of 
Nebraska  with  the  contents  and  use  of  the  Form- 
ularly.  Revisions  to  the  Fee  Schedule  will  be  con- 
sidered from  time  to  time  as  circumstances  war- 
rant. 

Respectfully  submitted, 

R.  E.  GARLINGHOUSE,  M.D., 
Chairman. 


REPORT  OF  INDUSTRIAL 
HEALTH  COMMITTEE 

E.  J.  Kirk,  M.D.,  Chairman,  Omaha  ; Robert  Hillyer,  M.D., 
Lincoln  ; G.  Prentiss  McArdle,  M.D.,  Omaha. 

There  is  very  little  to  report  concerning  the 
Committee  of  Industrial  Health.  I am  sure  that 
Doctor  McArdle  reported  the  Industrial  Health  Con- 
ference that  was  held  in  Omaha  some  time  during 
March  of  1953.  I have  appointed  Doctor  McArdle 
as  Chairman  of  this  Industrial  Health  Conference 
which  is  being  planned  for  this  coming  spring.  This 
conference  is  conducted  jointly  with  the  Chamber 
of  Commerce  of  Omaha. 

I am  planning  round-table  talks  either  once  a 
month  or  every  two  months,  at  which  time  various 
doctors  interested  in  industrial  medicine  will  be 
invited  to  attend.  Perhaps  by  this  method  a closer 
contact  with  industrial  medicine  men  will  be  main- 
tained, out  of  which  may  come  a local  or  state 
industrial  medical  society.  New  members  are  needed, 
I am  sure,  for  the  National  Industrial  Association, 
but  find  that  many  doctors  are  reluctant  from  the 
standpoint  of  joining  too  many  organizations. 

If  you  have  any  suggestions,  we  would  be  very 
happy  to  consider  them  for  the  basis  of  the  com- 
mittee and  its  functions. 

Respectfully  submitted, 

E.  J.  KIRK,  M.D., 
Chairman. 

REPORT  OF  UNITED  HEALTH 
FUND  COMMITTEE 

James  F.  Kelly,  M.D.,  Chairman,  Omaha ; W.  W.  Garveth, 
M.D..  Lincoln  ; John  W.  Gatewood,  M.D..  Omaha ; Eric  De 
Flon,  M.D.,  Chadron  ; Max  Raines,  M.D.,  North  Platte. 

The  United  Health  Fund  Committee  of  the  Ne- 
braska State  Medical  Association  met  late  in  the 
year  and  decided  upon  the  voluntary  health  agencies 
which  were  to  be  invited  to  the  first  meeting  at 
which  the  plan  of  organization  and  operation  of 
a single  health  fund  drive  each  year  was  to  be 
accomplished. 

After  this  meeting  the  following  organizations 
were  invited  to  attend  a meeting  which  was  held  in 
Lincoln  on  January  7,  1954: 

Cancer  Multiple  Sclerosis 

Diabetes  Cerebral  Palsy 

Arthritis  Tuberculosis 

Heart  Crippled  Children 

Nebraska  Medical  Foundation,  Inc. 

Present  were  Drs.  James  F.  Kelly,  Cancer,  Oma- 
ha; John  W.  Gatewood,  Omaha;  Max  Raines,  North 
Platte;  Floyd  L.  Rogers,  Diabetes,  Lincoln;  W.  W. 
Carveth,  Lincoln;  F.  G.  Gillick,  Heart,  Omaha; 
E.  E.  Simmons,  Arthritis,  Omaha;  and  R.  B.  Adams, 
Secretary-Treasurer,  Lincoln. 

Lay  members  present  were  C.  H.  Roper,  Diabetes, 
Lincoln;  R.  O.  Koupal,  Better  Business  Bureau, 
Lincoln;  Paul  Bogott,  Nebraska  Tuberculosis  As- 
sociation, Lincoln;  and  M.  C.  Smith,  Executive 
Secretary,  Lincoln. 

Multiple  Sclerosis  and  Cerebral  Palsy  did  not 
send  representatives  but  said  they  were  favorably 
inclined  toward  the  drive. 

All  the  representatives  of  these  various  groups 
were  in  favor  of  a single  health  fund  drive  annually. 
Every  possible  factor  having  any  bearing  on  the 
drive  was  discussed  by  this  entire  group  through 
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a two  and  one-half  hour  period.  It  was  agreed  at 
this  time  that  these  representatives  of  the  various 
agencies  should  return  and  discuss  the  matter  with 
their  full  committees  and  all  hope  to  gain  com- 
plete consent  from  their  various  agencies  so  that 
full  cooperation  can  be  possible  during  the  coming 
drive  this  April. 

At  the  present  time  this  drive  is  assured  as 
there  was  a sufficient  number  of  these  agencies 
present  who  had  already  secured  full  consent  from 
their  organization  to  make  the  drive  possible.  Ad- 
ditional agencies  may  be  added  before  the  time  of 
the  drive  in  April,  but  the  full  list  of  participating 
agencies  is  not  available  at  this  time. 

The  basic  principle  of  this  drive  has  been  fully 
endorsed  by  both  professional  and  lay  people  of 
this  state  at  many  levels  and  the  recent  muscular 
dystrophy  episode  cleared  away  any  possibility  of 
any  criticism  of  the  medical  association’s  action  in 
this  matter.  As  you  know,  there  are  le^s  than  ten 
cases  of  muscular  dystrophy  in  this  state,  but  a 
drive  was  put  on  in  the  State  of  Nebraska  without 
any  local  consent  or  approval  of  any  kind.  The 
mailmen  of  the  various  communities  made  rounds 
and  collected  many  thousands  of  dollars  from  the 
people  of  Nebraska  — • almost  twelve  thousand  dol- 
lars in  Omaha  alone  — and  all  of  it  was  sent  out 
of  the  state. 

From  now  on  the  United  Health  Fund  Commit- 
tee will  act  for  the  Nebraska  State  Medical  Asso- 
ciation and  will  be  able  to  state  whether  or  not 
such  drives  are  in  the  approved  list  of  organiza- 
tions, recognized  as  worthy  of  support  by  the  med- 
ical association.  We  have  no  power  to  disapprove 
any  drive,  but  we  can  state  plainly  whether  or  not 
a drive  is  in  our  approved  list.  You  may  rest 
assured  that  drives  not  in  the  approved  list  will 
get  but  little  support  from  the  people  of  Nebraska. 

It  was  concluded  by  our  committee  that  the  Tu- 
berculosis Association,  which  puts  on  a Christmas 
seal  drive,  and  the  Crippled  Children,  which  puts 
on  an  Easter  seal  drive,  were  worthy  organizations 
with  a low-pressure  type  of  drive,  and  they  were 
not  to  be  included  in  our  drive  for  funds  during 
April,  but  were  to  be  on  our  approved  list  of  agen- 
cies deserving  support. 

This  committee  wishes  to  thank  everyone  for  their 
fine  cooperation  up  to  this  time  and  requests  full 
cooperation  from  all  members  of  the  medical  asso- 
ciation throughout  the  state  to  assure  the  collection 
of  sufficient  funds  to  carry  on  these  various  lay 
health  agencies  in  their  various  activities,  principal- 
ly lay  and  medical  education. 

Respectfully  submitted, 

JAMES  F.  KELLY,  M.D., 
Chairman. 

REPORT  OF  PUBLIC  HEALTH  COMMITTEE 

Val  C.  Verges.  M.D.,  Chairman,  Norfolk  ; S.  I.  Fuenning, 
M.D.,  Lincoln  ; H.  C.  Stewart,  M.D.,  Pawnee  City. 

The  Public  Health  Committee  held  meetings  in 
January,  March,  and  November,  1953. 

Our  January  meeting  was  held  jointly  with  the 
Rural  Medical  Service  Committee.  We  had  the 
pleasure  of  hearing  our  special  guest,  Mr.  Aubrey 
Gates,  Field  Director  of  the  American  Medical  As- 
sociation Council  on  Rural  Health.  Mr.  Gates  stres- 
ses the  importance  of  the  physician’s  place  in  pub- 


lic health  and  strongly  advocates  organizing  health 
councils. 

Our  March  and  November  meetings  were  spent 
on  the  many  problems  that  have  arisen  while  pre- 
paring the  film  that  we  are  in  the  process  of 
making.  The  script  is  now  in  its  final  stages. 
The  subject  mater  of  this  film  includes  four  public 
health  problems  which  are  as  follows: 

1.  Excreta  disposal. 

2.  Water  supplies. 

3.  Insect  and  rodent  control. 

4.  Swimming  pools. 

Dr.  E.  A.  Rogers,  Director  of  the  State  Depart- 
ment of  Health,  is  giving  us  assistance  in  public 
health  facts  and  findings  throughout  the  state. 

We  are  looking  forward  to  shooting  the  film 
within  the  next  few  months.  The  committee  feels 
that  the  picture  we  are  preparing  will  be  some- 
thing that  you  will  approve  of  and  one  that  we 
hope  will  be  helpful  in  showing  the  public  its  health 
problems  and  how  they  can  be  improved. 

Mr.  F.  B.  Decker,  Superintendent  of  Public  In- 
struction, was  present  at  our  last  meeting  and 
asked  for  our  recommendations  for  improving  the 
present  teachers  health  blank  which  is  filled  out  by 
the  examining  physician.  Minor  changes  were  made 
and  further  investigation  of  similar  blanks  used 
by  other  states  is  now  being  considered  and  after 
the  new  proposed  form  is  completed,  it  will  be  re- 
fered  to  the  House  of  Delegates  for  approval. 

Respectfully  submitted, 

VAL  C.  VERGES,  M.D., 
Chairman. 


In  Viewing  the  VA  Medical  Program  . . . 


TOTAL  ...  511, 895  100.0% 


Of  511,895  patients  discharged  from  VA 
hospitals  in  1951,  only  15.4%  were  treated 
for  illnesses  or  injuries  incurred  as  a result 
of  military  service.  Physicians  believe  it  is 
unsound  to  continue  authorization  of  "free” 
lifetime  medical  care  for  those  who  suffer 
no  mishap  while  in  uniform,  while  other 
citizens  with  no  military  background  must 
pay  their  own  way. 


April,  1954 


179 


Know  Your 
Blue  Shield  Plan 

The  Professional  Service  Committee  of  the  Ne- 
braska Blue  Shield  Plan  will  hold  an  open  hearing 
at  2:00  p.m.  on  Sunday,  May  9,  at  the  Cornhusker 
Hotel,  Lincoln.  Any  member  of  the  Nebraska  State 
Medical  Association,  or  any  representative  of  a 
specialty  group  may  attend  this  meeting  to  discuss 
the  schedule  of  fees  for  the  proposed  “$5,000 — pre- 
ferred” membership  contract. 

The  present  “Standard”  Blue  Shield  membership 
contract  will  be  supplemented  by  another  contract 
which  will  be  known  as  the  “preferred”  member- 
ship. It  will  provide  a higher  schedule  of  fees, 
with  service  benefits  for  members  whose  annual  in- 
comes are  up  to  $3,600  (single)  or  $5,000  (family). 
The  Professional  Service  Committee  has  been  at 
work  on  this  contract  for  several  months,  and  will 
present  it  for  approval  in  the  near  future. 

SERVICE  AND  PAYMENTS  — 1953 

Blue  Cross  Blue  Shield 

Benefit  payments $2,619,818.25  $1,935,667.25 

Cases  paid  40,484  67,259 

Members — Dec.  31,  1953  221,262  194,820 


The  Woman's  Auxiliary 

The  Lancaster  County  Medical  Auxiliary 
wish  to  extend  an  invitation  to  all  Doctors 
wives  to  plan  now  to  attend  the  State  Con- 
vention in  Lincoln,  May  11,  12  and  13th. 
A delightful  program  lias  been  planned.  Mrs. 
John  McGreer,  Jr.,  is  general  chairman.  Plan 
now  to  come  to  Lincoln  for  the  Nebraska 
State  Medical  Convention. 

Mrs.  Herbert  Staubitz,  4702  Walnut  Street, 
Omaha,  Nebraska,  serves  the  executive 
Board  of  the  Nebraska  State  Woman’s  Aux- 
iliary as  chairman  of  the  Committee  on  Res- 
olutions and  Revisions.  Any  county  auxiliary 
or  any  individual  member  is  urged  to  sub- 
mit to  Mrs.  Staubitz,  before  May  10th,  such 
recommendations  as  may  seem  proper  to  in- 
crease the  efficiency  or  the  prestige  of  the 
State  Auxiliary.  All  suggestions  will  be 
considered  by  the  board  at  its  pre-convention 
meeting,  and,  if  acceptable,  will  be  presented 
to  the  general  assembly  as  proposed  amend- 
ments. 


The  April  20  issue  of  Look  magazine,  available 
at  news  stands  on  April  6,  will  carry  the  first  of 
a series  of  Blue  Shield  ads  scheduled  to  appear  in 
national  magazines.  Blue  Cross  and  Blue  Shield 
ads  will  be  carried  in  alternating  issues  of  Saturday 
Evening  Post,  Life,  and  Look. 

The  following  is  an  excerpt  from  the  Prepay- 
ment Medical  Care  Committee’s  Report  to  the 
Council  of  the  Nebraska  State  Medical  Association: 

“Your  Committee  has  given  considerable  thought 
to  how  long  doctors  should  stay  in  the  insurance 
business.  Even  though  the  threat  of  national  so- 
cialized medicine  is  for  the  present  somewhat  less 
menacing,  it  would  appear  that  it  will  be  neces- 
sary for  doctors  to  continue  in  the  insurance  bus- 
iness for  some  time  to  come.  This  opinion  is  based 
on  the  fact  that  one  can  expect  ever  increasing 
pressure  on  the  part  of  labor  unions  and  other 
agencies  to  socialize  existing  prepayment  plans. 
This  is  exemplified  by  such  established  plans  as 
the  Kaiser  Plan  in  California  and  the  Health  Insur- 
ance Plan  in  New  York  City.  In  other  words,  it 
appears  that  if  labor  unions  and  other  agencies  can- 
not obtain  socialized  medicine  on  a national  scale, 
they  will  obtain  it  by  erecting  their  own  hospital, 
hiring  their  own  doctors,  and  eventually  evolving 
a plan  similar  in  many  respects  to  the  English 
panel  system.” 


DOCTOR  . . . Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


The  Dawson  County  Medical  Auxiliary 
met  for  its  regular  meeting  on  Friday,  Feb- 
uary  19th,  at  the  home  of  Mrs.  S.  H.  Perry 
in  Gothenburg.  The  business  meeting  was 
conducted  by  the  president,  Mrs.  A.  W.  An- 
derson of  Lexington.  Our  county  nurse  re- 
cruitment and  “Today’s  Health’’  programs 
were  discussed.  The  program  was  postponed 
because  of  the  bad  weather.  Those  attend- 
ing were  Mrs.  Anderson,  Mrs.  Dean  McGee, 
Mrs.  P.  B.  Olson,  Mrs.  William  Long,  Mrs. 
Ray  Wycoff,  and  Mrs.  V.  D.  Norall  from  Lex- 
ington, and  Mrs.  Charles  Sheets  of  Cozad. 

Dr.  and  Mrs.  Hull  Cook  were  hosts  to  the 
members  of  the  Cheyenne  - Kimball  - Deuel 
County  Medical  Society  at  dinner  at  the 
Country  Club  on  February  3rd. 

Following  dinner  the  group  met  at  the 
Cook  home  where  the  ladies  played  cards  and 
the  doctors  conducted  their  business  meet- 
ing. Attending  from  outside  Sidney  were 
Dr.  and  Mrs.  J.  B.  Pankau  of  Dalton.  Dr. 
and  Mrs.  Runquist  of  Chappell,  Dr.  and  Mrs. 
James  Ward  of  SOD,  and  Lt.  and  Mrs.  Ray- 
mond Magnuson  of  SOD.  All  the  doctors  in 
Sidney  and  their  wives  were  present. 

The  next  meeting  will  be  on  February 
24th.  Lt.  and  Mrs.  Magnuson  and  Dr.  and 
Mrs.  Ward  will  be  hosts.  The  group  will  meet 
for  dinner  at  the  officers’  club  at  SOD. 
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The  March  meeting  of  Doctors’  Wives’ 
Club  was  held  Monday,  March  5,  at  a 1 p.m. 
luncheon  at  Mrs.  Maurice  C.  Howard’s  home. 

Assisting  were  Mmes.  John  R.  Kleyla,  co- 
chairman,  Stephen  L.  Magiera,  Charles 
Frandsen,  W.  R.  Hamsa,  Clyde  Moore,  John 
W.  Gatewood,  Donald  J.  Wilson,  William  T. 
Ranee  and  Louis  D.  McGuire. 

The  club  has  voted  a memorial  gift  to  the 
Red  Cross  in  the  name  of  the  late  Mrs.  Irving 
C.  Wood,  a member  of  the  club  for  many 
years. 

Mrs.  J.  A.  Borghoff,  also  a club  member, 
is  co-chairman  for  the  1954  Red  Cross  drive 
which  starts  Monday. 

Antelope  Memorial  Hospital  Auxiliary 
members  announce  that  a $50.00  annual 
scholarship  will  be  given  each  year  to  a Ne- 
ligh  high  school  senior  girl.  The  scholarship 
will  be  presented  for  tuition  to  any  accred- 
ited nurses’  training  school. 

Mrs.  V.  E.  McPherson,  president  of  the 
Auxiliary,  has  also  discussed  with  Neligh 
students  the  possibility  of  organizing  a Jun- 
ior Auxiliary  to  offer  training  as  nurses 
aids  at  the  hospital.  A meeting  is  planned 
in  the  near  future  for  those  who  have  al- 
ready signed  for  the  junior  group. 

Mrs.  G.  Lee  Sandritter  was  elected  presi- 
dent of  the  Women’s  Auxiliary  to  the  Adams 
County  Medical  Association  at  the  meeting 
at  the  Hastings  State  Hospital  following 
dinner,  March  3rd,  with  the  Association 
members. 

Mrs.  Hugh  O’Donnell  was  elected  vice- 
president,  and  Mrs.  Gerald  Kuehn  secretary 
and  treasurer. 

There  was  a panel  discussion  based  on  a 
feature  of  the  Auxiliary  Bulletin. 

The  Tri-County  Officers  of  the  Medical 
Auxiliary  Society  are:  Mrs.  Robert  Reeder, 
president,  Mrs.  Willard  Hill,  vice-president, 
and  Mrs.  Ellsworth  Malloy,  all  of  Fremont. 
Dr.  and  Mrs.  James  Donelan  of  Omaha  were 
guests,  and  Mrs.  Donelan  addressed  the 
group  at  their  meeting  March  8th. 

The  wives  of  the  doctors  of  tire  6th  Coun- 
cilor district  reorganized  as  an  auxiliary  in 
January,  with  fifteen  members.  Mrs.  P.  0. 
Marvel,  Giltner,  was  elected  president,  and 
Mrs.  R.  E.  Harry,  York,  secretary-treasurer. 


Mrs.  James  Donelan,  Omaha,  state  president, 
and  Mrs.  Lynn  Sharrar,  Lincoln,  first-vice- 
president,  were  guests  at  their  February 
meeting.  Mrs.  Donelan  spoke  on  the  projects 
of  the  year,  urging  the  reporting  of  their 
service  activities  in  the  communities  of  the 
respective  members.  Mrs.  Sharrar  urged  the 
enlisting  of  more  members  to  bring  up  Ne- 
braska’s membership  10  per  cent  for  the 
year. 

The  twenty-ninth  annual  meeting  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association  will  begin  Tuesday  May 
lltli  at  the  Hotel  Cornhusker  in  Lincoln,  Ne- 
braska. 

PROGRAM 

Tuesday,  May  11,  1954 

9:00  Pre-Convention  Executive  Board  Meeting, 
Mrs.  James  P.  Donelan,  presiding. 
Reports  of  Officers  and  State  Chairmen. 
11:30  Brunch,  Hotel  Cornhusker.  Tickets  $2.00, 
which  includes  tip. 

1:00  Annual  Business  Meeting,  Mrs.  James  P. 
Donelan,  presiding. 

Installation  of  new  officer’s. 

7:00  Fun  Night. 

Wednesday,  May  12,  1954 
Free  Morning. 

1 :00  Reception  Line  introducing  our  national 
guest  speaker,  Mrs.  Neil  W.  Woodward, 
public  relations  chairman  for  the  Wom- 
an’s Auxiliary  to  the  AMA  Ladies 
Lounge,  University  Club  in  the  Stuart 
Building. 

1 :15  Luncheon.  Main  Dining  Room,  University 
Club.  Tickets  $2.25,  which  includes  tip. 
Fashion  Show.  Lancaster  County  Medical 
Auxiliary. 

7:00  Banquet- 

Thursday,  May  13,  1954. 

9:30  Post-Convention  Executive  Board  Meeting 
No  Host  Breakfast,  Mrs.  Isaiah  Lukens 
IV,  presiding. 

12:30  Joint  Luncheon. 

CONVENTION  COMMITTEE 

General  Chairman  — Mrs.  John  T.  McGreer,  Jr. 

Social  Chairmen  — Mrs.  N.  R.  Miller,  and  Mrs. 
L.  F.  Pfeifer. 

Program  Chairman — Mrs.  E.  E.  Angle. 

Registration  — Mrs.  Paul  Royal. 

Reservation  ■ — - Mrs.  Forrest  Rose. 

Publicity  — Mrs.  Donald  Purvis. 

Tickets  and  Finance  — Mrs.  Allan  Campbell. 

Hospitality  — Mrs.  H.  E.  Mitchell. 

Flowers  — Mrs.  Maynard  Wood. 

Fashion  Show  — Mrs.  R.  J.  Stein. 

MRS.  DONALD  F.  PURVIS. 

State  Publicity  Chairman. 


April,  1954 


181 


TWENTY-EIGHTH  ANNUAL  MEETING 
May  12,  1953 

The  twenty-eighth  meeting  of  the  Nebraska  State 
Medical  Auxiliary  was  called  to  order  by  Mrs.  Rich- 
ard Garlinghouse  Tuesday,  May  12,  at  1:00  p.m.,  at 
the  Fontenelle  Hotel,  Omaha.  The  invocation  was 
pronounced  by  Mrs.  Marvel,  followed  by  repeating 
of  the  pledge  by  the  members. 

Mrs.  Garlinghouse  introduced  the  president-elect 
of  the  Women’s  Auxiliary  to  the  A.M.A.,  Mrs.  Leo 
J.  Shaefer  of  Salina,  Kansas.  She  also  introduced 
the  past-presidents  of  our  State  Auxiliary  who  were 
present:  Mrs.  J.  M.  Woodward  of  Lincoln,  1936- 

37,  Mrs.  W.  W.  Carveth,  Lincoln,  1942-43  and  1943- 
44,  Mrs.  P.  0.  Marvel,  Giltner,  1948-49,  Mrs.  Fred 
Ferciot,  Lincoln,  1949-50,  Mrs.  B.  R.  Bancroft,  Kear- 
ney, 1951-52,  and  Mrs.  Glenn  Whitcomb,  1950-51. 

At  the  request  of  the  President,  Mrs.  J.  M.  Wood- 
ward, Parliamentarian,  explained  the  parliamentary 
procedure  of  making  a motion. 

Mrs.  Garlinghouse  announced  that  since  the  min- 
utes had  been  published  in  the  Nebraska  State  Med- 
ical Journal,  they  would  not  be  read.  Mrs.  Kohtz 
announced  that  she  would  like  to  correct  the  word- 
ing in  the  minutes  on  her  motion  to  raise  the  dues 
as  follows:  “I  move  that  we  accept  the  recom- 

mendation of  the  Executive  Board  that  By  Laws 
Chapter  IV,  Section  I be  amended  to  read  that 
the  State  dues  shall  be  $2.00.”  The  remainder  of 
the  section  is  to  remain  the  same.  Mrs.  Carveth 
seconded  the  motion,  the  correction  was  adopted, 
and  the  minutes  were  approved. 

The  Treasurer’s  Report,  prepared  by  Mrs.  Covey 
and  audited  by  Mrs.  Offerman  and  Mrs.  Brady, 
was  read  and  placed  on  file.  It  was  moved  by  Mrs. 
Tanner  and  seconded  by  Mrs.  Sharrar  that  the 
bills  as  read  in  the  minutes  of  the  May  12  Board 
meeting  be  allowed.  Motion  carried. 

The  proposed  budget  for  1953-54  was  read  by  the 
Finance  Chairman,  Mrs.  Offerman,  was  approved 
and  placed  on  file. 

Mrs.  Richard  Garlinghouse  presented  her  annual 
report.  She  reviewed  the  meetings  she  had  attend- 
ed during  the  year,  reported  that  the  trustees  of 
the  State  Medical  Association  had  agreed  to  finance 
publication  of  a newsletter  for  the  Auxiliaries  dur- 
ing the  coming  year.  She  thanked  the  Board  for 
their  help  during  the  year,  and  reported  that  the 
Auxiliary  is  in  a sound  financial  condition,  and 
that  members  now  total  521,  the  highest  in  Auxiliary 
history. 

The  following  officers  and  chairmen  of  standing 
committees  gave  reports:  Mrs.  Lukens,  Organiza- 

tion; Mrs.  Sharrar,  Members  at  Large;  Mrs.  Ken- 
ner, Historian;  Mrs.  Brady,  Program;  Mrs.  Han- 
cock, Legislative;  Mrs.  Pfeifer,  Publicity;  Mrs. 
Ferciot,  Nurse  Recruitment;  Mrs.  Marx,  Today’s 
Health;  Mrs.  Hughes,  Civil  Defense;  Mrs.  Mueh- 
lig,  Public  Relations;  Mrs.  Olson,  Bulletin;  Mrs. 
Staubitz,  Resolutions. 

Mrs.  Staubitz  presented  the  resolutions  for  the 
convention,  which  were  approved  and  placed  on 
file. 

Mrs.  O’Neil,  chair-man  of  the  convention,  welcomed 
those  present,  and  outlined  arrangements  for  next 
day’s  luncheon. 

Mrs.  Covey  announced  that  Mrs.  Theodore  Heinz 


had  sent  special  greetings  to  the  convention,  and 
to  Mrs.  Shaefer. 

A round  table  discussion  by  the  county  presi- 
dents followed  in  which  the  presidents  discussed 
the  projects  of  their  Auxiliaries  for  the  year. 
Those  participating  were:  Buffalo  County,  Mrs.  H. 

C.  Hansen  of  Kearney;  Dawson  County,  Mrs.  An- 
derson of  Lexington;  Douglas  County,  Mrs.  J.  J. 
O’Neil  of  Omaha;  Holt-Northwest  Counties,  Mrs. 
Wilbur  Johnson  of  Valentine;  Lancaster  County, 
Mrs.  M.  A.  Wood  of  Lincoln;  Madison  Six  Coun- 
ties, Mrs.  R.  H.  Kohtz  of  Bloomfield;  Nemaha-Otoe 
Counties,  Mrs.  D.  D.  Stonecypher  of  Nebraska  City; 
Tri  County  I,  Mrs.  Earle  Johnson  of  Grand  Island; 
Tri  County  II,  Mrs.  Isaiah  Lukens  of  Tekamah. 
The  report  of  Mrs.  H.  F.  Anderson  of  Adams  Coun- 
ty was  read  by  the  Secretary. 

Mrs.  Shaefer  suggested  that  an  article  be  writ- 
ten about  Springdale  Camp  for  Diabetic  children  to 
be  sent  to  McCall’s  magazine. 

The  nominating  committee  composed  of  Mrs.  Ban- 
croft, Chairman;  Mrs.  Arnold  McDermott,  Mrs. 
Maurice  Greer,  and  Mrs.  Maynard  Wood  announced 
the  following  slate:  Mrs.  James  Donelan,  President; 
Mrs.  Isaiah  Lukens,  President-Elect;  Mrs.  Lynn 
Sharrar,  First  Vice-President;  Mrs.  George  Robert- 
son, Second  Vice-President;  Mrs.  George  Covey, 
Treasurer;  Directors  for  a term  of  one  year: 
Mrs.  George  DeMay  and  Mrs.  Ted  Riddell;  Direc- 
tors for  a term  of  two  years:  Mrs.  R.  R.  Brady 

and  Mrs.  Arthur  Offerman. 

Mrs.  Bancroft  moved  and  Mrs.  McGreer  seconded 
a motion  that  the  secretary  cast  a unanimous  bal- 
lot for  the  above  slate.  The  motion  was  carried. 

Mrs.  Donelan  announced  the  appointment  of  Mrs. 
G.  K.  Muehlig  as  corresponding  secretary  and  Mrs. 
J.  J.  O’Neil  as  recording  secretary. 

A.  memorial  service  for  Mrs.  George  Underwood 
of  Lincoln  was  conducted  by  Mrs.  Marvel. 

Mrs.  Marvel  then  installed  the  new  officers,  and 
Mrs.  Garlinghouse  presented  the  Auxiliary  pin  to 
Mrs.  Donelan. 

Mrs.  Donelan  gave  a brief  message  of  thanks  and 
a pledge  of  service  to  the  Auxiliary. 

Upon  motion  by  Mrs.  Covey  and  a second  by  Mrs. 
Bancroft,  the  meeting  was  adjourned  at  3:15  p.m. 

Respectfully  submitted, 

ELEANOR  W.  HILTON. 

Recording  Secretary. 

POST-CONVENTION  BOARD  MEETING 

The  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association  met 
in  its  post-convention  session  on  Thursday  May  14, 
1953. 

Following  breakfast,  Mrs.  Donelan  presented  the 
President  of  the  State  Society,  Dr.  James  F.  Kelly, 
and  two  members  of  the  advisory  council,  Dr.  John 
McGreer  of  Lincoln  and  Dr.  J.  P.  Redgwick  of 
Omaha. 

In  well  chosen  words  Dr.  Kelly  admonished  the 
members  of  the  Auxiliary  to  get  acquainted  with 
each  other,  to  cement  good  will  between  doctors 
and  doctors’  families,  and  to  dispatch  the  duties 
which  we  have  always  performed.  He  specifically 
solicited  all  the  help  he  could  get  from  the  Wom- 
an’s Auxiliary  to  put  over  a United  Health  Fund 
drive  this  year.  In  addition,  he  recommended  that 
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the  Auxiliary  assist  in  the  Cancer  Society’s  lay  edu- 
cation program. 

Following  an  invocation,  roll  call  was  answered 
by  nine  officers,  seven  committee  chairmen,  six 
county  presidents  and  one  councillor.  In  addition 
there  were  retiring  chairmen,  a county  president- 
elect and  an  honored  guest,  Mrs.  Leo  J.  Shaefer  of 
Saline,  Kansas,  President-Elect  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  Her 
presence  and  advice  were  both  an  inspiration  and 
a voice  of  authority  speaking  through  wide  practical 
experience. 

Mrs.  Donelan  presented  an  outline  to  the  approach 
of  the  new  year’s  work  designed  to  (1)  reveal  the 
tools  of  our  trade,  (2)  introduce  the  board  mem- 
bers, (3)  find  out  the  purpose  of  each  committee, 
and  (4)  give  general  information  which  might  stim- 
ulate each  member  to  further  self-enlightment. 

Business  of  the  day  concerned: 

1.  The  circulation  of  and  discussion  of  the  copies 
of  the  proposed  budget  for  1953-1954. 

2.  The  presentation  of  the  “Handbook”  to  all 
state  chairmen  to  become  the  property  of  the  office 
- — autographed  and  passed  on  to  each  successor. 

3.  The  acceptance  of  the  newest  project  and  its 
sponsor — our  Newsletter  to  be  edited  by  Mrs.  R.  E. 
Garlinghouse. 

4.  The  appointment  of  a Chairman  of  delegates 
to  the  National  Convention  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association,  Mrs. 
George  Covey. 

Delegates  appointed  later:  Mrs.  S.  J.  Carnaz- 

zo,  Omaha,  and  Mrs.  J.  D.  Hartigan,  Omaha. 

5.  The  reconsideration  of  the  value  of  the  coun- 
cilor system.  It  was  decided  to  continue  its  use, 
recommend  councilors  by  district  and  allow  the  pres- 
ident to  make  all  appointments  in  the  12  districts. 

6.  The  promotion  of  Bulletin  subscriptions  to  all 
present  in  order  to  have  the  August  issue  at  hand 
as  soon  as  printed. 

Correspondence  was  read  from  Mrs.  Theodore 
E.  Heinz,  2nd  Vice  President  of  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

The  meeting  was  adjourned. 

Respectfully  submitted, 

ROSEMARY  E.  O'NEIL, 
Secretary. 

THE  FALL  BOARD  MEETING 

The  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association  met  in 
its  Fall  Board  meeting  at  the  Cornhusker  Hotel  in 
Lincoln,  on  September  24,  1953. 

Following  coffee,  Mrs.  Donelan  called  the  meet- 
ing to  order.  Mrs.  P.  O.  Marvel  pronounced  the 
invocation.  The  Auxiliary  Pledge  was  repeated 
by  the  members.  Each  received  a Director  of  Offi- 
cers and  an  outline  to  the  approach  of  the  year’s 
work. 

Roll  call  was  answered  by  nine  officers  — Mrs. 
James  P.  Donelan,  Mrs.  Isaiah  Lukens,  Mrs.  Lynn 
Sharrar,  Mrs.  George  Robertson,  Mrs.  James  J. 
O’Neil,  Mrs.  George  Covey,  Mrs.  R.  E.  Garlinghouse, 
Mrs.  P.  O.  Marvel,  and  Mrs.  George  DeMay;  eight 
committee  chairmen  — Mrs.  R.  H.  Kohtz,  Mrs.  W. 
C.  Kenner,  Mrs.  Donald  Purvis,  Mrs.  George  Stew- 
art, Mrs.  Victor  Norall,  Mrs.  D.  B.  Wengert,  Mrs. 


R.  E.  Garlinghouse,  Mrs.  James  P.  Tollman;  five 
county  presidents,  Mrs.  C.  R.  Hankins,  Mrs.  J.  T. 
McGreer,  Mrs.  W.  C.  Kenner,  Mrs.  Warren  Bosley, 
and  Mrs.  Isaiah  Lukens;  and  five  councilors — 
Mrs.  A.  W.  Anderson,  Mrs.  Rudolph  Seivers,  Mrs. 
Robert  Harry,  Mrs.  Harvey  Runty,  and  Mrs.  R.  B. 
Rundquist. 

Minutes  of  the  Annual  Meeting  and  the  Post- 
Convention  Board  meeting  were  read  and  approved. 

The  Treasurer’s  report  was  read  and  placed  on 
file. 

Mrs.  George  Robertson  moved  that  the  sinking 
fund  be  maintained  for  developing  a fund  sufficient 
to  cover  the  cost  of  one  year’s  operation  of  the 
Auxiliary,  the  amount  set  aside  each  year  to  be 
determined  by  the  Budget  Committee.  The  motion 
was  seconded  and  passed. 

The  President’s  message  was  read  by  Mrs.  Done- 
lan while  the  first  vice-president  took  the  chair. 
The  message  was  keyed  to  the  slogan  for  the  year, 
“Service  to  Our  Community.”  She  advocated  tak- 
ing a poll  of  all  doctor’s  wives  in  the  state  to  de- 
termine the  potential  auxiliary  strength  in  the 
state.  It  would  reveal  her  contribution  in  effort 
and  ability  to  the  civic  welfare  of  her  community, 
and  perhaps  encourage  her  to  identify  that  effort 
with  membership  in  the  Auxiliary. 

Mrs.  Covey  reported  on  the  A.M.A.  meeting  in 
New  York  in  June. 

Mrs.  J.  S.  Anderson  of  Grand  Island,  a mem- 
ber of  the  Tri-County  No.  1 Auxiliary  and  a guest 
at  the  meeting,  reported  on  Special  Education  for 
Handicapped  Children,  and  pointed  out  that  state 
funds  available  are  limited  to  the  physicially  handi- 
capped. She  serves  as  secretary-treasurer  to  the 
Society  for  Crippled  Children,  and  works  with  the 
committee  from  the  Auxiliary  which  assists  in 
the  maintenance  of  a room  and  special  education 
program  in  the  Grand  Island  school  system  for  the 
physically  handicapped  children. 

Mrs.  Covey  presented  bills.  Mrs.  Sharrar  made 
a motion  that  the  bills  as  presented  be  allowed. 

Mrs.  Marvel  explained  the  nominating  committee 
set  up  (see  page  five  of  the  constitution).  The 
following  were  nominated  to  the  committee  and  were 
to  be  notified  by  the  Secretary: 

Mrs.  R.  E.  Garlinghouse,  Lincoln,  Chairman. 

Mrs.  Ted  Riddell,  Seottsbluff. 

Mrs.  R.  R.  Brady,  Ainsworth. 

Mrs.  F.  M.  Karrer,  McCook. 

Mrs.  Charles  Way,  Wahoo. 

Mrs.  Hiram  Hilton,  Lincoln,  alternate. 

Mrs.  Robert  Long,  Omaha,  alternate. 

Mrs.  A.  J.  Offerman  was  reappointed  Finance 
Chairman. 

Mrs.  J.  T.  McGreer  of  Lancaster  County  was 
named  chairman  for  the  1954  Convention  Plan- 
ning Committee.  An  invitation  was  extended  the 
first  vice-president  and  the  president-elect  to  at- 
tend the  first  meeting  of  the  committee  in  Febru- 
ary. 

A motion  was  made,  seconded,  and  carried  to 
ask  the  resolutions  chairman  to  propose  an  amend- 
ment recognizing  the  status  of  councilors. 

A motion  was  made,  seconded,  and  carried  to 
ask  the  resolutions  chairman  to  advise  Doctor  Kelly 
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that  the  board  pledges  its  assistance  to  the  United 
Health  Fund  Drive  and  Cancer  Lay  Education  Drive. 

A motion  was  made,  seconded,  and  carried  that 
the  treasurer  be  authorized  to  pay  expenses  of  the 
trip  to  Chicago  for  Mrs.  Donelan  and  Mrs.  Lukens 
before  the  National  Conference  for  Presidents  and 
Presidents-Elect,  November  18-20. 

A motion  was  made,  seconded,  and  carried  to  dis  - 
cuss with  the  Advisory  Council  the  taking  of  a 
poll  about  activities  of  doctor’s  wives. 

Mrs.  Sharrar,  organization  chairman,  stated  that 
the  goal  is  a ten  per  cent  increase  in  membership. 

The  following  officers  and  chairmen  of  standing 
committees  made  reports  and  circulated  information 
related  to  the  work  for  the  new  auxiliary  year. 

Mrs.  Sharrar,  Organization. 

Mrs.  Norall,  Today’s  Health. 

Mrs.  Robertson,  Members  at  Large. 

Mrs.  Kohtz,  Program. 

Mrs.  Kenner,  Legislation. 

Mrs.  Purvis,  Publicity. 

Mrs.  Stewart,  Nurse  Recruitment. 

Mrs.  Wengert,  Public  Relations. 

Mrs.  Garlinghouse,  News  Letter. 

Mrs.  Tollman,  American  Medical  Education  Foun- 
dation. 

Meeting  adjourned. 

NEBRASKA  STATE  MEDICAL  AUXILIARY 
TREASURER’S  REPORT 
September  24,  1953 

Cash  on  hand  as  of  audit 

May  11,  1953 $1,059.86 

Disbursements — May  14,  1953 

Mrs.  R.  E.  Garlinghouse $ 59.47 

Pres.  Exp. 

Mrs.  James  Donelan 49.91 

Pres.  Elec.  Exp. 

Mrs.  Paul  Marx,  Bulletin 3.83 

Mrs.  G.  W.  Covey,  Treasurer 11.10 

Mrs.  C.  Fred  Ferciot 20.00 

Nurse  Recruitment 

Nebraska  State  Nurses  Ass’n__  30.00 
Nurse  Recruitment 

Mrs.  James  J.  O’Neil 113.25 

Convention  Expense 

Bal.  on  Luncheon_$  75.75 

Printing  5.00 

Brunch,  tips 16.50 

Flowers 6.00 


$113.25 

Mrs.  G.  K.  Muehlig,  printing 11.05 

Simonds,  flowers 12.50 


$311.11 

Balance  in  bank $ 748.75 

Sinking  Fund $150.00 

Working  Balance $ 598.75 

Special  Fund  - — 

Two — $100.00  Savings  Bonds  (issued  May,  1924). 
C— 193857  F 
C— 193856  F 

Signed, 

MRS.  GEORGE  W.  COVEY, 
Treasurer. 


Human  Interest  Tales 

Comumeations  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  John  C.  Clyne,  formerly  of  Chicago,  has  joined 
the  Beatrice  Medical  Group  in  Beatrice. 

Dr.  Raymond  W.  Jensen  has  joined  the  Beatrice 
Medical  Group  where  he  will  practice  obstetrics. 

Dr.  Byron  Oberst,  Omaha,  spoke  to  a parent 
education  meeting  at  the  Omaha  Hearing  School. 

The  wife  of  Dr.  Chester  H.  Waters,  Sr.,  Omaha, 
passed  away  in  February  after  several  months  ill- 
ness. 

Dr.  and  Mrs.  Robert  A.  Koefoot,  Grand  Island, 
have  recently  purchased  a new  home  in  Grand 
Island. 

Dr.  John  Harger,  St.  Edward,  is  recovering  from 
a heart  attack  suffered  during  the  early  part  of 
February. 

Dr.  Robert  Wigton,  Omaha,  was  the  guest  speak- 
er at  the  recent  meeting  of  the  Tri-County  Medical 
Association. 

Dr.  Harold  S.  Morgan,  Lincoln,  has  been  elected 
chief  of  staff  at  the  Lincoln  General  Hospital  for 
the  coming  year. 

Dr.  E.  L.  MacQuiddy,  Omaha,  was  a guest  speaker 
at  a recent  meeting  of  the  Dana  College  Lutheran 
Student  Association  in  Blair. 

Dr.  LeRoy  Lee,  Omaha,  was  the  guest  speaker 
at  the  monthly  meeting  of  the  Custer  County  Med- 
ical Association  in  Broken  Bow. 

Dr.  and  Mrs.  Hull  Cook  were  hosts  to  the  mem- 
bers of  the  Cheyenne-Kimball-Deuel  County  Medical 
Society  held  in  Sidney  recently. 

Dr.  Robert  Benner,  Ogallala,  has  been  elected 
president  of  the  Garden-Keith-Perkins  County  Med- 
ical Society  for  the  coming  year. 

Drs.  Frank  Wanek,  W.  K.  Wolf,  Gordon,  were 
the  guest  speakers  at  a recent  meeting  of  the 
Gordon  Parent  Teachers  Association. 

Dr.  Robert  R.  Geer,  Grand  Island,  has  been 
named  temporary  chairman  of  the  board  of  direc- 
tors of  the  Grand  Island  Mental  Health  chapter. 

Dr.  F.  G.  Travnicek,  Wilber,  received  several 
hundred  birthday  cards  from  the  residents  of  the 
community  to  help  him  celebrate  his  recent  birth- 
day. 

Drs.  L.  W.  Lee  and  R.  F.  Sievers  were  presented 
with  jeweled  Phi  Chi  Honor  Keys  at  the  Founder’s 
Day  banquet  of  Upsilon  Nu  of  Phi  Chi,  on  February 
26th. 

Dr.  E.  L.  MacQuiddy,  Omaha,  discussed  the  sub- 
ject of  “Medicine  and  the  Bible,”  at  a recent  meet- 
ing of  the  University  of  Omaha  Town  and  Gown 
Club. 

Drs.  Eugene  Simmons,  Morris  Margolin,  and  Rob- 
ert Long  of  Omaha  will  attend  the  annual  sessions 
of  the  American  College  of  Physicians  in  Chi- 
cago, April  5-9. 

The  Nebraska  Chapter  of  the  Muscular  Dystrophy 
Association  has  appointed  Dr.  Frederick  S.  Webster, 
and  Dr.  Louis  J.  Gogela  both  of  Lincoln,  to  the 
Board  of  Directors. 

Dr.  E.  Omer  Burgert  has  become  associated  with 
Dr.  J.  Harry  Murphy  at  915  Medical  Arts  Building, 
Omaha.  His  practice  will  be  limited  to  diseases 
of  infants  and  children. 

(Continued  on  Page  26-A) 
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We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company,  “N“,NG 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 


Building 


LINCOLN, 

NEBRASKA 


Lincoln's  Largest  Office  Building  and  Medical  Center 

and 


560  Car  Spaces 

You  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


CAR-PARK 


For  the  convenience  of  physicians, 
dentists  and  their  patients. 


Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


More  than  half  of  the  Sharp  Building  is  designed  for  and  occupied 
by  leading  physicians  and  dentists  serving  families  throughout  Ne- 
braska and  the  Missouri  Valley. 


Close  to  Lincoln's  department 
stores,  theaters  and  leading  hotel. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties:  Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster.  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston.  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties : 
Burt.  Washington,  Dodge,  Platte. 
Colfax.  Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties : Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock. 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas. 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan.  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy,  HitchcocR. 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux.  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) George  L.  Pinney,  Hastings C.  R.  Holm,  Hastings 

Boone  (5) W . J.  Reeder,  Cedar  Rapids Z.  R.  Boyd,  Albion 

Box  Butte  (12) W.  L.  Howell,  Hyannis J.  Wendell  Ford,  Hemingford 

Buffalo  (9) R.  E.  Johnston,  Kearney J.  E.  Nordstrom,  Shelton 

Burt  (5) L.  E.  Sauer,  Tekemah J.  G.  Allen,  Tekamali 

Butler  (6) L.  J.  Ekeler,  David  City D.  E.  Burdick,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix. -Dak. -Th. -Wayne  (4)  J.  R.  Keown,  Pender H.  J.  Billerbeck,  Randolph 

Cheyenne-Kimball-Deuel  (12)  G.  B.  Dorwart,  Sidney J.  A.  Federle,  Sidney 

Clay  (17) Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

Colfax  (5) L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) R.  L.  Blair,  Broken  Bow G.  T.  Erickson,  Broken  Bow 

Dawson  (9) J.  B.  Kile,  Eddyville M.  J.  Ayres,  Gothenburg 

Dodge  (5) C.  C.  Nelson,  Fremont R.  C.  Byers,  Fremont 

Fillmore C.  F.  Ashby,  Geneva V.  V.  Srnrha,  Milligan 

Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Four  County  (9) Paul  Martin,  Ord Robert  J.  Fox,  Spalding 

Gage  (3) J.  C.  Nelson,  Wymore__ V.  L.  Branson,  Beatrice 

Garden-Keith-Perkins  (11)___R.  E.  Benner,  Ogallala R.  L.  Thompson,  Grant 

Hall  (9) H.  C.  Anderson,  Gr.  Island A.  G Gilloon,  Gr.  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) W.  C.  Bartlett,  Alma L.  G.  Agee,  Alma 

Holt  and  Northwest  (8) H.  J.  Panzer,  Bassett J.  E.  Ramsay,  Atkinson 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  O.  Hughes,  Fairbury K.  J.  Kenney,  Fairbury 

Johnson  (3) L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

Lincoln  (11)- A.  J.  Callaghan,  North  Platte J.  C.  Baker,  North  Platte 

Madison  Six  (4) Val  C.  Verges,  Norfolk Francis  Bulawa,  Norfolk 

Merrick  (5) _A.  D.  Brown,  Central  City Lee  C.  Holmes,  Central  City 

Nance  (5) ..Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) Ben  C.  Bishop,  Crawford Roy  G.  Brown,  Crawford 

Nuckolls  (7) C.  T.  Mason,  Superior A.  I.  Webman,  Superior 

Omaha-Douglas  (1) A.  J.  Offerman,  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) W.  C.  Ramacciotti,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Walter  Reiner,  Holdrege. Wm.  S.  Bivens,  Holdrege 

Platte  (5) E.  N.  Heiser,  Columbus E.  G.  Brillhart,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola C.  L.  Anderson,  Stromsburg 

Richardson  (3) W.  D.  Ketter,  Falls  City W.  E.  Shook,  Shubert 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Saunders  (6) Ivan  M.  French,  Wahoo Stephen  E.  Wallace,  Wahoo 

Scotts  Bluff  (12) S.  P.  Wiley,  Gering- Wm.  Holmes,  Scottsbluff 

Seward  (6) R.  M.  Herpolsheimer,  Seward James  R.  Frans,  Milford 

Southwest  Nebraska  (10) J.  H.  Donaldson,  Jr.,  McCook D.  H.  Morgan,  Jr.,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell-  York B.  N.  Greenberg,  York 


r...use  a little  wine  for  thy  stomach’s  sahe 
an  dth  ine  often  infirmities..." 
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r I ''he  use  ol  wine  in  nutrition  and  in  medicine  dates 
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back  to  the  beginning  of  history.  It  is  recorded  in 
the  ancient  Egyptian  papyri,  in  the  Bible — as  in  the 
oft-quoted  admonition  from  Paul  to  Timothy  —and  in 
epicurean  and  medical  annals  from  H ippocrates  down 
to  our  own  times. 

In  recentvears  there  has  developed  a demand  within 
the  medical  profession  that  the  true  values  of  wine  be 
determined,  anti  that  fact  be  separated  from  folklore. 
Accordingly,  fifteen  years  ago,  research  projects  m 
many  American  medical  centers  were  initiated  to 
determine  by  modern  scientific  techniques  the  footl 
values  and  medical  uses  of  wine. * 

I'he  investigations  have  brought  forth  evidence 
which  may  be  of  interest  and  practical  value  . . . 

...Wine  stimulates  the  appetite  in  anorexia,  and 
gently  increases  gastric  secretion. 

...Wine  serves  as  a quick-energy  food.  Its  small 
amount  of  hexose  is  speedily  absorbed,  and  its  mod- 
erate content  of  alcohol  is  metabolized  readily,  even 
by  diabetics.  Its  B-vitamins  and  absorbable  iron  make 
it  a useful  supplementary  source  of  these  substances. 

...Wine  possesses  significant  diuretic,  vasodilating 
and  relaxing  properties.  The  gentle  sedation  provi  dec! 
by  a small  amount  ol  wine  at  bedtime  is  a pleasant 
aid  in  inducing  restful  sleep. 

...  A little  wine  before  or  with  the  meal  can  offer  a 
needed  element  of  “graceful  living”  to  the  patient  . . . 
it  can  help  in  the  psychological  care  of  the  elderly  and 
the  convalescent. 

In  California  (and  in  other  regions,  too)  a combi- 
nation of  soils,  climates  and  modern  wine-making  skills 
makes  it  possible  to  grow  the  world’s  finest  wine 
grapes  of  every  variety,  and  to  produce  wine  of  strict 
quality  standards,  true  to  type,  moderate  in  price. 
*Research  information  on  wine  is  available  upon  request. 
Wine  Advisory  Board  • San  Francisco  5,  California 
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Something  NEW 
is  Cooking 


MORE  INSURANCE  NOW  AVAILABLE 


S HOW  THESE  AMOUNTS 

WOULD  HELP  IH  PAYING  ESTATE  HUES  IH 
CASE  YOU  ADE  ACCIDENTALLY'  KILLED . . . 


SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Year s Old 

Physicians  Casualty  & Health  Ass’ns. 

Omaha  2..  Nebraska 
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In  very  special  cases 

A very 

superior  Brandy 


I SPECIFY 


= THE  WORLDS  PREFERRED  COGNAC  BRANDY  S 
if  84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  § 
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HUMAN  INTEREST  TALES 

(Continued  from  page  134) 

Dr.  George  E.  Charlton,  Norfolk,  has  been  listed 
in  the  current  edition  of  the  Directory  of  Med- 
ical Specialists.  Rigid  standards  must  be  met  to 
be  selected  for  this  blue  book. 

Dr.  Leon  S.  McGoogan  plans  to  address  the  Cali- 
fornia Chapter  of  the  University  of  Nebraska  Col- 
lege of  Medicine  Alumni  Association,  about  the 
building  progress  of  the  college. 

Dr.  H.  E.  Moore,  Sutherland,  suffered  first  and 
second  degree  burns  on  his  face,  hands  and  fore- 
arms in  a flash  explosion  caused  by  the  furnace  in 
his  office  building  in  February. 

(Continued  on  Page  28- A) 
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PHOTOGRAPH  BY  RICHARD  BEATTIE 

What  we  still  don’t  know  about  cancer 

— and  one  of  the  reasons  why 


in  the  past  few  years,  our  knowledge 
of  the  nature  of  cancer,  and  how  to 
treat  it,  has  grown  encouragingly.  Pa- 
tients, who  would  have  been  considered 
hopeless  cases  even  five  years  ago,  today 
are  being  completely  cured.  And  even 
those  who  apply  for  treatment  too  late 
can  usually  live  longer — and  less  pain- 
fully— because  of  modern  palliative 
treatment. 

All  the  same,  there  have  been  defeats 
as  well  as  victories.  We  do  not  know — 
to  take  a single  example — why  so  many 
more  men  are  now  dying  from  cancer 
of  the  lung.  In  1933 — just  twenty  years 
ago — lung  cancer  killed  2,252  men;  in 
1953,  some  18,500.  That’s  a great  in- 
crease— which  even  our  expanded  popu- 
lation, and  other  known  factors,  can’t 
possibly  account  for  in  full. 

Well,  why  haven’t  we  found  more  of 
the  answers  to  cancer? 

Not  only  because  cancer  is  an  im- 


mensely complex  problem:  difficult  to 
diagnose,  and  difficult  to  treat;  chal- 
lenging to  the  best  research  minds. 

All  that  is  true  enough.  But  there  is 
another  reason:  we  do  not  have  enough 
money. 

Last  year  your  gifts  to  the  American 
Cancer  Society  were  more  generous  than 
ever  before.  But  they  were  not  enough. 


You  gave  the  Society  almost  twenty 
millions  to  fight  a disease  that — at  pres- 
ent death  rates — will  kill  twenty-three 
million  living  Americans. 

Less  than  one  dollar  for  each  Ameri- 
can destined  to  die  from  cancer.  Much 
more  is  needed  for  research,  for  educa- 
tion, for  clinics.  Won’t  you  please  do 
your  part  . . . now? 


American  Cancer  Society 


Cancer 

Man’s  crudest 
enemy 

strike  back 
Give 


GENTLEMEN : 

Please  send  me  free  information  on  cancer. 

J Enclosed  is  my  contribution  of  $ 

to  the  cancer  crusade. 

Name 

Address 

City State 

Simply  address  the  envelope: 

CANCER  c/o  Postmaster,  Name  of  Your  Town 


a nr/  be  wen 


YEARS 


TREATING  ALCOHOL 

AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  nar- 
cotic addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for 
success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 

THE  RALPH  SANITARIUM 

A Unit  of  the  Benjamin  Burroughs  Ralph  Foundation  for  Medical  Research 

529  HIGHLAND  AVENUE  telephone  victor  3624  KANSAS  CITY  6,  MISSOURI 

Ralph  Emerson  Duncan,  M.D.,  Director 


HUMAN  INTEREST  TALES 

(Continued  from  page  26- A) 

Dr.  F.  Ervin  King,  Wood  River,  has  installed  a 
two-way  radio  in  his  car.  He  believes  the  device 
will  save  time  in  making  country  calls  and  be 
especially  useful  for  emergency  cases. 

Dr.  Haskell  Morris,  Instructor  in  Medicine  and 
Director  of  Student  Health  at  the  University  of 
Nebraska  College  of  Medicine  passes  Part  II  of  the 
examinations  by  the  American  Board  of  Internal 
Medicine,  in  January. 

The  Lancaster  County  Medical  Society  and  the 
Lincoln  Bar  Association  held  a one-day  joint  meet- 
ing during  February.  Professor  Henry  Weihofen 
of  the  University  of  New  Mexico  College  of  Law 
was  the  guest  speaker. 

Dr.  and  Mrs.  Maurice  E.  Grier,  Omaha,  have 
returned  home  from  Hawaii  where  Dr.  Grier  was 
a guest  speaker  at  meetings  of  the  Honolulu  Obstet- 
rical and  Gynecological  Society  and  Honolulu  Acad- 
emy of  General  Practice. 

The  new  Lincoln  Orthopaedic  and  Rehabilitation 
Center  at  1000  South  13th  Street  was  shown  to  the 
profession  at  an  open  house  the  evening  of  March 
11.  Doctor  J.  E.  M.  Thomson,  his  associates  and 
their  wives  were  hosts  and  hostesses. 

Dr.  Robert  L.  Grissom,  Associate  Professor  of 
Medicine  and  Assistant  Chairman,  Department  of 
Internal  Medicine,  University  College  of  Medicine, 
will  present  a paper  at  the  American  Heart  Asso- 
ciation meeting  in  Chicago  on  April  3rd,  and  another 
to  the  American  College  of  Physicians  on  April  9th. 
He  will  be  inducted  into  the  College  as  a Fellovr 
on  April  7. 


Deaths 

Vaclav  V.  Smrha,  M.D.,  Milligan.  Doctor  Smrha 
died  at  his  home  in  Milligan  at  8:15  p.m.  on  Febru- 
ary 25th.  He  was  seventy-five  years  old,  and  had 
practiced  in  this  community  for  forty-nine  years. 
Doctor  Smrha  was  born  in  Czechoslovakia  and  was 
brought  to  the  U.S.  at  the  age  of  six.  He  grad- 
uated from  Creighton  Medical  School  in  1905.  His 
first  and  second  wives,  Anna  and  Elula  and  a daugh- 
ter, Rose,  preceded  him  in  death.  He  is  survived  by 
daughters  Anna  of  Lincoln,  and  Marian  Lingenfelt- 
er  of  Barstow,  Calif.;  sons,  Karel  of  Seattle,  Wash., 
and  Doctor  James  of  Cedar  Rapids,  la.;  five  grand- 
children; three  sisters;  and  one  brother. 

William  Gordon  Hansen,  M.D.,  Corning,  Iowa.  Doc- 
tor Hansen  died  on  February  16th,  at  the  age  of 
twenty-eight.  He  graduated  from  the  University 
of  Nebraska  College  of  Medicine  in  1950,  after  serv- 
ing with  the  Navy  in  World  War  II.  He  had  estab- 
lished his  practice  in  Corning  last  November.  The 
doctor  is  survived  by  his  wife,  Doris;  a son,  Steven 
Ross;  and  his  parents,  Mr.  and  Mrs.  Albert  Hansen 
of  Sheldon,  Iowa. 

Joseph  Erman  Dunn,  M.I).,  Arnold.  Doctor  Dunn 
died  February  5th  at  Long  Beach,  Calif.  He  was 
sixty-four  years  old  and  had  practiced  medicine  in 
Arnold  for  forty  years.  The  doctor  was  the  first 
w'hite  child  born  in  Benedict,  Nebraska,  June  16, 
1889.  He  graduated  from  Creighton  Medical  School 
in  1912.  Survivors  include  his  wife,  Pearl;  a daugh- 
ter, Mrs.  Ted  Koefoot  of  Broken  Bow;  a son,  J.  E. 
Dunn,  Jr.,  Arnold;  a brother,  Vincent,  Lincoln; 
and  four  grandchildren. 
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EDITORIAL 

"If  You  Can  Walk  You  May  Fly" 

The  doctor  is  called  upon  more  and  more 
often  to  decide  whether  or  not  a patient 
may  fly,  safely.  The  question  is  oftenest 
raised  by  those  who  have  cardiac  or  cardio- 
vascular disease.  The  March,  1954,  issue 
of  Modern  Concepts  of  Cardiovascular  Dis- 
ease, by  Greybiel(1),  is  devoted  to  a discus- 
sion of  this  subject,  and  it  contains  consid- 
erable helpful  information.  The  following 
data  are  abstracted  from  this  source. 

A survey,  conducted  in  1941,  revealed  that 
five  major  airlines  carried  a total  of  seven 
million  passengers  during  a certain  period. 
Of  these,  three  died  aloft,  and  two  died 
shortly  after  deplaning.  In  each  of  these 
five,  death- was  ascribed  to  cardiac  disease. 
It  was  on  the  basis  of  this  information  that 
the  conclusion  was  reached,  “If  you  can  walk 
you  may  fly.” 

A further  survey,  requested  by  the 
C.  A.  A.,  covering  scheduled  air  carriers,  for 
the  five  years  from  1947  to  1951,  revealed 
one  death  for  every  one  and  one-half  mil- 
lion passengers,  the  majority  being  due  to 
cardiovascular  disease.  A significantly  great- 
er number  of  deaths  occurred  on  planes  hav- 
ing nonpressurized  than  on  those  having 
pressurized  cabins.  From  this  survey,  two 
conclusions  were  drawn:  (1)  The  death 

rate  and  the  number  of  attacks  of  uncon- 
sciousness during  flight  were  very  low;  and 
(2)  these  incidents  were  fewer  in  pressurized 
than  in  nonpressurized  types  of  aircraft, 
thus  proving  that  flight-stress  is  a factor, 
though  a very  small  one. 

Graphic  schematic  division  of  factors  de- 
termining flight-stress,  and  of  factors  used 
in  classifying  patients  into  groups  indicat- 
ing ability  to  withstand  various  degrees  of 


flight-stress,  are  shown.  Obviously  these 
can  not  be  reproduced  here.  One  may  sum- 
marize by  stating  that  patients  who  are  suf- 
fering from  cardiac  disease  may  undertake 
flights  entailing  any  of  the  three  grades  of 
stress,  if  they:  show  little  or  no  cyanosis; 

are  able  to  walk;  have  but  slight  cardiac 
enlargement;  have  only  moderate  valvular 
stenosis;  have  healed  infarctions  with  only 
moderate  residua;  have  a blood  pressure  un- 
der 210/120,  without  complications;  have  no 
anginal  attacks;  reveal  no  signs  of  conges- 
tive failure;  and  can  climb  one  flight  of 
steps  without  difficulty.  (Group  I.) 

On  the  other  hand,  one  must  consider 
those  who  have  one  of  more  of  the  follow- 
ing as  belonging  to  Group  III : marked 

cyanosis;  attacks  of  arhythmia  that  pro- 
duce unconsciousness ; great  cardiac  enlarge- 
ment; extreme  valvular  stenosis;  impend- 
ing or  resolving  infarction ; hypertensive 
encephalopathy;  angina  of  decubitus;  more 
than  moderate  congestive  failure ; or  inabil- 
ity to  climb  one  flight  of  steps.  These  pa- 
tients should-  not  fly,  or  should  do  so  only 
under  the  most  urgent  circumstances-  and 
under  conditions  of  the  least  possible  flight- 
stress. 

The  large  group  of  cardiac  patients  who 
fall  between  these  extremes  must  be  advised 
according  to  the  best  judgement  of  the  doc- 
tor. This  judgement  must  be  based  on  a 
consideration  of  all  available  means  of  trans- 
port, the  exigencies  of  the  trip,  the  time  to 
be  consumed,  the  comfort  of  the  patient 
during  transport,  and  other  similar  items. 
Many  who  fall  in  this  intermediate  class  may 
fly  with  almost  entire  safety  under  the  bet- 
ter flying  conditions,  especially  in  four-mo- 
tored planes  that  have  pressurized  cabins. 

REFERENCES 

1.  Gr-eybiel,  Ashton,  Capt.  MC,  USN : Air  Travel  and 

Heart  Disease.  Modern  Concepts  of  Cardiovascular  Disease, 
22  :217,  March,  1954. 
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Rapine  of  Blue  Cross 

Great  benefits  have  accrued  to  the  pa- 
tient, to  the  hospital,  and  to  the  doctor, 
through  Blue  Cross.  This  organization  has 
been  like  the  proverbial  goose  that  lays  the 
golden  eggs.  It  has  financed  care  in  the 
hospital  for  patients  who  were  really  sick, 
and  who  had  not  the  money  to  pay  for  this 
service.  Blue  Cross,  furthermore,  has  been 
one  of  the  sturdy  pillars  upon  which  the  doc- 
tors of  America  have  rested  their  fight 
against  socialized  medicine. 

It  is  said  that  persons  who  have  Blue 
Cross  insurance  frequently  are  hospitalized 
ostensibly  for  medical  treatment,  but  actual- 
ly to  have  diagnostic  studies  performed,  or 
even  for  less  important  reasons.  It  is  also 
charged  that  patients  are  hospitalized  be- 
cause of  minor  illnesses  that  could  as  well 
be  treated  at  home.  This  allegation,  if  true, 
suggests  that  hospitalization  is  for  the  con- 
venience of  the  family,  and/or  that  of  the 
doctor. 

It  has  been  reported  that  the  length  of 
stay  in  the  hospital  for  patients  who  have 
Blue  Cross  insurance  often  is  much  longer 
than  for  private-pay  patients.  It  has  been 
surmised  that  doctors  and  officers  of  the 
hospitals  do  not  discourage  the  enjoyment 
of  hospital  privileges  after  maximum  hos- 
pital benefits  have  been  attained.  Some  hos- 
pitals have  been  thought  to  condone,  or  not 
to  discourage  the  practices  we  have  enumer- 
ated. After  all,  the  fees  for  these  cases  are 
assured,  and  are  easy  to  collect.  Further- 
more, some  hospitals  are  said  to  charge  Blue 
Cross-patients  more  for  drugs  and  services 
than  they  charge  other  people. 

Because  of  constantly  increasing  costs  of 
hospitalization,  repeated  rate  increases  have 
had  to  be  assessed  those  who  purchase  Blue 
Cross  contracts.  In  the  early  days  of  this 
organization,  one  subscriber  in  nine  utilized 
hospitalization  per  year.  Now,  utilization 
has  increased  to  one  in  six,  an  increment  of 
fifty  per  cent. 

If  the  allegations  enumerated  above  are 
true,  some  patients,  doctors  and  hospitals 
are  helping  to  ruin  their  benefactor.  They 
are  associated  in  a project  to  kill  the  goose 
that  lays  the  golden  eggs.  The  time  may 
not  be  far  away  when  rate  increases,  made 
necessary  partly  by  dishonest  practices,  will 
price  this  commodity  out  of  the  market. 


Other  similar  enterprises,  such  as  Blue 
Shield,  may  suffer  in  like  manner. 

If  the  stage  of  diminishing  returns  reach- 
es a certain  level,  the  business  must  fail-  or 
must  be  subsidized.  If  subsidization  becomes 
necessary,  who  but  the  Federal  Government 
can  undertake  it?  If  the  Federal  Govern- 
ment steps  into  to  save  these  concerns,  by 
“reinsurance”  or  other  means,  who  then  will 
have  basic  control  of  the  subsidized  agen- 
cies? Will  not  this  be  state  medicine? 

Assuming  the  truth  of  the  statements 
alleging  misuse  of  Blue  Cross  contracts,  it 
is  high  time  the  doctors  and  hospitals  cor- 
rect the  situation.  Doctors  should  make 
honest  selection  of  patients  who  are  entitled 
to  hospital  benefits  under  Blue  Cross  con- 
tracts. Admitting  officers  of  hospitals  should 
rescreen  these  patients  in  order  to  eliminate 
further  those  not  entitled  to  benefits.  Hos- 
pital administrators  should  see  to  it  that  all 
charges  are  uniform.  Alert  staff  committees 
could  and  should  make  sure  that  patients  do 
not  vacation  in  the  hospital  at  the  expense 
of  Blue  Cross.  The  combined  efforts  of  these 
agencies  can  cure  the  ills  of  Blue  Cross 
quickly — if  we  want  them  to  do  so. 


AMA  STUDIES  PHYSICIAN  ATTITUDES 
ON  INSURANCE 

While  there  is  no  doubt  that  most  physicians 
favor  the  many  forms  of  voluntary  health  insurance 
now  in  existence  over  any  compulsory  tax  system, 
no  attempt  has  been  made  to  analyze  attitudes  of 
physicians  regarding-  certain  aspects  of  the  volun- 
tary type  of  protection.  The  AMA’s  Council  on 
Medical  Service — through  its  Committee  on  Prepay- 
ment Medical  and  Hospital  Service  — currently  is 
sponsoring  a survey  of  these  underlying  doctor 
attitudes. 

Since  voluntary  insurance  programs  are  insuring 
an  increasing  number  of  persons  each  year,  the 
attitudes  of  physicians — as  they  are  the  ones  who 
render  professional  treatment  to  policyholders  — 
are  important  factors  to  consider  in  the  future  plans 
of  insurance  programs. 

Among  other  things,  the  AMA  survey  is  designed 
to  bring  to  light  certain  physician  attitudes  regard- 
ing service  benefits,  the  extent  to  which  the  prin- 
ciple of  coinsurance  should  apply,  the  adequacy  of 
benefits  (fee  schedules),  the  extent  to  which  in- 
surance may  influence  the  cost  of  health  care,  and 
so  forth. 

Although  the  Council  on  Medical  Seryice  is  spon- 
soring this  study,  the  questionnaire  itself  was  com- 
piled after  consultations  with  the  Bureau  of  Medical 
Economic  Research,  representatives  from  Blue 
Shield  and  other  organizations. 
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Chemotherapy 

°f  Lymphomas 

and  Leukemia* 


The  chemotherapy  of  lymphomas  and  leukemias,  as 
well  as  of  certain  examples  of  other  malignant  neo- 
plasms, has  erupted  into  our  therapeutic  consciousness 
during  the  last  few  years.  Information  about  this  type 
of  therapy  has  come  to  us  piecemeal,  and  from 
various  sources.  Doctor  Holthaus  has  performed  a 
much  needed  service  in  collecting  the  pertinent  data 
about  this  whole  subject  into  one  article  where  we 
may  obtain  the  necessary  information  without  wide 
search  of  the  literature. 

EDITOR 

With  the  discovery  of  new  chemotherapeu- 
tic agents  many  encouraging  reports  have 
appeared  on  the  treatment  of  neoplastic  dis- 
ease. These  compounds  will  be  reviewed 
with  emphasis  on  proper  choice  for  each 
disease  group.  The  following  agents  will  be 
considered  in  this  presentation : nitrogen 

mustard ; triethylene  melamine ; folic  acid 
antagonists ; cortisone  and  corticotropin ; 
urethane;  radioactive  phosphorus,  and  other 
miscellaneous  agents. 

NITROGEN  MUSTARD 

The  nitrogen  mustards  are  analogues  of 
the  “mustard  gas”  used  in  World  War  I. 
The  compound  most  frequently  used  is 
methyl  bis  (2  chlorethyl)  amine  hydro- 
chloride. (Fig.  1)  Its  biological  activity 
depends  on  the  formation  of  an  ethylene 
immonium  cation  which  occurs  rapidly  in  an 
alkaline  solution11).  Nitrogen  mustard  com- 
pounds are  classified  a s radiomimetic 
drugs (2)  which  interfere  with  mitosis (3), 
and  result  in  a disturbance  in  the  synthesis 
or  utilization  of  nucleic  acid(4).  The  response 
to  this  agent  is  influenced  by  the  cellular 
structure  of  the  organ.  Lymphoid  tissue 
and  cells  of  the  hematopoietic  system  are 
most  profoundly  altered(5). 

The  usual  course  of  treatment  consists 
of  the  intravenous  administration  of  0.10 

*Presented  at  joint  seminar  conducted  by  the  Department 
of  Medicine,  Veterans  Administration  Hospital,  and  Depart- 
ment of  Pathology,  University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska. 

Reviewed  by  the  VA  and  published  with  the  approval  of 
the  Chief  Medical  Director.  The  statements  and  conclusions 
published  by  the  author  are  a result  of  his  own  study  and 
do  not  necessarily  reflect  the  opinion  or  policy  of  the  Veterans 
Administration. 


J.  M.  HOLTHAUS,  M.D. 

Department  of  Medicine, 

Veterans  Administration  Hospital 
and 

Creighton  University  School  of  Medicine, 

Omaha,  Nebraska 

mg./kg.  of  body  weight  daily,  or  every  other 
day,  for  a course  of  from  4 to  6 injections. 
A course  of  treatment  should  not  be  repeat- 
ed for  8 to  12  weeks.  Subsequent  courses 
of  treatment  are  undertaken  only  after  care- 
ful evaluation  of  clinical  and  laboratory 
effectiveness  with  particular  attention  to 
hematological  data. 

At  times,  a given  lesion  may  fail  to  re- 
spond to  nitrogen  mustard,  following  which 
a beneficial  response  can  be  obtained  by 
x-ray  therapy.  The  reverse  is  also  true. 
Nitrogen  mustard  is  not  tumor  selective.  It 
is  a highly  toxic  drug  with  a narrow  margin 
between  the  therapeutic  and  toxic  ranges. 

The  diseases  in  which  nitrogen  mustard 
is  most  effective  are  Hodgkin’s  disease, 
follicular  lymphoma,  chronic  leukemias (6), 
polycythemia  vera(7>,  mycosis  fungoides(8), 
and  undifferentiated  bronchogenic  carci- 
noma'!,).  Nitrogen  mustard  does  not  possess 
any  curative  effect,  but  considerable  pallia- 
tion may  be  obtained. 

Nitrogen  mustard  has  its  most  beneficial 
response  in  the  treatment  of  Hodgkin’s  dis- 
eased. It  has  been  found  to  be  of  greatest 
value  in  Hodgkin’s  paragrauloma  and  granu- 
loma. Conversely,  patients  with  Hodgkin’s 
sarcoma  have  a poor  response  to  this 
agent (6).  While  improvement  has  been  re- 
ported by  Karnofsky(8>  to  be  in  the  range 
of  80  to  90  per  cent  of  patients  treated  with 
nitrogen  mustard,  other  observers16*  have 
shown  that  results  depend  on  duration  of 
the  disease  as  well  as  on  previous  therapy 
employed.  The  duration  of  the  remission 
varies  with  the  individual  case'6- 9).  Marked 
subjective  and  objective  improvements  occur 
in  patients  treated  with  this  mode  of  thera- 
py. A regression  of  lymphadenopathy,  sub- 
sidence of  fever,  correction  of  anemia,  ac- 
companied by  an  increase  in  strength  and 
appetite,  and  a feeling  of  well  being  occur 
shortly  after  a course  of  nitrogen  mus- 
tard'10). Gellhorn(9)  has  emphasized  the 
use  of  this  agent  in  acute  cases  in  which 


May,  1954 


187 


systemic  manifestations  are  a particular 
problem.  Because  of  the  rapidity  of  action 
of  nitrogen  mustard,  it  is  the  treatment  of 
choice  in  patients  acutely  ill  with  Hodgkin’s 
disease. 

Although  the  clinical  results  in  the  treat- 
ment of  disseminated  lymphosarcoma  are 
similar  to  Hodgkin’s  disease,  the  responses 
are  less  uniform. 

In  the  treatment  of  leukemia  the  best 
results  are  found  in  patients  with  the 
chronic  varieties.  In  general,  those  with 
lymphocytic  leukemia  respond  much  more 


of  nausea  and  vomiting,  and  of  transient 
anorexia.  These  may  be  severe,  and  usually 
occur  after  each  injection  of  nitrogen  mus- 
tard. Various  agents,  such  as  barbiturates, 
pyridoxine,  dramamine,  and  antispasmodics 
have  been  used  to  allay  the  effects  of  this 
drug.  While  severe  gastrointestinal  upsets 
occur  during  and  after  the  course  of  admin- 
istration of  nitrogen  mustard,  the  beneficial 
results  of  this  form  of  treatment  outweigh 
its  disadvantages.  The  most  serious  com- 
plication that  may  occur  is  the  production 
of  irreversible  pancytopenias  due  to  hypo- 
plasia or  aplasia  of  the  bone  marrow.  The 


NITROGEN  MUSTARD  ETHYLENE  IMMONIUM  CATION 

Figure  1.  Structural  formula  of  nitrogen  mustard  and  its 
transformation  to  the  active  ethylene  immonium  cation  which 
occurs  rapidly  in  alkaline  solution. 


favorably  than  do  those  with  granulocytic 
leukemia(6),  although  good  results  may  oc- 
cur in  some  patients  with  the  latter  dis- 
ease(11).  Nitrogen  mustard  has  proven  to 
be  of  no  value  in  the  treatment  of  acute 
leukemia.  Excellent  results  have  been  noted 
in  the  majority  of  patients  with  polycy- 
themia vera  when  treated  with  this  agent(8). 
While  probably  not  superior  to  radioactive 
phosphorus,  it  is  a safe  and  easy  form  of 
therapy  that  may  be  used  in  the  treatment 
of  this  disease,  especially  in  localities  where 
radioactive  phosphorus  is  not  available. 

While  reports  vary  on  the  use  of  nitrogen 
mustard  in  mycosis  fungoides,  a number  of 
patients (8>  have  had  a good  response.  Of 
the  group  of  carcinomas  treated,  broncho- 
genic carcinoma  of  the  undifferentiated 
variety  has  had  the  greatest  response  to 
therapy(8).  Although  remissions  are  very 
brief  the  marked  subjective  and  objective 
improvement  that  may  occur  warrants  its 
use  in  metastatic  carcinomatosis. 

Complications  resulting  from  the  use  of 
this  preparation  may  be  local  or  systemic. 
The  immediate  local  effects  are  pain  at  the 
site  of  injection  and  necrosis  with  severe 
local  pain  if  extravasation  of  the  drug  occurs 
into  the  subcutaneous  tissue.  Phlebothrom- 
bosis  occasionally  occurs  near  the  site  of 
the  injection.  Of  the  systemic  complications 
that  occur,  gastrointestinal  sequelae  consist 


resulting  hemorrhagic  manifestations,  and 
problems  related  to  the  correction  of  the 
anemia  produced,  are  serious  disadvantages 
in  the  care  of  these  patients  and  are  as 
serious  as  the  disease  itself.  A warning 
given  by  Block  and  Jacobson(12>  that  “any 
attempt  to  burn  the  disease  out  of  the 
patients  is  not  only  doomed  to  failure  on 
theoretical  as  well  as  practical  grounds  but 
will  invoke  a series  of  complications  that 
are  more  distressing  than  the  disease  itself” 
must  be  carefully  weighed. 

TRIETHYLENE  MELAMINE 

In  1951  Karnofsky(13)  and  his  associates 
reported  on  the  efficacy  of  an  oral  medica- 
tion, triethylene  melamine,  in  the  treatment 
of  neoplastic  disease.  Its  chemical  and 
therapeutic  properties  resembled  those  of 
nitrogen  mustard.  It  has  been  shown  to 
be  highly  effective  in  the  treatment  of 
Hodgkin’s  disease,  of  giant  follicular  lym- 
phoma, and  of  chronic  lymphocytic  leu- 
kemia (14>.  Good  responses  have  been  re- 
ported in  chronic  granulocytic  leukemia, 
lymphosarcoma(13>,  and  in  polycythemia 
vera(15).  Less  favorable  responses,  with 
this  agent,  have  been  observed  in  mycosis 
fungoides,  fibrosarcoma,  reticulum  cell  sar- 
coma^6), and  multiple  myelomaa7).  Occa- 
sionally good  results  are  seen  in  undiffer- 
entiated bronchogenic  carcinoma  (18b  and 
rarely  in  other  isolated  carcinomas (14). 
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Triethylene  melamine  has  three  ethylene 
imine  radicles,  and  is  chemically  related  to 
nitrogen  mustard.  (Fig.  2)  The  formation 
of  the  active  ethylene  immonium  cation 
takes  place  readily  in  acid  solution.  This 
drug  may  be  given  orally  or  parenterally ; 
however,  the  former  method  of  administra- 
tion is  to  be  preferred.  It  is  administered 
orally  in  the  fasting  state,  usually  one  hour 
before  breakfast.  Recently  Gellhorn,  Kliger- 
man  and  Jaffe(1S)  have  recommended  the 
use  of  sodium  bicarbonate  with  this  agent 


tration.  Oral  therapy  permits  treatment  on 
an  ambulatory  basis,  thus  allowing  patients 
to  pursue  their  normal  activities.  With  the 
use  of  this  agent  the  marked  nausea  and 
vomiting,  and  sometimes  diarrhea,  that  oc- 
curs with  the  use  of  nitrogen  mustard  is 
rarely  seen.  Side  effects  do  occur,  however, 
and  many  patients  experience  mild  nausea 
which  does  not  preclude  the  use  of  this  drug. 

Triethylene  melamine  is  a highly  toxic 
drug  < 19  b Pancytopenia  due  to  hypoplasia 


TRIETHYLENE  MELAMINE  ETHYLENE  IMMONIUM  CATION 

Figure  2.  Structural  formula  of  triethylene  melamine  and 
its  transformation  to  the  thylene  immonium  cation  which 
occurs  rapidly  in  acid  solution. 


to  permit  greater  absorption  of  the  drug. 
Sodium  bicarbonate  prevents  the  formation 
of  active  ammonium  cation  in  the  acid  gas- 
tric juice,  allowing  greater  absorption  of 
the  drug  before  it  is  transformed  to  its 
active  state. 

Actual  dosage  of  triethylene  melamine 
depends  on  the  type  of  disease  to  be  treat- 
ed. The  usual  dosage  schedule  outlined  by 
Karnofsky(13>  and  his  associates  is  followed 
by  most  investigators.  In  Hodgkin’s  disease 
and  leukemias,  with  the  exception  of  the 
lymphocytic  variety,  an  initial  dose  of  15 
mg.  given  over  a period  of  three  days  is 
usually  well  tolerated.  Subsequent  dosage 
is  dependent  on  clinical  and  hematological 
observations.  Chronic  lymphocytic  leukemia 
is  extremely  sensitive  to  this  agent,  and, 
as  recommended  by  Karnofsky(13)  and  Gell- 
horn( 18  b an  initial  test  dose  of  5 mg.  should 
be  given.  This  dose  is  frequently  followed 
by  a dramatic  response,  and  subsequent 
doses  should  be  given  only  after  careful 
biweekly  hematological  observation.  Higher 
dose  levels  have  been  reported,  especially 
in  chronic  granulocytic  leukemia. 

The  chief  advantage  in  the  use  of  trie- 
thylene melamine  is  the  ease  of  adminis- 


of  the  bone  marrow  is  the  most  serious 
complication  that  may  result  from  the  use 
of  this  agent.  The  frequency  of  this  com- 
plication, however,  may  be  decreased  by 
periodic  evaluation  of  the  status  of  the 
granulocytes  and  platelets  prior  to  the  ad- 
ministration of  the  dose.  Depression  of  the 
granulocytes  has  been  reported(19)  as  the 
first  manifestation  of  a temporary  depres- 
sion of  the  bone  marrow  oecuring  usually 
within  20  days.  Platelet  depressions  occur- 
ring in  30  to  60  days  have  been  observed<20) 
with  this  form  of  therapy.  Repeated  platelet 
counts  are  therefore  necessary  to  avoid 
serious  hemorrhagic  complications.  A re- 
cent report(21)  describes  the  occurence  of 
dermatitis  as  a result  of  triethylene  mela- 
mine therapy.  It  is  the  opinion  of  most 
authorities  that  triethylene  melamine  is  an 
important  adjunct  in  the  treatment  of  neo- 
plastic disease. 

FOLIC  ACID  ANTAGONISTS 

Folic  acid  antagonists  are  useful  in  the 
treatment  of  acute  leukemia  because  they 
interfere  with  the  formation  of  nucleopro- 
teins.  It  has  been  shown(22)  that  leuko- 
cytes from  patients  with  leukemia  contain 
more  folic  acid  than  those  from  normal 
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individuals.  Animal  experimentation,  fur- 
thermore, has  demonstrated  that  a diet 
deficient  in  folic  acid  may  cause  bone  mar- 
row aplasia.  Therefore,  it  was  suggested 
that  a decrease  in  the  intake  of  folic  acid 
may  interfere  with  proliferation  of  leukemic 
cells  and  may  be  a useful  way  of  treating- 
leukemia.  However,  it  was  found  that  folic 
acid  deficient  diets  were  almost  impossible 
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Figure  3.  Structural  formula  of  folic  acid  and  folic  acid 
antagonists. 


to  prepare  for  humans.  While  investigating 
these  and  other  problems,  folic  acid  antag- 
onists were  developed  by  Lewisohn(23),  Sub- 
barow(24),  and  Farber(25). 


The  folic  acid  antagonists  are  produced 
by  the  substitution  of  an  amine  group  for 
the  hydroxy  group  on  the  four  position  of 
the  pteridine  nucleus  of  folic  acid,  or  by  oth- 
er minor  alterations  in  the  chemical  struc- 
ture which  lead  to  the  production  of  highly 
toxic  compounds  which  will  induce  acute 
folic  acid  deficiency(26).  The  best  known 
agents  of  this  group  are  aminopterin, 
amethopterin  and  amino-an-fol.  (Fig.  3) 
Of  these,  aminopterin  is  the  most  common 
drug  in  use.  While  the  exact  mechanism  of 


action  of  the  folic  acid  antagonists  is  un- 
known it  is  thought  that  the  conversion  of 
folic  acid  to  citrovorum  factor  or  folinic 
acid  is  blocked  by  these  agents ( 27 >.  This, 
therefore,  interferes  with  the  proper  syn- 
thesis of  nucleic  acid. 

Aminopterin  is  administered  either  intra- 
muscularly or  orally  in  daily  doses  of  a 0.5 
to  1 mg.  Amethopterin  is  used  in  doses  of 
3 to  5 mg.  a day,  and  amino-an-fol  in  doses 
of  20  to  30  mg.  a day.  These  doses  are 
maintained  until  improvement  of  the  leu- 
kemia occurs  or  evidence  of  minor  toxicity 
appears.  It  has  been  suggested  by  Wil- 
son^8) that  the  tongue  be  used  as  an  in- 
dicator for  the  proper  dose  level.  Redness 
of  the  tongue  associated  with  large  papillae 
is  considered  early  evidence  of  toxicity,  but 
if  further  oral  lesions  develop  the  folic  acid 
antagonist  must  be  stopped  immediately. 
Evidences  of  toxicity  due  to  these  drugs  are 
of  the  same  nature  as  those  found  in  folic 
acid  deficiency,  including  marked  anemia, 
occasionally  associated  with  the  finding  of 
megaloblasts  in  the  bone  marrow,  granulo- 
penia and  thrombocytopenia,  glossitis,  cut- 
aneous eruptions,  alopecia,  gastrointestional 
lesions,  diarrhea,  and  bleeding. 

Transient  hematological  and/or  clinical 
improvement  occurs  in  approximately  '50 
percent  of  children  treated  with  these 
agents(26).  The  response  in  adults,  how- 
ever, is  less  gratifying.  Since  tolerance  to 
these  drugs  may  occur  they  should  not  be 
used  with  corticotropin  or  cortisone  because 
remissions  may  be  produced  with  each  drug 
used  separately ( 29 >.  If  the  patient  is  acutely 
ill,  corticotropin  or  cortisone  is  the  prefer- 
able drug  for  the  treatment  of  acute  leu- 
kemia(29). 

CORTISONE  AND  CORTICOTROPIN 

True  remissions  have  been  reported  in 
acute  leukemias  treated  with  corticotropin 
and  cortisone/ 30 >.  The  improvement  that 
occurs  in  these  cases  consists  chiefly  in  the 
reduction  of  fever,  alleviation  of  pain,  and 
a decrease  in  the  sedimentation  rate.  A 
feeling  of  well-being  and  of  euphoria  is 
prominent,  and  some  slowing  of  the  course 
of  the  disease  is  seen.  Maturation  of  the 
bone  marrow  elements  occurs  in  nearly  all 
treated  patients. 

In  the  treatment  of  acute  leukemias  in 
children  these  hormones  are  of  particular 
value.  Some  clinical  improvement  occurs  in 
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70  per  cent  of  the  cases  treated  with  these 
steroids.  (31>  9*.  One-half  of  these  have  a 
hematological  remission  as  well  as  a clinical 
remission  ranging-  from  two  weeks  to  nine 
months  in  duration^31).  While  these  steroids 
are  not  considered  as  curative  agents  in  the 
treatment  of  leukemia,  complete  remissions 
may  occur,  which,  in  some  cases,  are  more 
striking  than  those  seen  following  treatment 
with  folic  acid  antagonists.  Futhermore, 
the  undesirable  and  serious  toxic  manifesta- 
tions associated  with  overdose  of  the  latter 
drugs  do  not  occur  with  corticotropin  and 
cortisone,  and,  therefore,  these  steroids  are 
frequently  the  drugs  of  choice  in  the  treat- 
ment of  acute  leukemia(9). 

There  is  little  information  on  the  mechan- 
ism of  action  of  cortisone  and  corticotropin 
in  the  treatment  of  leukemia.  Although 
these  drugs  can  modify  the  manifestations 
of  malignant  lymphomas  and  leukemia,  their 
specific  effect  on  the  neoplastic  cells  is  un- 
known. The  beneficial  effects  are  apparent 
only  while  the  drug  is  being  administered*9). 

In  the  treatment  of  acute  leukemias  these 
drugs  are  frequently  given  in  extremely 
high  doses  which  may  necessarily  be  main- 
tained for  long  periods  of  time.  Usually 
cortisone  is  the  drug  of  choice  because  of 
the  ease  of  administration,  and  the  patients 
can  remain  ambulatory  during  the  course  of 
therapy.  The  disease  may  eventually  fail 
to  respond  to  these  steroids,  but  it  is  in- 
teresting to  note  that  failure  to  respond  to 
cortisone  or  corticotropin  does  not  necessari- 
ly mean  that  the  disease  will  fail  to  respond 
to  folic  acid  antagonists,  and  vice  versa(29). 

In  the  treatment  of  chronic  leukemia  and 
other  malignant  lymphomas,  other  forms 
of  therapy,  as  previously  discussed,  are  of 
much  more  value  than  cortisone.  In  certain 
phases  of  these  diseases,  however,  cortisone 
and  corticotropin  may  be  of  value.  Hem- 
orrhagic manifestations  resulting  from  pre- 
vious treatment,  or  as  a part  of  the  disease, 
frequently  respond  to  these  drugs (9).  It  is 
our  impression  that  patients  with  malignant 
lymphomas,  chronic  leukemias,  and  multiple 
myeloma,  who  are  requiring  many  trans- 
fusions, may  require  much  less  supportive 
therapy  of  this  nature  while  on  these  drugs. 

Marked  subjective  and  objective  improve- 
ment may  be  seen  in  patients  with  multiple 
myeloma(32).  It  is  difficult  to  predict  from 
hematological  data  as  well  as  clinical  appear- 


ances of  the  patients,  which  ones  will  re- 
spond to  this  mode  of  therapy. 

URETHANE 

Urethane  was  introduced  for  the  treatment 
of  leukemia,  in  1946,  by  Patterson  et  al(33). 
The  following  year  Alwall*34*  reported  the 
first  two  cases  of  multiple  myeloma  that 
responded  favorably  to  this  drug.  Urethane 
is  a stable,  simple  compound  of  low  toxicity. 
Its  formula  is  C2H5O.CO.NH2.  The  exact 
mechanism  of  action  of  this  drug  is  un- 
known, but  it  may  also  be  concerned  with 
nucleoprotein  synthesis (1). 

Clinically  this  drug  is  usually  given  orally 
in  a daily  dose  of  from  2 to  4 gms.,  depend- 
ing on  the  response  of  the  patient.  In  very 
large  doses  this  drug  is  quite  toxic  and  may 
lead  to  leukopenia,  thrombocytopenia,  and 
eventually  to  a fatal  outcome.  Even  in  small 
doses,  nausea  and  vomiting  may  be  extreme 
and  preclude  further  therapy.  Because  of 
the  usual  gastrointestinal  intolerance,  even 
in  minimal  doses,  intravenous  therapy  has 
been  recommended* 35 *. 

Urethane  is  of  special  value  in  the  treat- 
ment of  multiple  myeloma.  In  successfully 
treated  patients  there  may  be  definite  relief 
of  pain,  reversion  of  the  bone  marrow 
picture  to  normal,  rise  in  hemoglobin, 
and  occasionally  a decrease  in  the  abnormal 
serum  proteins,  with  a remission  of  the 
disease  for  a varying  period  of  time*36- 37). 
Usually,  however,  there  is  no  change  in 
serum  proteins,  x-ray  findings,  or  percent- 
age of  myeloma  cells  in  the  marrow.  Bence 
Jones  proteinuria  does  not  disappear*35*. 
One  out  of  three  patients  shows  subjective 
and  objective  evidence  of  improvement*38*. 

Occasionaly  urethane  produces  a satisfac- 
tory remission  in  chronic  myelogenous  leu- 
kemia. The  theapeutic  activity  in  other 
types  of  malignant  disease  is  inconsistent. 

RADIOACTIVE  SUBSTANCES 

X-rays  and  radioactive  isotopes  cannot  be 
regarded  as  chemotherapeutic  agents.  How- 
ever, brief  mention  should  be  made  of  these 
substances  since  they  are  coming  into  popu- 
lar clinical  use.  Radioactive  phosphorus, 
iodine,  strontium,  magnesium,  manganese, 
gold,  arsenic,  sodium,  and  others  have  been 
used.  Of  these,  radioactive  phosphorus  and 
iodine  are  used  clinically. 

Radioactive  phosphorus  (P32)  is  a widely 
accepted  agent  for  the  treatment  of  chronic 
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leukemia'39- 40’ 41)  and  of  primary  polycy- 
themia vera(42).  P32  liberates  beta  rays  and 
has  a half  life  of  fourteen  days.  It  con- 
centrates in  bone  and  in  rapidly  growing 
tissues,  exerting  its  effect  through  slow 
irradiation  of  the  bone  marrow,  and  in 
certain  rapidly  growing  tumors.  P32  is 
given  orally  in  doses  from  5 to  25  me. 
Irradiation  with  P32  is  fairly  slow,  and  it 
may  take  a few  months  before  the  maximum 
therapeutic  effects  develop.  Toxicity  con- 
sists of  bone  marrow  aplasia  which  may 
lead  to  leukopenia,  thrombocytopenia,  bleed- 
ing, and  death(1).  The  chief  value  of  P32 
is  in  the  treatment  of  chroic  leukemia  and 
of  polycythemia  vera,  in  which  it  is  the 
treatment  of  choice.  It  is  of  no  value  in 
the  treatment  of  lymphomas,  multiple  mye- 
loma, or  acute  leukemia. 

In  polycythemia  vera,  P32  is  successful  in 
producing  remissions  of  more  than  one  year’s 
duration  in  three  fourths  of  the  cases  '42-43). 
There  is  a decided  reduction  in  the  number 
of  vascular  accidents.  Acute  leukemia  may 
develop  during  P32  therapy  in  3 per  cent ( 43 ) 
of  the  cases.  It  is  of  interest  that  chronic 
granulocytic  leukemia  occurs  late  in  polycy- 
themia vera  when  untreated  or  when  treated 
with  other  forms  of  therapy (43). 

MISCELLANEOUS  AGENTS 

Colchicine  is  a mitotic  poison  arresting 
cell  division  in  the  metaphase.  It  has  been 
shown  to  induce  temporary  regressions  of 
lymphoid  tumors,  and  to  prolong  life  in 
leukemic  mice ' 44 ).  In  humans  it  is  quite 
toxic  and  will  induce  an  increase  in  mitotic 
figures  in  human  tumors  within  twelve 
hours.  Although  cancer  cells  are  susceptible 
to  colchicine  the  concomitant  toxic  effect 
makes  its  use  very  dangerous ( 45 ). 

Podophyllin  and  podophyllotoxin  have  pro- 
duced hemorrhages  in  mouse  tumors' 46 >. 
However,  these  drugs  are  also  too  toxic  to 
use  clinically'45). 

Stilbamidine  was  used  for  several  years 
in  the  treatment  of  multiple  myeloma'47’ 48). 
However,  after  a number  of  years  of  ex- 
perience with  this  drug  most  authors  feel 
it  is  probably  of  very  little  value  in  the 
treatment  of  neoplastic  diseases'5). 

Several  dyes  have  been  given  orally  in 
an  attempt  to  inhibit  growth  of  tumors. 
Several  of  these  dyes  have  been  concentrated 
in  tumors  but  have  failed  to  produce  re- 
gression of  growth'49). 


Potassium  arsenite  (Fowler’s  solution) 
has  been  widely  used  in  the  past  in  the 
treatment  of  chronic  leukemias.  Although 
in  recent  years  it  seldom  has  been  used,  it 
occasionally  will  produce  clinical  remissions 
in  early  and  responsive  cases  of  chronic 
myelogenous  and  lymphatic  leukemia  but  it 
seldom  is  used  today  because  of  its  marked 
toxicity  and  the  minimal  therapeutic  re- 
sults'51). 

In  1950,  Myleran  was  produced  during  an 
investigation  of  a series  of  aromatic  ana- 
logues of  nitrogen  mustard.  This  drug  was 
found  to  be  capable  of  producing  remissions, 
which  lasted  from  six  to  twenty-one  months, 
in  approximately  50  percent  of  the  cases  of 
chronic  myelogenous  leukemia.  All  patients 
responded  initially,  but  half  of  them  relapsed 
in  less  than  six  months'52).  This  drug  does 
not  depress  lymphocytic  formation,  but  will 
cause  a marked  decrease  in  the  number  of 
neutrophils.  It  also  has  been  shown  to 
have  an  intense  inhibitory  effect  on  the 
growth  of  the  Walker  rat  carcinoma  256'53). 

These  and  many  other  miscellaneous 
agents  have  been  tried  in  the  therapy  of 
neoplastic  diseases  with  varying  results'45). 

CONCLUSIONS 

Amelioration  of  neoplastic  disease  by 
chemical  agents  is  encouraging.  All  effec- 
tive agents  except  the  hormones  are  highly 
toxic  agents  which  prohibits  the  use  of 
curative  doses.  The  number  of  malignant 
diseases  that  respond  to  treatment  with 
these  drugs  is  small.  The  nitrogen  mus- 
tards, folic  acid  antagonists,  cortisone,  cor- 
ticotropin, P32  and  urethane  play  a role  in 
the  treatment  of  the  leukemias,  of  other 
blood  dyscrasias,  and  of  the  malignant  lym- 
phomas. 
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the 

medical  profession’s  policy 
on  medical  care 
for  veterans 


. . . to  provide 

the  highest  quality 


service  connected: 


non-service  connected: 


The  medical  profession  stands  for  the  highest  quality 
medical  care  for  all  citizens.  Veterans,  as  citizens, 
should  accept  the  responsibility  for  their  own  health 
needs — unless  they  became  disabled  as  a result  of 
military  service;  then  it  is  the  responsibility  of  the 
Veterans  Administration  to  provide  medical  care  and 
hospitalization.  Because  many  communities  do  not  as 
yet  have  adequate  facilities  to  care  for  war  veferans 
with  non-service-connected  tuberculosis  or  neuropsy- 
chiatric disorders,  the  medical  profession  recommends 
that  the  VA  continue — on  a temporary  basis — to 
treat  these  patients. 
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Treatment  of 

Acute  Poliomyelitis 


This  is  the  second  of  a series  of  papers  by 
Doctor  Phillips  on  the  1952  epidemic  of  polio- 
myelitis to  be  published  in  this  JOURNAL.  Here  he 
relates  his  observations  on  the  treatment  of  these 
229  cases,  as  he  observed  it,  and  participated  in 
it.  He  stresses  ihe  treatment  of  muscle  spasm  and 
pain;  the  maintenance  of  fluid  and  electrolyte  bal- 
ance as  well  as  of  nutrition;  the  early  recognition 
of  respiratory  failure  from  the  various  causes,  as 
well  as  the  proper  treatment  of  it,  including  his 
views  on  treacheotomy.  The  author  discusses 
myocarditis,  and  raises  the  question  as  to  whether 
it  is  a complication  or  an  integral  part  of  the  dis- 
ease. 

EDITOR 

The  material  to  be  presented  in  this  paper 
is  based  upon  the  experience  gained  by  treat- 
ing 229  cases  of  acute  poliomyelitis  in  the 
Lincoln  (Nebraska)  General  Hospital  during 
the  19'52-epidemic. 

PAIN  AND  MUSCLE  SPASM 

During  the  early  stages  of  the  disease,  hot 
moist  packs  proved  to  be  more  successful 
than  any  other  single  measure  for  the  relief 
of  muscle  spasm,  and  of  the  pain  accompany- 
ing it.  Since  the  extensor  muscles  were  in- 
volved most  frequently,  the  packs  were  used 
with  the  patient  in  the  prone  position.  In 
conjunction  with  this,  gentle  massage  and 
passive  motion  often  proved  to  be  of  value. 

With  the  addition  of  the  use  of  salicylates 
to  the  above  measures,  pain  was  controlled 
in  a large  percentage  of  the  patients.  For 
those  patients  not  relieved  by  these  methods, 
considerable  relief  was  obtained  by  the  use 
of  parenteral  caffeine,  and  intravenous  alco- 
hol. 

Levine(1)  reported  the  use  of  curare  and 
of  Tolserol  for  the  relief  of  spasm  in  polio- 
myelitis. However,  because  of  their  limited 
use  in  this  epidemic,  no  favorable  report  may 
be  given  in  this  paper.  The  same  applies  to 
the  use  of  Priscoline  which  was  reported  by 
La  Baccetta(2), 

FLUIDS  AND  NUTRITION 

Maintenance  of  proper  nutritional  and  fluid 
balance  becomes  a serious  problem  in  the  bul- 
bar patient  with  paralysis  of  the  muscles  of 
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deglutition.  Dehydration  in  a febrile  patient 
is  an  obvious  hazard.  However,  the  danger 
of  overloading  the  circulation  may  be  just  as 
critical,  particularly  if  hypoxia  is  present,  in 
which  case  the  increased  fluids  can  promote 
pulmonary  and  cerebral  edema. 

Stimson<3>  has  recommended  frequent 
urine  specific  gravity  determinations  with 
an  attempt  to  introduce  sufficient  fluid  to 
keep  this  between  1.025  and  1.030.  In  the 
Nebraska  epidemic  it  was  noted  that  a red 
blood  count  over  5,500,000  indicated  a criti- 
cal degree  of  dehydration. 

In  the  average  adult  patient  between 
2,000  and  3,000  cc.  of  fluids  per  day  were 
usually  required.  If  a 5 percent  glucose  solu- 
tion were  used  it  would  only  supply  between 
400  and  600  calories  per  day,  which  is  inade- 
quate in  a patient  with  the  elevated  meta- 
bolic rate  of  a febrile  condition.  For  this 
reason  Levine(1)  has  recommended  the  use 
of  10  percent  glucose,  or  combinations  of  5 
percent  glucose  with  portein  hydrolysates 
and/or  alcohol.  In  this  manner,  up  to  750 
calories  per  liter  of  fluid  has  been  provided. 

As  previously  reported <4)  serum  protein 
changes  in  this  epidemic  were  similar  to 
those  reported  by  Bower (6).  On  this  basis, 
a total  serum  protein  and  an  A/G  ratio 
should  be  determined  by  the  third  day  of  the 
disease.  Plasma,  or  concentrated  serum  al- 
bumin, should  be  administered  to  those  pa- 
tients in  whom  the  proteins  are  reduced,  or 
the  ratio  altered.  Dosages  from  2 to  5 cc. 
of  plasma  per  pound  of  body  weight  have 
been  used.  The  dosage  of  albumin  is  about 
one  fifth  that  of  plasma.  When  a coexistant 
anemia  was  present,  whole  blood  was  used 
in  place  of  plasma  or  albumin. 

An  alarm-type  reaction  in  poliomyelitis 
was  reported  by  Bower(6).  Because  of  the 
sodium  retention  and  potassium  excretion,  a 
restriction  of  sodium  intake  to  three  grams 
was  recommended.  Levin  (1>  also  found  a 
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hypokalemia  in  poliomyelitis.  In  many  cases 
this  caused  electrocardiographic  changes  be- 
fore alteration  of  the  serum  potassium  level 
could  be  detected. 

Because  of  the  demineralization  that  oc- 
curs with  immobilization  of  the  body,  calcium 
intake  was  restricted  in  an  effort  to  safe- 
guard against  lithiasis  of  the  urinary  tract. 

When  respiratory  embarrassment  was  also 
present,  retention  of  carbon  dioxide  caused 
a respiratory  acidosis.  In  these  cases  the 
carbon  dioxide  combining  power  was  elevat- 
ed and  the  urine  pH  decreased.  Sodium  lac- 
tate was  given  to  help  compensate  for  this 
acidosis. 

Administration  of  fluids  to  patients  in 
mechanical  respirators  proved  to  be  diffi- 
cult, particularly  when  long  term  feeding  was 
required.  In  several  cases  canulization  of  a 
vein  with  polyethylene  tubing  was  invaluable 
for  fluid  administration.  It  was  also  found 
that  water,  electrolytes,  alcohol,  and  a large 
percentage  of  glucose  were  absorbed  when 
administered  by  proctoclysis.  Because  of  the 
reports(7-8)  that  injections  might  cause  local- 
ization of  paralysis,  Stimson(3)  has  advised 
against  the  subcutaneous  and  intramuscular 
routes  of  fluid  administration.  However,  in 
the  cases  in  which  these  methods  were  used 
in  this  epidemic,  no  definite  evidence  of  local- 
ization of  paralysis  could  be  established. 

RESPIRATORY  FAILURE 

In  dealing  with  respiratory  failure  the 
practitioner  often  is  concerned  with  the  anox- 
ic component  to  the  extent  that  hypercapnea 
and  acidosis  are  forgotten.  High  carbon  di- 
oxide concentrations  have  a narcotic  effect 
on  the  body,  and  may  produce  frank  depres- 
sion of  vital  functions. 

Going  back  to  basic  physiology(9),  one  re- 
calls that  anoxia  may  be  one  of  four  types; 
anoxic,  anemic,  stagnant,  and  histotoxic.  All 
but  the  last  were  observed  in  this  epidemic. 
Regardless  of  the  type  of  anoxia,  the  effect 
is  the  same.  Low  oxygen  tension  produces 
increased  capillary  permeability,  pulmonary 
edema,  and  direct  damage  to  the  tissues,  par- 
ticularly the  heart  and  nervous  system. 

In  poliomyelitis  four  mechanisms  have 
been  described' 10 > by  which  anoxia  may  be 
produced.  The  first  was  by  the  peripheral 
involvement  of  the  muscles  of  respiration. 
The  second  mechanism  described  was  by  an 
obstructed  airway  which  was  caused  by  par- 
alysis of  the  muscles  of  deglutition,  paralysis 


of  the  vocal  cords,  or  by  aspiration  of  secre- 
tions. Direct  involvement  of  the  respiratory 
center  by  the  virus  was  listed  third.  The 
final  cause  was  pulmonary  edema  which  pre- 
vented adequate  diffusion  of  gases  between 
the  alveoli  and  the  blood  stream. 

Recognition  of  the  early  signs  of  respira- 
tory failure  is  essential  if  one  is  to  avoid 
any  episodes  of  damaging  hypoxia.  Some 
of  the  signs  noted  in  this  group  include:  rap- 
id shallow  breathing;  use  of  the  accessory 
muscles  of  respiration;  flaring  of  the  nasal 
alae;  assymetry  of  the  chest;  inability  to 
count  beyond  ten ; inability  to  sniff ; inability 
to  expand  the  chest  against  manual  pressure ; 
restlessness;  anxiety;  exhilaration;  disorien- 
tation; flushing;  and  increased  pulse  rate. 

A spirometer  was  diverted  from  use  for 
basal  metabolism  testing  to  use  with  polio- 
myelitis patients  in  the  method  described  by 
Stafford' 11 K Tidal  volume  and  vital  capacity 
studies  were  made  early  in  the  course  of  the 
disease  in  order  to  establish  a standard  for 
the  individual  patient.  Thus,  later  studies 
had  more  meaning. 

Respiratory  failure,  as  followed  by  this 
method,  was  seen  to  follow  the  pattern  de- 
scribed by  Swank' 12).  In  the  first  stage  the 
vital  capacity  was  reduced  to  about  1,000  cc., 
and  the  tidal  volume  was  reduced  to  about 
350  cc.  Next,  rhythmic  variations  in  the 
depth  of  respirations  appeared,  with  an  inter- 
mittant  deep  breath.  In  the  third  stage  of 
respiratory  failure  the  intermittant  deep 
breath  had  disappeared.  The  rhythmic  vari- 
ations disappeared  in  the  fourth  stage,  and 
the  tidal  volume  dropped  to  250  cc.  or  less. 

The  laboratory  produced  other  findings 
indicative  of  respiratory  failure.  A carbon 
dioxide  combining  power  over  60  volumes  per 
cent  indicated  a hypercapnea  and  respiratory 
acidosis.  A continually  dropping  urine  pH 
often  indicated  the  same.  Also,  a blood  chlo- 
ride level  over  550  mg  per  cent  often  meant 
that  asphyxia  was  impending.  Fluoroscopy 
proved  to  be  of  value  in  determining  dia- 
phragmatic movement,  and  also  for  early  de- 
tection of  atelectasis. 

The  treatment  of  respiratory  failure  from 
peripheral  muscle  involvement,  or  from  med- 
ullary center  involvement,  was  similar.  Dur- 
ing the  early  stages  oxygen  therapy  was  in- 
stituted. If  this  was  not  sufficient,  a tank- 
type  respirator  was  used  before  cyanosis  or 
frank  depression  occured.  No  exact  pressure 
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setting's  were  used,  but  the  values  were  in- 
dividualized for  the  patients.  Tidal  volume 
determinations  were  made  at  different  pres- 
sures in  order  to  help  make  a proper  adjust- 
ment. This  therapy  was  very  successful  in 
those  patients  who  had  no  obstruction  of  the 
airway. 

Oxygen  therapy  was  the  first  step  in 
treatment  for  pulmonary  edema.  Again,  if 
this  was  not  successful  a mechanical  respir- 
ator was  used.  However,  the  airway  must 
be  kept  absolutely  clear  in  these  cases.  Any 
obstruction  of  the  airway  accentuated  the 
pulmonary  edema  in  the  respirator  patient. 

In  those  cases  in  which  obstruction  of  the 
airway  was  present,  postural  drainage  was 
used.  The  prone  position  was  preferable  be- 
cause it  advantageously  utilized  the  anterior 
angulation  of  the  upper  respiratory  tract. 
When  these  measures  were  insufficient,  phar- 
yngeal aspiration  was  employed.  In  those 
cases  in  which  a mechanical  respirator  was 
not  needed,  these  measures  were  uniformly 
successful. 

However,  when  cases  with  airway  obstruc- 
tion required  the  use  of  a mechanical  respir- 
ator the  problem  of  keeping  the  airway  clear 
became  much  more  difficult.  In  19  respir- 
ator cases  with  obstruction  of  the  airway, 
oxygen,  postural  drainage,  and  aspiration 
were  relied  upon.  Only  9 of  these  survived. 
All  of  these  9 patients  retained  at  least  par- 
tial ability  to  swallow  their  secretions. 

Five  cases  in  which  conservative  measures 
failed  to  keep  the  airway  clear  after  a respir- 
ator was  used,  received  a tracheotomy.  All 
of  these  died.  In  five  cases  a tracheotomy 
was  performed  prior  to  the  use  of  a respir- 
ator. Two  of  these  survived. 

The  reports  in  the  literature^’ 10- t2_1R) 
on  tracheotomy  show  a wide  variation  of 
opinion.  The  only  indication  for  tracheotomy 
in  which  there  was  universal  agreement,  was 
paralysis  of  the  vocal  cords.  From  the  ex- 
perience in  this  epidemic  it  would  appear  that 
a tracheotomy,  if  anticipated,  should  be  per- 
formed before  placing  a patient  in  a respira- 
tor. In  those  cases  in  which  the  airway  has 
been  a problem,  along  with  medullay  or  peri- 
pheral involvement  of  respiration,  a trache- 
otomy should  be  anticipated. 

MYOCARDITIS 

Myocarditis  was  a frequent  finding  in  this 
epidemic.  This  condition  may  have  contri- 


buted to  many  deaths  formerly  blamed  upon 
pure  respiratory  failure. 

The  treatment  used  in  this  group  was  the 
ordinary  treatment  for  cardiac  decompensa- 
tion. Dramatic  improvement  often  followed 
rapid  digitilization.  Maintenance  doses  of 
digitalis  derivitives  were  used  as  long  as  evi- 
dence of  myocarditis  existed.  In  some  cases 
mercurial  diuretics  were  also  used. 


SUMMARY 

The  treatment  of  poliomyelitis  as  seen  in 
the  Lincoln  General  Hospital  in  1953  has 
been  presented.  Muscle  spasm  and  the  ac- 
companying pain  were  treated  by  prone 
packs,  massage  and  passive  motion,  salicy- 
lates, parenteral  caffeine,  and  intravenous 
alcohol. 

The  minimum  volume  of  fluids  required 
were  administered.  High  caloric  fluids  and 
proteins  were  widely  used.  Sodium  intake 
was  restricted  because  of  sodium  retention 
in  poliomyelitis.  Cannulization  of  veins  was 
often  of  value  for  the  administration  of  the 
necessary  fluids. 

The  mechanisms  of  respiratory  failure 
have  been  discussed  along  with  the  symptoms 
and  signs  by  which  early  respiratory  failure 
was  recognized.  An  attempt  was  made  to 
present  the  treatment  of  respiratory  failure 
by  the  use  of  oxygen,  respirators,  postural 
drainage,  aspiration,  and  tracheotomy. 

Myocarditis,  which  was  seen  frequently, 
was  treated  by  the  use  of  the  digitalis  de- 
rivatives, and  the  mercurial  diuretics. 
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Mesenteric  cysts  are  fairly  rare.  Gross (1), 
who  has  a large  experience  with  congenital 
defects  in  children  at  the  Childrens  Hospital 
in  Boston,  has  reported  only  13  cases  of 
which  five  were  chylous  cysts.  However,  the 
condition  is  encountered  often  enough  so 
that  it  must  be  kept  in  mind  when  attempt- 
ing to  make  a diagnosis  in  a particular  case. 
The  following  case  was  deemed  to  be  of  suf- 
ficient interest  to  report. 

CASE  REPORT 

T.  R.,  a three-year-old  boy,  was  admitted  to  the 
Brooklyn  Hospital,  Brooklyn,  N.  Y.  on  March  16, 
1953,  complaining  of  abdominal  pain.  The  history, 
obtained  from  the  parents,  was  that  for  the  past 
year  he  had  suffered  from  intermittent  colicky  pain 
and  vomiting.  These  episodes  occurred  on  the  av- 
erage of  about  once  a month,  usually  one  or  two 
hours  after  meals.  The  pain  was  periumbilical  in 
location.  It  was  never  severe  enough  to  keep  the 
patient  awake  at  night,  or  to  make  him  want  to 
stay  in  bed.  ‘His  abdomen  had  always  been  some- 
what protuberant,  and  this  feature  usually  became 
more  pronounced  at  the  time  of  one  of  the  attacks. 
He  would  not  eat  when  the  painful  attacks  occurred. 
There  had  been  no  melena  or  vomiting  of  blood,  nor 
was  he  constipated.  There  had  been  no  diarrhea 
or  fever.  He  was  thin,  seemed  afraid  to  eat,  and 
could  not  gain  weight. 

Examination  revealed  a thin,  somewhat  under-de- 
veloped three-year-old  boy,  weighing  30  pounds 
(13.6  Kg.).  The  abdomen  appeared  to  be  larger 
than  normal,  but  it  was  not  distended  or  tense.  No 
tenderness  or  muscle  spasm  could  be  elicited.  No 
masses  could  be  felt.  A fluid  wave  was  thought 
to  be  present.  The  abdomen  was  somewhat  doughy 
in  consistency.  A blood  count  revealed  13.4  grams 
of  hemoglobin,  4,450,000  red  blood  cells,  11,500  white 
blood  cells,  with  62  per  cent  neutrophils,  34  per 
cent  lymphocytes,  3 per  cent  basophils,  and  1 per 
cent  endotheliocytes.  Urinalysis  was  normal.  The 
Mantoux  tuberculin  tests,  using  1-10,000  and  1-1,000 
dillutions,  were  negative.  The  patient  had  no  fever. 

A plain  roentgenogram  of  the  abdomen  showed 
it  to  be  much  larger  than  usual.  The  film  showed 
a homogenous  ground-glass  appearance,  with  scat- 
tered feces  and  gas.  The  impression  of  the  roent- 
genologist was  intraneritoneal  fluid,  possibly  due 
to  tuberculous  peritonitis.  A gastrointestinal  series 
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showed  a markedly  dilated,  upwardly  displaced  loop 
of  jejunum. 

Operation  was  performed  on  March  24,  1953.  The 
preoperative  diagnosis  was:  recurrent  partial  in- 

testinal obstruction,  cause  unknown. 

The  abdomen  was  onened  through  an  upper,  trans- 
verse incision,  transecting  the  right  rectus  com- 
pletely, and  the  left  rectus  partially.  Upon  opening 
the  peritoneum,  a large  cream-colored  structure 
prolapsed  through  the  wound.  This  structure  was 
not  tense,  and  it  had  the  consistence  of  a partially 
filled  rubber  bag.  Closer  inspection  revealed  it  to 
be  a cyst  having  a thin  transparent  wall,  and  con- 
tining  cream-colored  fluid.  This  cyst  arose  from 
the  mesentery  of  the  jejunum  about  one  and  one- 
half  feet  distal  to  the  ligament  of  Treitz.  The 
jejunum  coursed  over  the  surface  of  the  cyst,  con- 
stricting the  mass,  and  causing  it  to  assume  a dumb- 
bell shape.  The  cyst  arose  from  an  area  in  the 
base  of  the  jejunal  mesentery  only  one  and  one- 
half  inches  in  length.  The  jejunum  was  flattened 
over  the  cyst  and  dilated  proximally.  Apparently, 
intermittent  obstruction  of  the  bowel  had  occurred 
due  to  torsion  and  pressure  by  the  cyst.  The  jejunum 
distal  to  the  cyst  was  collapsed. 

Exploration  revealed  no  other  tumors  or  con- 
genital defects  in  the  peritoneal  space. 

Clamps  were  placed  on  the  jejunum  proximally 
and  distally  to  the  cyst,  and  the  bowel  transected. 
By  clamping  and  cutting  the  mesentery,  the  entire 
mass  was  removed  en  bloc  without  entering  it. 
An  end-to-end  anastomosis  of  the  jejunum  was  then 
performed,  using  two  continuous  layers  of  5-0  atrau- 
matic chromic  catgut.  The  defect  in  the  mesentery 
was  repaired,  and  appendicectomy  performed.  The 
abdomen  was  closed  in  layers,  without  drainage, 
and  by  the  use  of  cotton  sutures. 

The  postoperative  course  was  very  smooth.  A 
few  days  after  the  operation  the  patient  began  to 
eat  voraciously,  consuming  large  amounts  of  food. 
He  enjoyed  his  food  greatly,  calling  the  attention 
of  the  nurses  to  his  eating,  and  acting  as  if  he 
had  never  known  what  it  was  to  enjoy  meals.  Since 
then  he  has  increased  rapidly  in  weight  and  has 
been  entirely  asymptomatic. 

The  report  from  the  department  of  pathology  is 
as  follows: 

A segment  of  small  bowel  10  cm.  long.  The 
serosa  is  continuous  with  a large,  dumbbell  shaped 
cyst,  yellow-orange  in  color,  having  a highly  vas- 
cularized surface,  and  measuring  10  x 7 cm.  on  each 
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side  of  the  intestine.  The  external  and  internal  sur- 
faces are  smooth.  The  surface  of  the  cyst  is  con- 
tinuous with  the  peritoneum  of  the  mesentery.  The 
mucosa  of  the  bowel  is  unusual  only  in  the  portion 
overlying  the  cyst,  where  the  normal  folds  are  not 
present. 

The  cyst  contains  a total  of  1,200  c.c.  of  thin, 
milky  fluid.  The  lining  of  the  cyst  consists  of  a 
single  layer  of  flattened  cells.  Smear  preparations 


to  gain  weight  normally,  in  the  case  pre- 
sented. 

The  diagnosis  of  a mesenteric  cyst  may 
be  difficult.  The  serous  cysts  are  frequently 
tensely  filled  and  can  be  outlined  as  distinct 
tumors.  The  partially  filled,  flabby  cysts 
give  an  impression  of  fluid  in  the  abdomen. 


Figure  1 


of  the  fluid  show  occasional  leucocytes  and  num- 
erous foamy  macrophages.  When  stained  with  spe- 
cific dyes,  a large  number  of  fat  globules  are  seen 
to  be  present.  The  fluid  was  sterile. 

COMMENT 

Mesenteric  cysts  are  of  two  types,  those 
containing  serous  fluid,  and  those  containing 
chylous  fluid.  Their  etiology  is  unknown, 
but  it  is  most  likely  a congenital  defect  of 
development  whereby  misplaced  portions  of 
lymphatic  tissue  are  blocked,  so  that  drain- 
age cannot  take  place  into  the  rest  of  the 
lumphatic  system.  Serous  cysts  contain  fluid 
which  apparently  is  secreted  by  the  lining 
epithelium,  whereas  the  chylous  cysts  have 
lymphatic  connections  with  the  intestine  so 
that  the  cyst  gradually  fills  with  chyle.  This 
trapping  of  chyle,  which  is  obtained  from  in- 
gested food  and  which  never  reaches  the  gen- 
eral circulation,  may,  at  least  partially  be  re- 
sponsible for  the  poor  nutrition  and  failure 


A history  of  intermittent  pain,  with  a tumor 
or  fullness  of  the  abdomen,  may  lead  one  to 
suspect  the  diagnosis. 

The  treatment  of  this  condition  is  entirely 
surgical  . Many  of  the  cysts,  particularly  the 
large,  tense,  serous  type,  can  be  shelled  out 
of  the  mesentery  fairly  easily.  In  the  case 
presented,  resection  of  the  adjacent  intestine 
followed  by  anastomosis,  seemed  the  most 
feasible  procedure. 
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Doctor  Stafford  calls  attention  to  a very  important 
facet  of  pediatric  practice— the  recognition  of  pre- 
allergy and  of  allergy  in  infants  and  children.  He 
stresses  the  importance  of  prevention,  of  accurate  di- 
agnosis, and  of  adequate  therapy,  with  the  hope  of 
cure,  but  lacking  this  desirable  result,  the  prevention 
of  future  chronic,  crippling  allergic  conditions,  such 
as  asthma. 

EDITOR 

The  responsibility  of  recognizing  and 
treating  allergic  infants  and  children  rests 
heavily  on  the  shoulders  of  those  physicians 
who  accept  the  medical  management  of 
patients  in  this  age  group.  Thorough  and 
proper  treatment  of  existing  allergic  condi- 
tions in  children  is  less  difficult  than  in 
adults  because  of  their  limited  contacts  with 
allergens,  and  the  results  are  usually  better 
when  active  treatment  is  used.  At  an  early 
age,  when  the  allergic  syndrome  has  just 
started,  we  are  dealing  with  altered  phys- 
iology which  is  entirely  reversible,  and,  in 
addition  to  specific  treatment  of  the  exist- 
ing condition,  it  is  of  the  utmost  importance 
that  additional  sensitivities  be  prevented. 
By  exhibiting  one  allergic  syndrome  the 
patient  has  shown  his  ability  to  become 
sensitized  to  other  allergens  if  he  is  suffi- 
ciently exposed.  Proper  management  of  the 
environment  and  the  diet  can  do  much  to 
prevent  these  exposures  and  to  lessen  the 
chance  of  further  allergic  difficulties  later 
in  life.  Rattner(1)  points  out  that,  since 
50  per  cent  of  the  allergy  seen  in  adults  has 
its  onset  during  childhood,  early  diagnosis 
and  proper  management  should  reduce  the 
incidence  of  asthma  in  the  adult  population. 

Pre-allergic  infants  and  children  should 
be  recognized  if  possible  so  that  measures 
can  be  taken  to  prevent,  or  at  least  delay, 
the  initiation  of  the  first  allergic  sensitivity. 
Allergy  in  the  hereditary  background  of  the 
individual  is  usually  thought  to  be  the  most 
important  factor  in  foretelling  those  patients 
who  are  likely  to  become  allergic.  It  is  also 
generally  thought  that  the  stronger  the 
allergic  background  the  more  likely  the  off- 
spring is  to  suffer  from  allergic  syndromes, 
and  the  earlier  these  syndromes  will  make 
their  appearance.  Clein(2),  reporting  on  100 
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allergic  and  100  non-allergic  children,  from 
birth  to  five  years  of  age,  found  that  71 
per  cent  of  the  allergic  group  had  parents 
who  suffered  from  allergy  while  in  only  12 
per  cent  of  the  control  group  were  the  par- 
ents allergic.  Todd(3)  states  that  the  infant 
has  a 75  per  cent  chance  of  developing  allergy 
when  both  parents  are  allergic.  The  figure 
probably  approaches  50  per  cent  when  only 
one  parent  has  allergy. 

Rattner  and  Silberman(2>  made  an  ex- 
haustive study  of  the  inherited  background 
of  250  allergic  children.  They  found  that 
22.4  per  cent  had  at  least  one  allergic  parent, 
43  per  cent  had  an  allergic  parent  or  grand- 
parent, while  54.4  per  cent  had  an  allergic 
family  history  if  brothers  and  sisters  were 
included.  Three  thousand  random  indivi- 
duals also  were  questioned  in  this  study 
and  it  was  found  that  10  per  cent  had  symp- 
toms of  major  allergy.  In  the  group  of 
allergic  children  it  was  found  that  11.8  per- 
cent of  the  500  parents  were  allergic.  This 
suggests  that  the  incidence  of  allergy  was 
not  significantly  greater  in  the  family  of  the 
allergic  patient  than  in  the  random  popula- 
tion. These  authors  conclude  that  every 
individual  is  capable  of  developing  allergy, 
and  whether  it  is  developed  depends  more 
on  quantitative  than  on  qualitative  factors. 
Recently,  Bowen' 5)  has  made  a careful  study 
of  59  sets  of  identical  twins,  one  or  both  of 
whom  suffered  from  clinical  allergy.  In 
52  of  these  sets  of  twins  only  one  twin  had 
clinical  allergy.  This  report  also  seems  to 
lessen  the  importance  of  heredity  as  well  as 
throw  doubt  on  some  of  the  other  theories 
advanced  to  explain  allergy,  such  as  ma- 
ternal rejection  and  placental  transmission. 

Allergic  diseases  are  most  frequently  seen 
in  the  younger  age  groups  of  the  general 
population  and  are  very  common  in  pediatric 
practice.  In  infants,  many  will  have  devel- 
oped allergy  during  the  first  few  weeks  of 
life.  Rattner' 6),  in  a study  of  250  allergic 
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children,  found  that  50  per  cent  had  symp- 
toms during  the  first  year  of  life.  By  the 
fifth  year  80  per  cent  had  shown  symptoms, 
and  allergy  was  well  established  in  practical- 
ly all  by  the  end  of  the  tenth  year. 

The  first  allergic  manifestation  can  occa- 
sionally be  seen  during  the  newborn  period. 
This  is  a mild  urticaria  and  transient  rash 
which  is  seldom  noticed.  The  so-called  “milk 
rash”  seen  a few  weeks  later  should  also 
serve  to  warn  the  physician  that  he  is  deal- 
ing with  an  allergic  infant.  Colic,  with  or 
without  diarrhea,  can  not  always  be  proved 
to  be  allergic,  but  should  be  suspected  of 
being  so,  and  is  frequently  followed  by  in- 
fantile eczema.  Vomiting,  observed  in  the 
young  infant,  has  the  same  significance  un- 
less it  can  be  proved  to  be  due  to  other 
pathology.  Respiratory  allergies  may  make 
their  appearance  at  any  age,  but  are  usually 
seen  about  the  end  of  the  first  year  when 
the  infant  is  in  more  intimate  contact  with 
inhalant  allergens  such  as  feathers,  rugs, 
upholstered  furniture,  and  house  pets.  Hay 
fever  is  not  ordinarily  seen  until  about  the 
age  of  four  or  five  years,  but  as  the  second 
birthday  approaches  inhalant  allergens  be- 
come more  and  more  important.  Both  foods 
and  inhalant  allergens  are  frequently  asso- 
ciated in  the  production  of  symptoms  at 
this  age. 

Some  allergic  conditions  seen  in  the  in- 
fant and  child  are  difficult  to  evaluate,  and 
special  examinations  such  as  smears  of  the 
nasal  or  rectal  mucous  for  the  predominance 
of  eosinophiles  is  necessary  to  establish  the 
true  nature  of  the  symptoms.  Chronic  colds 
and  allergic  coughs  are  sometimes  puzzling, 
and  occasionally  time  and  frequent  obser- 
vations are  necessary  to  establish  a diagno- 
sis. Too  frequently,  however,  parents  are 
advised  that  the  child  will  “outgrow”  his 
allergy.  Much  valuable  time  may  be  lost, 
therefore,  in  starting  treatment,  and  the 
allergic  condition  is  allowed  to  become  ad- 
vanced before  proper  treatment  and  manage- 
ment are  started.  It  is  true  that  an  occasional 
child  will  recover  from  a specific  sensitivity 
without  treatment,  but  there  is  no  way  to 
tell  which  patient  this  will  be.  All  should 
be  actively  treated  as  soon  as  the  diagnosis 
has  been  made. 

The  determination  of  the  specific  allergens 
to  which  the  patient  is  sensitive  is  some- 
times a difficult  matter,  but  none  the  less 
necessary,  if  he  is  to  be  helped.  This  re- 
quires a considerable  knowledge  of  the  aller- 


gic processes,  and  all  available  facilities 
must  be  used  in  establishing  the  specific 
diagnosis.  Revaluation  of  the  patient’s  sen- 
sitivities must  be  frequently  carried  out  be- 
cause they  are  constantly  changing  in  the 
young  patient.  Unless  allergic  management 
is  completely  effective  new  sensitivities  must 
be  constantly  considered. 

The  history  of  the  symptoms,  under  what 
conditions  they  occur,  following  the  inges- 
tion of  what  foods,  and  the  history  of 
the  individual  attacks,  are  perhaps  the 
most  important  aid  in  the  specific  diagnosis. 
This  is  especially  true  in  infants  and  small 
children  while  their  food  and  environment 
are  more  limited.  However,  further  investi- 
gation is  usually  necessary  to  properly 
handle  the  existing  symptoms  and  perhaps 
more  important  to  help  prevent  further 
sensitivities. 

Skin  testing  with  an  array  of  specific 
allergens  is  usually  necessary  if  most  allergic 
problems  are  to  be  satisfactorily  solved.  The 
skin  of  infants  and  children  over  four 
months  of  age  reacts  equally  as  well  as  that 
of  adults.  Since  it  is  neither  practical  nor 
necessary  to  test  each  patient  with  all  the 
hundreds  of  allergens  that  are  known,  a 
list  must  be  decided  upon.  This  list  should 
contain  those  allergens  with  which  the 
young  patient  is  most  likely  to  come  in  con- 
tact, and  those  known  to  be  the  most  fre- 
quent cause  of  clinical  allergy.  The  follow- 
ing list  has  been  found  by  experience  to  be 
practical  and  sufficiently  broad  for  skin  test- 
ing infants  and  children  in  this  area.  Under 
particular  situations  it  may  be  extended  or 
shortened. 


1. 

Cocklebur 

23. 

Sunflower 

2. 

Alder 

24. 

Goldenrod 

3. 

Horse  dander 

25. 

Potato 

4. 

Birch 

26. 

Tall  ragweed 

5. 

Popular  (cottonwood) 

27. 

Burweed  marshelder 

6. 

Russian  thistle 

28. 

Cedar 

7. 

Oak 

29. 

Cat  hair 

8. 

Hickory 

30. 

Prairie  age 

9. 

Sycamore 

31. 

Beef 

10. 

Orris  root 

32. 

Altemaria 

11. 

June  grass 

33. 

Lamb 

12. 

Orchard  grass 

34. 

Banana 

13. 

Cattle  hair 

35. 

Hormodendron 

14. 

Timothy 

36. 

Carrot 

15. 

Egg  white 

37. 

Chicken 

16. 

English  plantain 

38. 

Codfish 

17. 

Goosefoot 

39. 

Corn 

18. 

Indian  wormwood 

40. 

Rye  grass 

19. 

Burning  bush 

41. 

House  dust 

20. 

Elm 

42. 

Milk 

21. 

Western  waterhemp 

43. 

Oat 

22. 

Pigweed 

44. 

Orange 
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45.  Pea 

46.  Peanut 

47.  Pork 

48.  Western  ragweed 

49.  Rice 

50.  Spinach 

51.  Tomato 

52.  Wheat 

53.  Glue 

54.  Kapok 

55.  Ash 

56.  Pyrethrum 


57.  Silk 

58.  Short  ragweed 

59.  Dog  haii- 

60.  Feathers 

61.  Box  elder 

62.  Rabbit  hair 

63.  Sheep  wool 

64.  Cocoa 

65.  Red  top 

66.  Hog  haii- 

67.  Yeast 

68.  Tobacco 


Scratch,  rather  than  intradermal,  skin 
tests  are  preferred  in  infants  and  children, 
and  they  have  proved  adequate  in  the  majori- 
ty of  cases.  They  are  probably  not  as  ac- 
curate as  the  intradermal  tests,  but  they  are 
safe  and  much  less  painful  for  the  patient. 
The  most  suitable  site  for  testing  children 
old  enough  to  cooperate  is  the  flexural  sur- 
faces of  the  forearms,  but  in  small  infants 
the  back  is  used  as  the  patient  is  more  easily 
restrained  in  the  prone  position.  The  tech- 
nique of  the  actual  testing  is  simple.  The 
area  to  be  tested  is  wiped  with  alcohol  after 
which  the  area  is  numbered.  Small  scari- 
fications are  then  made  on  the  skin  with  a 
tiny  screwdriver,  care  being  taken  that 
blood  is  not  drawn.  A drop  of  glycerine 
solution  of  each  allergen  is  placed  on  the 
individual  scratches  and  observed  for  the 
next  half-hour.  The  tests  are  inspected 
frequently  to  avoid  a violent  reaction.  A 
hypodermic  syringe  and  adrenalin  are  al- 
ways available,  and  are  used  if  there  is  any 
indication  of  a general  reaction.  It  is  usually 
necessary  and  desirable  to  divide  the  tests 
into  two,  three,  or  four  sittings  separated 
by  two  days. 


Each  patient’s  skin  will  react  differently, 
and  no  accurate  guide  to  the  size  of  a signi- 
ficant reaction  can  be  given.  Positive  tests 
must  be  judged  from  the  appearance  of  the 
other  tests.  At  the  same  time  that  the  skin 
tests  are  done  it  is  important  that  the  gen- 
eral health  of  the  patient  be  determined.  A 
complete  blood  count  is  performed  and  the 
sedimentation  rate  is  determined.  Tuber- 
culin tests  are  made  and  the  urine  is  exam- 
ined. An  x-ray  of  the  chest  is  always 
studied  in  cases  of  allergic  cough  and  asth- 
ma. It  must  be  kept  in  mind  that  foreign 
bodies  in  the  lung,  and  mediastinal  tumors, 
can  produce  a clinical  picture  easily  confused 
with  asthma. 

The  results  of  skin  tests  are  not  always 
accurate,  particularly  when  testing  for  food 
sensitivities,  and  a positive  skin  test  may 


indicate  past,  present,  or  future  sensitivity 
to  that  particular  allergen.  Considerable  in- 
terpretation and  experience  are  necessary 
in  evaluation  of  the  results  of  skin  tests.  If 
at  all  possible,  the  sensitivities  should  be 
proven  on  clinical  ground  and  important 
foods  that  are  necessary  for  proper  nutrition 
should  never  be  eliminated  on  the  basis  of 
skin  tests  alone. 

From  the  results  of  the  skin  tests,  signifi- 
cant history  of  the  symptoms,  and  trial 
elimination  diets,  a plan  of  treatment  must 
be  determined.  Some  allergic  problems  can 
be  solved  by  elimination  of  specific  al- 
lergents  from  the  environment  or  the  diet, 
but  this  is  the  exception  because  sensitivi- 
ties are  usually  multiple.  Hyposensitiza- 
tion to  the  offending  allergens  is  usually 
necessary.  This  is  accomplished  by  ordering 
a prescription  containing  those  allergens 
which  cannot  be  easily  eliminated  from  the 
environment,  and  injecting  the  solution  in 
increasing  doses  at  frequent  intervals  until 
the  limit  of  tolerance  is  reached.  Even  small 
children  and  infants  tolerate  adult  doses  of 
allergen  extract  if  the  usual  precautions  are 
taken,  and  reactions  during  the  treatment 
are  rare.  If  they  do  occur,  they  can  be 
very  severe.  Adrenalin  is  always  ready 
when  treatments  are  given,  and  the  patients 
are  required  to  remain  at  the  office  for 
one-half  hour  after  the  injections.  The 
usual  treatment  schedules  furnished  with 
the  solutions  have  been  found  to  be  suitable, 
and  the  pre-seasonal  plan  is  used  in  pollen 
allergy.'  It  is  necessary  to  use  the  perennial 
plan  of  treatment  in  cases  of  house  dust 
and  similar  sensitivities.  When  first  seen 
during  the  season,  hay  fever  patients  benefit 
from  the  co-seasonal  method  of  treatment, 
but  this  method  must  be  used  in  children 
with  extreme  caution.  Cortisone  and  corti- 
cotropin have  been  proved  to  be  effective  in 
allergic  diseases,  but,  since  so  little  is  known 
of  their  side  effects,  their  use  must  be  lim- 
ited to  allergic  emergencies  which  threaten 
life. 

Re-testing  of  children  is  frequently  neces- 
sary as  changes  in  sensitivities  are  not  un- 
common as  the  child  grows  older.  Although 
the  results  of  treatment  and  environmental 
management  are  usually  good,  poor  results 
indicate  some  mistake  in  the  specific  diag- 
nosis, and  re-testing  becomes  necessary. 
The  problem  of  determining  the  time  when 
it  is  safe  to  discontinue  treatment  is  a diffi- 
cult one.  At  this  time  it  is  thought  that 
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a period  of  two  symptomless  years  under 
treatment  indicates  a possible  cure,  but  if 
symptoms  re-occur  the  treatment  must  be 
started  again. 

The  control  of  the  diet  and  environment 
is  deserved  by  all  children  to  help  prevent 
the  initiation  of  sensitivities,  but  this  is 
doubly  so  when  the  patient  is  a known  aller- 
gic or  judged  to  be  pre-allergic  because  of 
a positive  family  history.  Breast  milk  is 
much  to  be  desired  in  infant  feeding,  and 
solid  foods  should  not  be  added  until  they 
are  actually  needed  by  the  infant.  Even 
then,  the  use  of  solids  should  be  carefully 
supervised,  and  the  least  allergenic  foods 
given  first,  with  rapid  rotation  to  avoid 
massive  doses  of  any  one  food.  Contact 
with  pets,  feathers,  and  fuzzy  toys  should 
be  kept  at  a minimum,  and  under  certain 
circumstances  e’iminated  entirely. 

Uncontrolled  allergy  in  the  child  disturbs 
nutrition  and  growth,  and  alters  psychology, 
so  that  many  allergic  children  are  unhappy, 
obstreperous,  and  miserable.  All  these  ab- 
normalities are  quickly  brought  under  con- 


trol as  soon  as  the  patient  is  in  allergic  bal- 
ance. Many  can  be  relieved  entirely  of 
symptoms,  some  cured  so  that  the  allergy 
does  not  return  after  the  cessation  of  treat- 
ment, and  all  can  be  benefited.  Perhaps 
more  important,  most  can  be  saved  from 
becoming  chronic  asthmatic  cripples  in  later 
life. 

SUMMARY 

The  importance  of  recognizing  and 
treating  allergic  infants  and  children  is 
stressed.  In  brief  outline,  the  diagnosis, 
treatment  and  management  has  been  given 
for  the  known  allergic,  and  preventative 
measures  outlined  to  be  used  in  the  pre- 
allergic  infant  and  child. 
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Bronchial  Adenoma  occuring  in  the 

Bronchial  Stump  followinq  Lobectomy 


These  authors  present  the  case  of  a woman  who 
had  the  lower  lobe  of  the  right  lung  removed  in 
1948,  because  of  lipoid  pneumonia.  The  stump  of 
bronchus  was  removed  in  1952,  bcause  of  intractable 
cough  and  recurrent  hemoptysis.  The  stump  was 
found  to  be  the  site  of  a bronchial  adenoma.  This 
case  is  interesting  in  that  it  presents  a rare  combina- 
tion of  pathologic  sequences,  as  well  as  unusual  diag- 
nostic and  therapeutic  procedures. 

EDITOR 

Bronchial  adenoma  probably  accounts  for 
five  to  ten  per  cent  of  all  bronchiogenic  tu- 
mors. Sixty  to  eighty  per  cent  are  discov- 
ered in  women,  and  persons  under  forty-five 
are  frequently  affected.  This  characteristic 
sex  and  age  distribution  is  in  sharp  contrast 
with  that  of  bronchiogenic  carcinoma  which 
occurs  predominately  in  the  male,  and  in 
those  over  forty.  Although  generally  re- 
garded as  a benign  tumor,  the  bronchial 
adenoma  possesses  definite  malignant  poten- 
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tialities.  It  may  infiltrate  and  destroy  con- 
tiguous structures,  and  in  one  case  in  ten 
an  adenoma  may  metastasize  to  the  regional 
lymph  nodes,  and  to  distant  parts  of  the 
body.  Microscopically,  the  vast  majority  of 
bronchial  adenomas  present  a carcinoid  pat- 
tern. It  is  the  rare  cylindromatous  type, 
however,  that  is  more  prone  to  dissemina- 
tion. The  most  common  symptoms  are  cough 
and  hemoptysis.  Cough  is  the  result  of 
bronchial  irritation  by  the  expanding  neo- 
plasm, while  hemoptysis  is  secondary  to  the 
marked  vascularity  of  the  tumor. 

It  is  the  opinion  of  the  authors  that  the 
case  reported  herein  merits  more  than  usual 
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Figure  1.  Preoperative  chest  film  showing  clear  lung  fields 
bilaterally,  and  elevations  of  the  right  leaf  of  the  diaphragm. 


interest  in  that  it  represents  a diagnostic  and 
therapeutic  challenge  rarely  encountered  in 
the  practice  of  thoracic  surgery. 

CASE  REPORT 

A forty-five-year-old  woman  first  entered  the 
clinic  for  examination  on  December  12,  11)52,  be- 
cause of  intractable  cough  and  recurrent  hemop- 
tysis. Interrogation  revealed  that  she  had  been  in 
good  general  health  until  the  fall  of  1947,  when  she 
developed  repeated  upper  respiratory  infections. 
During  that  winter  she  was  hospitalized  twice  for 
pneumonia  which  responded  each  time  to  penicillin 
therapy.  Following  the  second  bout  of  pneumonia, 
hemoptysis  occurred  on  several  occasions.  In  July, 
1948,  the  lower  lobe  of  the  right  lung  was  removed 
(elsewhere)  because  of  a lipoid  pneumonia.  She 
was  then  symptom-free  until  January,  1949,  when 
she  again  experienced  recurrent  episodes  of  upper 
respiratory  infections  accompanied  by  coughing  and 
hemoptysis.  In  December,  1951,  she  entered  anoth- 
er institution  where  repeated  bronchoscopic  biopsies 
yielded  inflammatory  tissue,  and  cytologic  examina- 
tions of  the  sputum  and  bronchial  secretions  were 
consistently  negative  for  malignant  cells.  It  was 
assumed  that  granulations  in  the  bronchial  stump 
were  responsible  for  her  symptoms.  Accordingly, 
it  was  fulgurated  and  the  patient  was  dismissed. 
Recurrent  upper  respiratory  infections,  cough,  and 
hemoptysis  continued,  however,  without  abatement. 
In  fact,  coughing  became  almost  constant,  and,  at 
the  time  of  her  registration  at  the  clinic,  uncon- 
trollable. The  cough  was  unproductive  except  for 
small  amounts  of  fresh  blood  from  time  to  time. 


Figure  2.  Right  lower  lobe  bronchus  containing  a bronchial  Figure  3.  The  bronchus  sectioned  to  show  the  tumor  mass 

adenoma.  within  it. 
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Fignre  4.  Photomicrograph  illustrat-  Figure  5.  Shows  infiltration  of  Figure  6.  Illustrates  infiltration  of 

ing  a locally  infiltrating  carcinoid  bronchial  wall  from  beneath  the  mu-  bronchial  cartilage  by  this  tumor, 

type  of  bronchial  adenoma.  cosa. 


The  general  physical  examination  was  essentially 
negative.  The  hemoglobin  level  was  12.15  grams, 
the  erythrocyte  count,  3,910,000  and  the  white  count, 
8,700.  The  urinalysis  was  negative.  The  chest  film 
revealed  a rather  marked  elevation  of  the  right 
hemidiaphragm,  and  an  absence  of  a long  segment 
of  the  sixth  rib.  The  lung  fields  were  clear. 

An  indeterminate  granular  mass  in  the  stump  of 
the  right  lower  lobe  bronchus  was  visualized  and 
biopsied,  through  the  bronchoscope.  Microscopic 
examination  of  the  biopsied  specimen  revealed  that 
the  lesion  was  a bronchial  adenoma,  carcinoid  type. 

Exploration  of  the  right  pleural  cavity  was  car- 
ried out  in  January,  1952.  The  upper  and  middle 
lobes  were  densely  adherent  to  the  parietal  and 
diaphragmatic  pleura  and  to  the  pericardium.  These 
adhesions  necessitated  painstaking  dissection  to  ac- 
complish mobilization  and  visualization  of  the  bron- 
chial stump.  The  stump  contained  a mass  slightly 
smaller  than  a golf  ball.  It  was  possible,  by  care- 
ful dissection,  to  isolate  the  entire  stump  of  the 
right  lower  lobe  bronchus,  and  to  amputate  it  just 
below  the  orifice  of  the  middle  lobe  bronchus,  well 
above  the  tumor. 

Microscopic  examination  of  the  removed  speci- 
men confirmed  the  pre-operative  biopsy-diagnosis 
of  bronchial  adenoma,  carcinoid  type.  The  tumor 
was  locally  invasive  as  indicated  by  partial  destruc- 
tion of  a portion  of  the  cartilaginous  wall  of  the 
bronchus.  No  lymph  node  involvement  was  en- 
countered. 


diagnostic  measures  are  inconclusive,  the  pa- 
tient should  be  given  the  benefit  of  an  ex- 
ploratory thoracotomy.  The  tumor  in  this 
particular  patient  probably  originated  sub- 
sequent to  her  lobectomy  because  that  pro- 
cedure had  been  done  at  a large  medical  cen- 
ter staffed  by  highly  trained  thoracic  sur- 
geons. 


In  Viewing  the  VA  Medical  Program  . . . 


effects  of 

present  veterans  medical  legislation 


The  patient’s  postoperative  course  was  unevent- 
ful. She  was  dismissed  from  the  hospital  on  her 
twelfth  postoperative  day,  and  has  since  remained 
symptom-free. 

COMMENT 

The  authors  are  unable  to  find  any  similar 
case  report  in  the  literature.  The  possibility 
of  a neoplastic  process  developing  in  the 
bronchial  stump  following  lung  resection 
must  be  kept  in  mind  as  a source  of  persist- 
ent cough  and  of  hemoptysis.  If  the  usual 


It  is  the  belief  of  the  medical  profession  that  it  is 
unsound  to  authorize  free  lifetime  medical  care  for 
veterans  who  suffered  no  mishap  in  uniform,  while 
other  citizens  with  no  military  background  must  pay 
their  own  way.  Although  the  two  men  above  are 
identical,  they  represent  “two  classes  of  citizens" — 
the  veteran  with  no  service-connected  disability  who 
is  granted  medical  care  at  federal  expense,  and  the 
non-veteran  who  must  personally  assume  responsibility 
for  his  medical  care. 
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Medical  Grand  Rounds 

University  of  Nebraska  Hospital 


DR.  DACE  MITCHELL:  G.  R.,  a 15-year- 
old  white  boy,  was  admitted  to  the  Univer- 
sity Hospital  for  the  first  time  on  2-1-54. 
He  stated  he  was  well  until  2 days  previous- 
ly when  he  developed  a sore  throat,  difficulty 
in  swallowing,  chilliness  and  a fever  of  un- 
known degree.  That  same  evening,  he  noticed 
blood  in  the  urine  which  has  persisted.  Past 
history  revealed  no  such  previous  episode, 
nor  any  signs  of  rheumatic  fever,  edema,  St. 
Vitus’  Dance  or  any  serious  illnesses.  As  a 
child,  he  had  had  measles,  chicken  pox,  fre- 
quent sore  throats  and  earaches.  The  last 
previous  episode  of  sore  throat  was  3 years 
ago.  One  year  ago,  he  was  exposed  to  hepa- 
titis but  did  not  develop  the  disease.  A 
urinalysis  at  that  time  was  said  to  have  been 
negative. 

PHYSICAL  EXAMINATION 

The  patient  was  a well  developed,  asthenic 
youngster  who  appeared  slightly  lethargic 
on  admission.  Temperature  99°,  pulse  72, 
regular  and  full;  blood  pressure  118/72. 
The  skin,  showed  good  color  and  turgor  and 
there  were  no  petechiae  or  other  abnormal- 
ities. Examination  of  the  eyes,  ears,  nose 
and  throat,  was  noncontributory  except  for 
enlargement  of  the  tonsils  which  were  sever- 
ly  inflamed  and  covered  with  exudate.  The 
posterior  pharynx  and  uvula  were  also  in- 
flamed. The  lungs  were  clear  to  ausculta- 
tion and  percussion.  The  heart  rate  was  72 
with  sinus  arrhythmia  and  P2  was  greater 
than  A2.  A grade  1 blowing  systolic  mur- 
mur was  heard  best  at  the  apex,  disappear- 
ing with  deep  inspiration  and  change  in 
position.  Liver,  syleen  and  kidneys  were 
not  palpable.  The  extremities  revealed  no 
edema. 

LABORATORY  AND  X-RAY  DATA 

On  admission,  the  urine  was  port  wine  in 
color  with  a specific  gravity  of  1.010,  3 plus 
albumin,  pH  5.5 ; microscopic  analysis  show- 
ed several  red  blood  cell  casts  per  high  pow- 
ered field,  several  coarse  and  fine  granular 
casts,  and  packed  red  and  white  blood  cells. 
Daily  urine  examinations  since  admission 
have  ranged  in  specific  gravity  from  1.008 
to  1.016.  The  gross  hematuria  decreased 
and  now,  2 weeks  later,  only  microscopic 
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hematuria  is  present.  Albumin  has  varied 
from  4 plus  at  admission  to  a trace  at  pre- 
sent. Red  cells  and  white  cells  have  con- 
sistently been  present  microscopically  as 
have  granular  coarse  and  fine  casts.  Hemo- 
globin on  admission  was  14  grams  and  has 
remained  so.  The  white  cell  count  has 
ranged  from  11,900  to  8,900  with  an  essen- 
tially normal  differential  except  on  admis- 
sion, at  which  time  there  was  a left  shift. 
Packed  cell  volume  was  44%,  sedimentation 
rate  28,  NPN  was  41  mg.%  on  admission, 
is  now  48  mg.%.  Intravenous  PSP  showed 
30%  dye  excretion  in  15  minutes.  Fishberg 
concentration  test  revealed  the  highest  con- 
centration to  be  1.013.  Blood  cultures  are 
negative  to  date.  Throat  cultures  revealed 
nonhemolytic  Micrococcus  pygenes,  nonhem- 
olytic streptococcus  and  a gram  negative 
unidentified  bacillus.  Urine  culture  revealed 
diphtheroids,  Micrococcus  pyogenes  and  a 
gram  negative  bacillus.  Chest  x-ray  and  the 
electrocardiogram  were  normal  as  was  an 
intravenous  pyelogram. 

DR.  HARVEY:  (Clinical  Course:)  He 

has  had  an  uneventful  course  in  the  2 weeks 
of  hospitalization.  There  has  been  a gradual 
subsidence  of  the  abnormalities  in  the  urine. 
Careful  search  microscopically,  however, 
shows  casts  and  frequent  red  and  white  cells. 
His  temperature  is  now  normal  and  he  is 
completely  asymptomatic. 

STUDENT:  Is  he  receiving  any  medica- 
tion? 

DR.  HARVEY:  Yes,  he  is  on  600,000 
units  of  penicillin  daily  in  a attempt  to  eradi- 
cate bacteria  in  the  throat  and  urine. 

DR.  LOOMIS:  It  is  unusual  to  have  any 
bacteria  in  the  urine  in  acute  glomerulone- 
phritis but  the  throat  ordinarily  will  culture 
out  hemolytic  streptococci. 

The  patient  is  brought  in: 

DR.  LOOMIS:  (To  Patient)  Have  you 

ever  noted  the  urine  to  be  bloody  before? 

PATIENT:  No,  this  is  the  first  time. 

DR.  LOOMIS:  Or  any  swelling  about  the 
eyes. 
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PATIENT:  No. 


DR.  LEMIRE:  Did  he  have  periorbital 
edema  ? 

DR.  HARVEY:  None. 

DR.  MARGOLIN : Was  any  albumin  in 
the  urine  ever  found  on  a previous  test? 

PATIENT : Nobody  ever  told  me. 

DR.  LOOMIS : Thank  you.  (Patient 

Leaves)  May  we  see  the  films?  As  was 
commented  upon  earlier,  the  radiographs  of 
the  chest  and  the  intravenous  p.velogram 
were  quite  normal.  (X-Rays  Are  Shown) 
However,  we  have  3 chest  films  here  of 
another  patient  (Fig.  1,  2,  3)  in  a similar 
episode  of  acute  glomerulonephritis  who 
showed  a pronounced  pulmonary  edema  and 
cardiac  enlargement  in  a series  of  3 x-rays 
taken  at  frequent  intervals.  The  first  film 
demonstrates  remarkable  congestion  in  the 
hila  of  the  lungs  with  some  enlargement  of 
the  heart.  The  second  film  shows  clearing 
of  the  pulmonary  edema  and  some  diminu- 
tion of  the  size  of  the  heart  and  the  third 
film  shows  complete  subsidence  of  the 
changes  on  bed  rest  and  salt  restriction 
alone.  What  problems  does  our  patient  pre- 
sent to  the  service  today  as  to  diagnosis 
and  therapy? 

DR.  HARVEY : We  have  felt  that  the 
diagnosis  of  acute  glomerulonephritis  was 
the  proper  one  and  that  his  management 
should  be  routine  except  for  the  control  of 
the  infection  in  his  throat  and  in  his  urine. 
We  have  also  wondered  how  long  we  should 
maintain  him  at  bed  rest. 

DR.  LOOMIS:  Is  this  diagnosis  of  acute 
glomerulonephritis  accepted  by  all  of  us  ? 
It  is  noted  that  the  hematuria  followed  the 
sore  throat  by  only  2 days  and  not  2 weeks 
as  is  usually  seen. 

DR.  GRISSOM:  In  my  own  mind,  it  seem- 
ed that  this  could  be  considered  an  exacer- 
bation of  a chronic  nephritis  because,  as 
Seegal(1’2)  reported,  recurrent  attacks  are 
apt  to  require  only  1 to  4 days  before  their 
exacerbation.  However,  streptococci  are  al- 
most always  implicated  in  the  recurrence 
of  chronic  as  well  as  acute  glomerulonephri- 
tis and  I note  that  he  had  no  streptococci. 
Furthermore,  it  is  known  that,  in  acute 
glomerulonephritis,  there  can  be  a relatively 
high  concentration  of  the  urine  and  there 
seems  to  be  some  difficulty  in  his  concen- 
trating the  urine. 


Fig.  1 

H.  L.  April  29,  1953.  Hilar  congestion  indicating  pulmonary 
edema. 


DR.  ANGLE:  What  bothers  me  is  that 
this  patient,  on  a random  sample,  had  a 
specific  gravity  of  1.016  but  yet,  when  the 
Fishberg  concentration  test  was  done,  the 
highest  concentration  achieved  was  1.013. 
Obviously,  this  cannot  be  correct  and  either 


Fig.  2 

H.  L.  five  clays  later,  showing  reduction  of  congestion. 
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Fig.  3 

H.  L.  sixteen  days  later,  showing  normal  pulmonary  fields  and 
reduction  in  heart  size.  (Courtesy  of  Dr.  A.  W.  Skoog-Smith, 
Bishop  Clarkson  Hospital). 

the  determination  of  the  specific  gravity  is 
not  properly  done  or  the  test  isn’t  being 
performed  correctly.  This  is  not  the  first 
instance  of  the  “fishy"  Fishberg  that  we 
have  had.  I think  the  Fishberg  concentra- 
tion in  this  instance  should  be  forgotten. 
There  are  other  concentration  tests  that  we 
might  use  instead  of  the  Fishberg. 

DR.  LOOMIS:  Dr.  McFadden,  you  have 
had  considerable  experience  with  bacterio- 
logical studies  in  glomerulonephritis.  I won- 
der if  you  would  say  something  about  this 
patient’s  status? 

DR.  McFADDEN:  It  has  been  recognized 
for  many  years  that  acute  glomerulonephri- 
tis sometimes  follows  hemolytic  streptococcal 
infections.  The  streptococci  as  a group  in- 
clude a large  variety  of  species  and  types; 
those  that  are  pathogenic  for  man  belong 
mainly  in  the  serologic  Group  A hemolytic 
variety,  which  includes  about  40  subtypes. 
The  viridans  streptococci,  enterococci  and 
the  milk-souring  streptococci  are  not  impli- 
cated as  causes  of  this  disease.  In  group  A, 
hemolytic  streptococci,  types  12  and  4 seem 
to  have  an  increased  capacity  to  produce 
glomerulonephritis  in  humans.  It  was  Ram- 
melkamp(3> 4)  who  first  showed  this  conclu- 
sively. It  is  probable  that  the  productive 
mechanism  for  glomerulonephritis  repre- 


sents an  antign-antibody  response  at  tissue 
level  and  it  may  be,  as  in  experimental 
“Cavelti  nephritis” (5),  that  autoantibodies 
are  produced  for  the  kidney  tissue  itself. 

STUDENT : Gamma  globulin  has  been 
known  to  produce  lesions  simulating  acute 
glomerulonephritis  in  the  experimental  ani- 
mal. Have  any  such  glomerulonephritis 
cases  appeared  in  humans  following  gamma 
globulin  innoculation  for  poliomyelitis? 

DR.  McFADDEN : Gamma  globulin  is 
thought  to  produce  lesions  in  animals  but 
this  has  never  been  clinically  demonstrated 
in  humans  so  far  as  I am  aware. 

DR.  LOOMIS:  Dr.  Lemire,  do  you  have 
some  work  that  you  have  done  on  glomerulo- 
nephritis here  at  hand? 

DR.  LEMIRE:  At  the  Veterans  Hospital 
in  Omaha,  Dr.  Walsh? 6)  recently  summarized 
the  supposed  mechanism  of  the  antigen  anti- 
body relations  producing  glomerulonephritis. 
In  this,  he  postulated  that  the  streptococcus 
acted  as  a haptene  and  that  this  haptene, 
combining  with  kidney  protein  and  in  the 
presence  of  complement,  produced  acute 
glomerulonephritis.  There  has  been  some 
work  reported  to  show,  particularly  in  the 
English  literature* 7),  that  the  level  of  com- 
plement could  be  used  as  a prognostic  guide 
in  acute  glomerulonephritis.  We  have  also 
summarized  the  results  of  Addis’ <8)  Clinic 
work  in  which  he  showed  that,  while  a large 
percentage  of  acute  glomerulonephritis  heal- 
ed, 48  per  cent,  about  half  of  his  patients, 
died.  ' 

DR.  GRISSOM:  I think  it  might  be  said 
that  Addis’  Clinic  group  was  a selectively 
poor  group.  In  general,  I believe  the  figures 
are  more  nearly  this,  that  90  per  cent  of 
acute  glomerulonephritis  in  children  heal, 
whereas  in  adults  this  ratio  drops  down  into 
the  neighborhood  of  60  per  cent(1). 

DR.  LOOMIS:  It  certainly  is  true  that 
the  prognosis  is  better  in  younger  people, 
and  I would  agree  with  a good  prognosis  in 
this  boy’s  case. 

DR.  LEMIRE:  I notice  that  he  does  not 
show  any  edema.  Is  it  not  generally  true 
that  the  edema  fluid  that  appears  in  acute 
glomerulonephritis  does  not  differ  from 
edema  of  any  other  cause  as  in  congestive 
failure?  There  apparently  is  a renal  mech- 
anism associated  with  congestive  failure  in 
which  salt  may  be  somehow  retained.  It  is 
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possible  that  many  of  these  patients  with 
acute  glomerulonephritis  actually  suffer 
from  congestive  heart  failure. 

DR.  LOOMIS:  It  was  formerly  thought 
that  edema  was  due  to  widespread  capillary 
damage  but,  to  my  knowledge,  this  is  not 
held  very  much  any  more.  Many  cases  of 
acute  glomerulonephritis  show  some  hyper- 
tension and  about  10%  show  myocardial 
changes  by  electrocardiogram.  The  factors 
of  salt  and  water  retention  and  hypervolemia 
probably  play  a part  in  the  edema  and  so- 
called  heart  failure  in  these  cases  also.  What 
are  we  going  to  recommend  for  a diet  for 
this  boy? 

DR.  ROOCK:  I recall  that  Addis (7)  recom- 
mended a relatively  low  protein  diet  of  0.5 
gram  per  kilo  of  weight  for  adults  and,  per- 
haps for  a child,  1 gram  per  kilo.  He  was 
one  of  the  proponents  of  a low  protein  diet 
throughout  all  stages  of  glomerulonephritis. 

DR.  McFADDEN : In  rats,  it  can  be  shown 
experimentally  that  a high  protein  diet  will 
increase  the  severity  of  the  disease  as,  for 
example,  in  the  “Masugi  tvpe  of  nephri- 
tis*9)”. 

DR.  LOOMIS:  When  there  is  a large 

amount  of  protein  being  lost  in  the  urine 
or  high  fever  or  other  evidence  of  increased 
metabolism,  we  should  not  reduce  the  build- 
ing blocks  of  protein  too  much.  However,  in 
this  patient  there  does  seem  to  be  some 
reason  to  reduce  the  load  of  the  kidney  in 
acute  nephritis  and  his  diet  ought  to  be 
relatively  low  in  protein  and  high  in  carbo- 
hydrate in  order  to  spare  his  own  tissue 
protein.  What  should  we  do  about  his  sodium 
intake  ? 

DR.  HARVEY : I believe  that  sodium 

should  be  restricted  in  anyone  who  has 
edema  or  who  seems  likely  to  develop  edema. 
As  for  his  intake  of  fluid,  in  general,  one 
is  safe  to  allow  1000  cc.  plus  the  amount 
of  his  urinary  output.  If  the  patient  shows 
oliguria,  then  it  seems  his  fluid  should  be 
restricted. 

DR.  LOOMIS:  If  there  is  inflammatory 
swelling  in  the  Bowman’s  capsule,  it  is  ob- 
vious that  the  patient  cannot  put  out  urine 
because  of  the  mechanical  blockage  and  J 
would  agree  fluids  should  be  restricted. 
However,  there  isn’t  as  much  danger  from 
hyperpotassemia  as  there  is  in  chronic  ne- 
phritis with  uremia.  So  long  as  he  has  no 
edema,  I don’t  see  any  great  value  to  restrict 


either  sodium  or  fluids.  I believe  that  this 
patient  has  been  allowed  fluids  as  he  wished 
them.  What  have  we  done  about  bed  rest 
in  this  patient? 

DR.  HARVEY : We  have  recognized  that 
the  upright  position  causes  a diminution  of 
renal  function  as  measured  by  renal  function 
tests* 10 ) and  there  is  often  increased  num- 
ber of  red  cells  and  albuminuria  in  the  pa- 
tient who  ambulates  early.  However,  for 
psychological  reasons,  we  aren’t  planning  to 
keep  this  boy  at  bed  rest  too  long,  and  when 
the  acute  stage  has  subsided  we  thought  we 
would  get  him  up.  The  whole  question  comes, 
how  do  we  know  when  the  acute  stage  is 
past  ? 

DR.  PEPPER : In  my  own  experience,  the 
output  of  albumin  has  served  as  the  best 
index.  When  the  albumin  is  less  than  1 
gram  per  cent  per  day,  I am  willing  to  let 
the  patient  up  gradually. 

DR.  PRATT : Would  it  not  be  a reasonable 
course,  just  as  in  the  rheumatic  fever  pa- 
tient, that  so  long  as  he  is  showing  improve- 
ment at  bed  rest  to  keep  him  in  bed? 

DIt.  ANGLE:  One  should  get  help  from 
following  the  white  count  and  sedimentation 
rate.  I don’t  know  that  we  could  get  much 
help  from  doing  antistrystolysin  titers  in 
gauging  when  to  get  him  up. 

DR.  McFADDEN : Streptococcal  toxins 

and  enzymes  produce  a number  of  circulat- 
ing antibodies  which  can  be  measured.  In- 
deed, antigen  could  be  prepared  from  the 
type,  12  hemolytic  streptococcus  and  search 
made  for  these  antibodies  in  patient’s  serum. 
However,  any  of  these  antibody  titers  reach 
a maximum  some  time  after  exposure  and 
are  maintained  for  considerable  time;  these 
are  not  believed  to  correlate  with  how  long 
this  patient  should  be  kept  at  bed  rest. 

DR.  HARVEY : He  has  had  considerable 
subsidence  of  his  hematuria  and  albumin- 
uria and  we  have  begun  to  allow  him  bath- 
room privileges. 

DR:  LOOMIS:  At  this  vantage  point,  it 
would  seem  that  you  are  carrying  him  along 
safely  and  sanely.  Our  patient  lies  midway 
between  childhood  and  adulthood.  Would  our 
treatment  be  any  more  conservative  for 
adults  than  it  would  be  for  younger  patients  ? 

DR.  PRATT:  In  adults,  I would  be  more 
apt  to  restrict  potassium  in  his  diet.  Except 
for  the  poorer  prognosis  in  the  adult,  the 
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management  however  would  be  very  much 
the  same. 

DR.  HARVEY : Does  giving  antibiotic  on 
the  very  first  day  of  streptococcal  infection 
decrease  the  incidence  of  glomerulonephri- 
tis? 

DR.  McFADDEN : It  used  to  be  consider- 
ed that  acute  glomerulonephritis  set  up  im- 
mune mechanisms  that  rather  protected  the 
kidney  from  subsequent  streptococcal  infec- 
tions. However,  we  are  not  at  all  sure  of 
this  at  present.  Before  the  days  of  penicillin, 
patients  were  observed  who  would  get  over 
their  acute  glomerulonephritis  while  still 
having  streptococci  in  their  throats.  I am 
not  sure  that  correcting  the  infection  that 
this  boy  ihas  will  make  any  difference  as  far 
as  his  glomerulonephritis  is  concerned  but 
I see  no  contra-indication  to  doing  so,  and, 
since  the  infection  is  not  helping  him,  I am 
in  favor  of  correcting  it,  as  you  have  done. 

DR.  PRATT : Isn’t  it  true  that  the  sooner 
you  treat  a patient  with  a streptococcal  in- 
fection, the  less  his  rise  in  antistreptolysin 
titer  ? 

DR.  McFADDEN:  Yes,  that  is  true(9). 

SUMMARY 

DR.  LOOMIS:  Acute  glomerulonephritis 
is  essentially  a disease  occurring  in  a kind 
of  epidemic  cycle.  We  have  not  observed 
a great  frequency  of  streptococcal  glomeru- 
lonephritis in  this  area  in  recent  years,  such 
as  has  been  noted  in  past  years.  In  the 
literature,  recorded  incidence  has  varied 
from  less  than  1%  to  greater  than  12% 
of  streptococcal  infections.  During  war 
years,  large  glomerulonephritis  epidemics 
have  been  experienced.  In  civilian  practice, 
however,  the  great  majority  of  patients  who 
are  recognized  as  suffering  from  acute 
glomerulonephritis  are  young,  three-fourths 
of  them  as  shown  by  Seegal(2)  to  be  under 
21  years  of  age.  There  is  a latent  period  of 
10  to  14  days  in  the  usual  case  of  acute 
glomerulonephritis  but  it  has  been  amply 
demonstrated  that  most  cases  of  exacerba- 
tion have  much  shorter  incubation  periods. 
In  either  instance,  it  probably  results  from 
antigen-antibody  reaction  in  which  Group  A 
hemolytic  streptococci,  especially  type  12, 
play  a part.  This  reaction  becomes  manifest 
by  hematuria,  which  is  so  characteristic  that 
it  can  be  recognized,  and  is  diagnostic  of 
the  disease  on  sight.  No  other  condition  in 


my  memory  produces  this  peculiar  smoky 
color  of  the  urine  due  to  the  combination 
of  albuminuria  and  hematuria.  Accompany- 
ing the  disease,  there  is  often  a mild  hy- 
pertension, which  our  patient  did  not  show, 
and  edema,  especially  about  the  eyes.  Ex- 
amination of  the  urine  will  show  free  red 
cells  and  red  cell  casts  with  albumin  and  a 
relatively  high  specific  gravity.  In  most 
instances,  the  urine  is  sterile  but  it  may 
contain  bacteria  as  this  boy’s  did.  Where 
these  bacteria  came  from  at  the  present 
time  we  have  no  idea.  The  management m) 
is  simply  to  allow  the  kidney  to  rest  physio- 
logically, which  involves  prolonged  bed  rest 
to  insure  its  best  function,  and  reduction  of 
the  load  of  protein  which  it  is  called  upon 
to  excrete.  If  there  is  infection,  of  course, 
it  should  be  eliminated.  The  prognosis  in 
acute  glomerulonephritis  for  the  first  attack 
is,  in  the  overwhelming  number  of  instances, 
favorable,  but,  in  an  exacerbation,  as  this 
case  may  be,  in  which  there  is  already  a 
chronic  process,  the  eventual  outlook  must 
be  guarded.  It  would  certainly  be  a great 
advantage  to  insure  that  this  boy  does  not 
become  infected  with  type  12  or  type  4 
streptococci  in  the  future,  and  perhaps  anti- 
biotic prophylaxis  is  indicated  here  just  as 
it  is  in  rheumatic  fever. 
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Dermatologic  Views 

of  Anorectal  Pruritis 


What  appear  to  be  conflicting  views  on 
anogenital  pruritus  are  held  by  various  phy- 
sicians in  different  specialties  of  medicine. 
Part  of  this  confusion  results  from  different 
usage  of  words,  and  part  is  due  to  difference 
in  eruptions,  with  patients  who  have  certain 
types  of  involvement  choosing  physicians 
practicing  in  different  fields.  Pruritus  alone 
is  rarely  seen  without  an  eruption:  excoria- 

tion, lichenification,  eczematization,  infec- 
tion, or  dermatitis  resulting  from  treatment. 
To  most  physicians  the  use  of  the  diagnostic 
title  pruritus  vulvae  (or  ani  or  scroti)  is 
expanded  to  include  complications.  Some, 
but  rarely  dermatologists,  will  include  ex- 
amples of  dermatologic  entities  such  as 
dermatomycosis  or  psoriasis  if  itching  is  the 
major  complaint  and  the  eruption  is  evident 
chiefly  or  only  in  the  anogenital  region. 
When  vaginal  discharge  is  the  first  or  most 
evident  symptom,  a patient  may  choose  to 
consult  a gynecologist;  anal  symptoms  lead 
patients  to  proctologists;  and  dermatitis 
brings  them  to  the  dermatologist.  Thus, 
physicians  in  various  fields  hold  to  belief 
in,  and  write  about,  different  etiologic  mech- 
anisms. My  statements  are  based  on  review 
of  a consecutive  series  of  112  patients  seen 
in  private  dermatologic  practice(1).  In  this 
series  there  was  only  one  patient  with  itch- 
ing but  no  eruption ; she  was  a psychotic  in- 
dividual. 

The  observed  eruptions  can  be  placed  in 
four  classes: 

1.  Rather  acutely  inflamed  and  swollen  diffuse 
or  papular  eruptions,  often  associated  with  oozing, 
and  occasionally  with  pustulation  or  crusting.  These 
eruptions  tend  to  be  associated  with  vaginitis  and 
discharge. 

2.  Eczematization  in  the  broad  sense  of  that  word 
as  it  is  applied  to  eruptions  in  other  areas. 

3.  Circumscribed  plaques  of  lichenification:  lo- 

calized neurodermatitis,  lichen  chronicus  simplex. 

4.  Complicating  dermatitis,  masking  dermatomy- 
cosis or  psoriasis,  and  making  them  unrecognizable 
until  after  a favorable  response  to  preliminary 
symptomatic  therapy;  or  contact  drematitis. 

As  is  well  known,  the  course  of  the  erup- 
tion varies  within  wide  limits,  depending 
greatly  upon  the  cause  or  causes,  and  upon 

*Read  before  Omaha  Mid-West  Clinical  Society  October,  1952. 
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the  type  of  eruption  present.  About  one 
third  of  the  patients,  chiefly  those  in  group 
(1),  presented  eruptions  having  an  acute 
course  or  recurrent  acute  exacerbations,  and 
in  two  thirds  of  the  patients  the  course  was 
chronic,  particularly  in  group  (3)  where  fac- 
tors of  psychologic  importance  were  likely 
to  be  evident. 

The  management  of  vulvar  pruritus  can- 
not be  considered  without  reviewing  the 
etiologic  factors.  Vaginitis  was  present  in 
at  least  40  per  cent  of  this  group  of  patients 
though  not  always  easily  demonstrable. 
Usually  due  to  moniliasis  or  trichomonad  in- 
fection, it  occasionally  resulted  from  other 
causes,  or  the  discharge  was  associated  with 
cervicitis,  urethritis  or  anal  pathology.  The 
treatment  of  these  conditions  is  outside  of 
usual  dermatologic  practice  and  will  not  be 
discussed  here. 

Cutaneous  infection  was  usually  super- 
ficial. When  bacterial,  it  tended  to  be  a 
complication  of  the  dermatitis,  and  a cause 
of  persistence  or  spreading  rather  than  a 
primary  etiologic  factor.  Mycotic  infection 
of  the  skin  is  often  associated  with  monilial 
vaginitis  and  does  not  remain  controlled  by 
topical  therapy  unless  the  internal  focus  is 
successfully  treated.  Trichophyton  infec- 
tions occur  either  primarily,  or  as  accompan- 
iments of  interdigital  infection  of  the  feet. 
Anogenital  infections  may  also  extend  from 
the  anus  following  systemic  antibiotic 
therapy  which  has  changed  the  intestinal 
flora.  Most  of  the  dermatomycotic  infec- 
tions in  this  area  disappear  on  persistent 
treatment  with  the  unsaturated  fatty  acids 
and  their  salts  (as  contained  in  Desenex, 
Timofax,  Sopronol  or  Naprylate  ointment), 
but  older  therapeutic  modalities  can  be  useful 
and  even  necessary.  Sometimes  the  mycotic 
infection  is  superimposed  on  other  dermatitis 
and  a difficult  therapeutic  problem  remains 
even  after  the  fungi  have  been  eliminated. 

Not  infrequently  one  sees  anogenital 
dermatitis  result  from  the  application  of  ir- 
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ritating  or  sensitizing  agents,  usually  as  a 
complication  of  treatment,  whether  directed 
by  self,  a drug  clerk,  or  a physician.  Most 
often  at  fault,  and  therefore  to  be  avoided, 
are  the  various  antiseptic  agents,  especially 
the  antibiotic  ointments,  and  the  anesthetics, 
including  particuarly  those  of  the  “ — caine” 
group.  Occasional  causes  are  contraceptive 
agents,  hygienic  pads,  deodorants,  toilet  wa- 
ters and  similar  perfumed  applications,  and 
even  the  poison  ivy  plant  after  injudicious 
application  or  exposure.  The  treatment  of 
these  eruptions  is  like  that  of  contact  derma- 
titis in  other  areas,  including,  of  course,  the 
identification  and  removal  of  the  cause. 

Diabetes,  or  suggestive  evidence  of  that 
disease,  was  recognized  in  15  per  cent  of  this 
series,  but  was  undoubtedly  present,  but  un- 
recognized in  other  patients  due  to  inad- 
equate study  because  the  initial  urine  speci- 
men was  without  sugar.  Cases  with  the 
clinical  picture  of  group  (1),  above,  are  par- 
ticularly likely  to  have  such  systemic  dis- 
turbance. In  association  with  disturbed 
glucose  metabolism  one  often  notes  mondial 
or  bacterial  infection.  When  pruritus  is  non- 
responsive  to  external  therapy,  or  recurs 
without  evident  cause,  the  blood  should  be 
studied,  as  it  should,  also,  in  resistant  cases 
having  any  type  of  eruption. 

Endocrine  disturbance  other  than  diabetes 
has  probably  been  overemphasized  in  vulvar 
pruritus,  but  is  a likely  possibility  when  the 
eruption  is  limited  to  the  vulvar  region,  not 
involving  the  perianal  or  perigenital  skin. 
Estrogenic  deficiency  is  often  suspected,  but 
neither  topical  nor  systemic  estrogenic  ther- 
apy is  very  dependable.  Normal  menstrua- 
tion was  observed  in  only  25  per  cent  of  the 
group;  however,  an  association  with  ab- 
normal menses  or  with  the  menopause  would 
not  necessarily  indicate  a significant  rela- 
tionship. Sometimes  systemic  endocrine  ther- 
apy is  indirectly  helpful  by  relieving  tensions 
and  resulting  in  greater  relaxation  and  rest. 

An  association  with  a personal  or  familial 
history  of  atopic  sensitivity  was  particularly 
evident  in  those  patients  in  groups  (2)  and 
(3).  Elimination  diets,  whether  with  or 
without  “skin  tests,”  and  desensitization 
attempts  have  not  given  impressive  results. 
In  fact,  the  significance  of  “atopic”  derma- 
titis is  vague,  and  in  some  way  it  relates  it- 
self with  the  psychologic  and  emotional  prob- 
lems so  often  seen  in  such  patients.  Many 
regard  pruritus  vulvae  as  a conversion  syn- 


drome, or  psychoneurosis,  but  there  is  no 
general  agreement.  As  I have  stated  pre- 
viously: No  one  doubts  the  frequent  asso- 

ciation of  tension  and  pruritus,  but  views 
differ  as  to  their  sequence.  No  doubt,  ten- 
sion often  follows  chronic  vulvar  pruritus 
and  influences  the  general  and  sexual  be- 
havior of  the  patient.  There  now  seems  to 
be  a general  consensus  that  psychological 
factors  also  influence  the  course  of  the  erup- 
tion. In  recent  experiments  there  also  is 
evidence  that  psychic  tension  can  initiate 
itching  and  modify  physiologic  processes, 
such  as  sweat  and  oil  gland  function,  and 
vasomotor  phenomena  that  relate  to  edema. 
It  seems  probable  that  the  emotional  state 
of  the  patient  may  cause  some  or  all  of  the 
symptoms  in  many  patients (1  >.  Numerous 
observers  comment  on  psychic  relationships 
involving  the  sexual  sphere,  such  as  marital 
discord  or  frigidity,  while  others  regard  the 
scratching  habit  as  an  analogue  of  mastur- 
bation ; and  still  others  regard  it  as  attempt- 
ed self  mutilation  in  reproach  for  real  or  im- 
agined guilt  following  sexual  desires  or  acts. 
It  is  conceivable  that  pruritus  valvae  may 
occur  in  atopic  women  as  a substitute  for 
overt  sexual  activity. 

ANAL  PRURITUS 

It  is  difficult  to  judge  the  relative  inci- 
dence of  anal  and  vulvar  pruritus,  the  com- 
bination occurring  frequently;  among  the 
patients  with  vulvar  pruritus,  only  40  per 
cent  were  without  anal  involvement.  An  ad- 
ditional 30  per  cent  had  vulvar  involvement 
followed  by  extension  posteriorly,  while  in 
1 5 per  cent  the  reverse  was  true.  In  another 
15  per  cent  the  patient  was  uncertain  as  to 
which  area  was  first  involved. 

The  problem  of  anal  pruritus  can  be  con- 
sidered in  a parallel  manner  to  that  of  vulvar 
pruritus.  The  disease  is  encountered  in  dif- 
ferent forms  in  the  offices  of  proctologists, 
gynecologists  and  dermatologists.  The  clin- 
ical picture  is  variable  and  may  be  confused 
with,  or  masked  by,  other  dermatoses,  or  by 
anal  pathologic  change.  This  disease  is  im- 
portant to  the  general  practitioner  because 
it  frequently  is  chronic  and  resists  treat- 
ment. Numerous  causes  are  suspected  or 
found,  and  they  differ  in  relation  to  the 
course  and  appearance  of  the  eruption.  The 
relation  to  atopy  and  eczematous  processes 
is  similar  to  that  of  pruritus  vulvae.  Not 
often  can  it  be  related  with  specific  allergic 
contacts  or  ingested  foods,  but  many  of  these 
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patients  are  atopic  persons.  Endocrine  fac- 
tors seem  unimportant  except,  perhaps,  when 
the  anal  pruritus  is  associated  with  pruritus 
vulvae. 

There  is  also  a relation  between  anal 
pruritus  and  overt  or  latent  diabetes,  but 
changes  in  bacterial  flora  seem  not  to  be 
the  only  cause  for  this  association.  The  in- 
testinal flora  and  changes  in  pH  should  be 
given  much  more  study,  not  only  relative  to 
diabetes  and  to  antibiotic  therapy,  but  also 
in  unexplained  examples  of  anal  pruritus. 
Other  colonic  or  rectal  changes  include  an 
occasional  association  with  distant  rectal 
disease,  abnormal  stools,  leakage  of  mineral 
oil,  or  infestation  with  pinworms.  Certain- 
ly, other  anal  disease  is  often  associated  with 
anal  pruritus,  especially  as  when  a fissure 
or  fistula  provides  discharge  to  irritate  the 
perianal  skin.  Generally  speaking,  however, 
there  is  wide  variance  in  opinions  of  derma- 
tologists, and  some  proctologists,  relative  to 
the  etiologic  importance  of  “membranes,”  ex- 
ternal tags  or  hemorrhoids. 

The  significance  of  psychic  factors  is  also 
subject  to  differences  of  opinion.  Generally, 
psychiatrists  regard  anal  pruritus  as  a re- 
action to  conflicts  significant  of  latent  homo- 
sexuality as  well  as  other  intrinsic  personal- 
ity conflicts. 

SCROTAL  PRURITUS 

Scrotal  pruritus  is  much  less  common,  but 
also  deserves  mention.  Only  occasionally  is 
it  the  result  of,  or  associated  with,  derma- 
tomycosis  of  the  thighs.  Often  it  is  asso- 
ciated with  anal  pruritus,  and  it,  too,  prob- 
ably has  strongly  sexual  psychologic  impli- 
cations. 

TREATMENT 

Some  therapeutic  suggestions  were  made 
in  discussing  etiologic  factors,  and  it  was 
pointed  out  that  only  occasionally  can  one 
depend  on  treating  a single  cause.  Multiple 
factors  usually  contribute  to  causation  or 
continuance  of  these  eruptions.  Results  de- 
pend upon  clinical  judgment  and  experience, 
both  generally  and  relative  to  choice  of 
topical  applications.  Recognition  of  mycotic 
infection  indicates  need  for  fungicidal  ther- 
apy, and  one  need  not  fear  irritation  from 
use  of  the  agents  previously  mentioned.  Of 
the  antibiotic  agents  directed  against  bac- 
terial infection  perhaps  the  most  effective 
and  safest,  dermatologically  speaking,  is 
bacitracin,  with  neomycin  second,  used  in 


ointment,  alone  or  in  combination.  Vioform 
is  a useful  antiseptic  with  some  influence  on 
both  bacteria  and  fungi,  and  sufficiently  un- 
pleasant so  that  the  patient  tries  to  avoid 
scratching  or  handling  the  treated  areas. 

In  anogenital  pruritus  the  most  frequent 
need  is  for  soothing  applications,  and  the 
first  rule  is  avoidance  of  drugs  which  are 
likely  to  cause  harm.  Truly  safe  and  ef- 
fective antipruritic  agents  are  few,  Quotane 
Ointment  seeming  to  be  reasonably  satisfac- 
tory in  a majority  of  cases.  Phenol  is  fairly 
effective  in  concentrations  around  one  per 
cent,  and  menthol  and  camphor  are  occasion- 
ally useful,  whether  their  action  is  soothing 
or  mildly  counterirritant.  Again,  the 
“ — caines”  are  to  be  avoided  if  one  wishes 
safety  from  unpleasant  reactions.  Most  of 
the  topically  applied  antihistaminic  agents 
have  not  proved  helpful  and  some  of  them 
carry  a high  risk  of  leading  to  unpleasant 
reaction.  There  is  no  time  for  detailed  dis- 
cussion of  other  soothing  treatment  to  be 
based  on  good  general  dermatologic  princi- 
ples of  topical  therapy,  and  including  phys- 
ical and  mental  rest  by  sedation,  bed,  hos- 
pitalization, or  other  changes  in  environ- 
ment. Superficial  psychotherapy  may  be 
helpful  when  based  on  a good  patient-physi- 
cian relationship  of  the  type  possible  more 
often  in  general  than  in  specialized  practice. 
Some  tension  may  be  relieved  by  pointing 
out  the  absence  of  any  relationship  with  can- 
cer of  the  genital  tract — if  one  is  certain  of 
the  diagnosis  and  can  completely  exclude  the 
possibility  of  kraurosis  vulvae. 

More  stimulating  topical  therapy  may 
prove  useful  if  the  eruption  persists  after 
subsidence  of  acute  inflammatory  signs.  For 
this  purpose  one  may  include  5 to  10  per  cent 
icthammol  or  0.5  to  3 per  cent  crude  coal 
tar  in  a zinc  paste  base,  after  all  infection 
has  been  controlled.  Superficial  roentgen 
therapy  is  useful  in  many  instances,  and  the 
operator  must  be  adequately  trained  in  radio- 
therapy and  know  its  indications,  limita- 
tions and  dangers. 

In  my  experience,  not  much  help  has  been 
obtained  by  surgical  methods  such  as  injec- 
tion of  alcohol  or  anesthetics,  cutaneous  ex- 
cision, or  neurosurgery;  in  anal  pruritus 
one  properly  advises  the  repair  of  anal  path- 
ology with  some  slight  hope,  blit  without 
much  promise  of  relief  from  the  cutaneous 
disease. 

(Continued  on  Page  224) 
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The  time  has  passed  when  our  medical 
profession  could  hold  its  own  solely  by  giv- 
ing good  medical  care.  The  people  are  look- 
ing to  the  medical  profession  today  for  in- 
formation about  their  health  and  disease  pre- 
vention. They  are  seeking  education  on 
health  matters.  Therefore  our  lay  educa- 
tional program  must  be  widespread  and  of 
high  quality  if  we  are  to  maintain  the  posi- 
tion we  have  had  with  the  public  during  the 
first  half  of  this  century. 

Our  lay  educational  program  must  retain 
its  dominant  position  as  the  source  of  infor- 
mation on  health  and  disease  prevention  or 
we  shall  lose  another  round  in  our  fight 
against  socialization.  A determined  effort 
is  being  made  through  the  Department  of 
Health,  Education,  and  Welfare  to  take  over 
lay  education,  and  we  should  be  determined 
that  the  initiative  in  this  program  remain 
with  the  medical  profession. 

In  this  busy  age  one  hears  a great  deal 
about  public  relations  in  all  lines  of  endeavor. 
It  has  even  become  necessary  for  the  doc- 
tors to  give  heed  to  their  public  relations. 
One  of  the  means  toward  establishing  good 
public  relations  is  the  doctors’  participation 
in  the  lay  educational  programs. 


Only  rarely  do  people  call  a doctor  who  is 
a total  stranger.  They  generally  have  some 
basis  for  a good  opinion  of  him  and  they 
often  form  this  good  opinion  when  they 
hear  him  speak  in  some  phase  of  our  lay 
educational  program. 

One  of  the  means  of  establishing  an  ac- 
quaintance and  laying  the  foundation  for 
future  friendly  relations  is  to  meet  the  peo- 
ple through  some  of  the  lay  education  pro- 
grams which  are  part  of  your  State  Medical 
Association.  ' 

The  people  like  to  hear  facts  about  their 
health  and  they  are  willing  to  support  the 
lay  education  programs  conducted  by  our 
State  Medical  Association. 

So  do  your  part  and  learn  to  talk  on  health 
before  lay  audiences. 

At  the  end  of  my  year,  I am  regretful  to 
report  that  as  President  I see  evidences  of 
lack  of  unity  in  our  Association  on  some  im- 
portant problems,  and  I am  sure  it  is  costing 
us  much.  Unification  of  thought  may  not 
always  be  possible,  but  at  least  an  effort  to 
obtain  such  unification  should  be  made  be- 
fore our  problems  are  discussed  with  lay 
groups  or  given  publicity  in  the  daily  press. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 

Illlimilllllllllll iiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiii 


ORGANIZATION  SECTION 

News  and  Views 

FROM  THE  LINCOLN  STAR— 

More  than  500  persons  gathered  from  Dav- 
enport and  the  surrounding  community,  re- 
cently, to  honor  Dr.  F.  A.  Mountford  for  his 
many  years  of  service  to  the  community. 
Dr.  Mountford  has  completed  thirty  years  of 
medical  practice  in  Davenport,  starting  his 
practice  there  in  1924.  Dr.  J.  P.  Tollman, 
Dean  of  the  University  of  Nebraska  College 
of  Medicine  was  the  guest  speaker  for  the 
occasion. 

FROM  THE  ST.  EDWARDS  ADVANCE— 

The  postscript  career  of  Dr.  John  R.  Har- 
ger  who  has  spent  forty-six  years  in  Chi- 
cago building  up  a reputation  as  one  of  the 
country’s  foremost  surgeons,  has  come  to 
an  end.  He  announced  that  he  was  retiring 
from  practice.  Dr.  IJarger  returned  to  his 
home  town  of  St.  Edward,  four  years  ago, 
after  the  Commercial  Club  of  St.  Edward 
had  asked  his  help  in  obtaining  a doctor  for 
the  town. 

In  one  of  his  letters  to  the  St.  Edward 
people,  Dr.  Harger  had  stated  that  if  he 
were  ten  years  younger,  he  would  take  the 
job.  He  said,  “they  jumped  on  it  like  a cat 
does  a rat.”  Dr.  Harger  plans  to  leave  St. 
Edward  to  live  with  a daughter  in  Alliance, 
Ohio. 

FROM  THE  ALMA  JOURNAL— 

Dr.  W.  C.  Bartlett,  Alma,  was  honored  re- 
cently by  his  community  for  his  fifty  years 
of  continuous  medical  practice  in  Alma.  He 
came  to  this  city  in  April  of  1904.  A recep- 
tion was  given  for  Dr.  Bartlett  in  the  city 
auditorium  where  he  had  the  opportunity 
to  meet  again  the  many  persons  whom  he 
ushered  into  the  world  as  attending  physi- 
cian. 

FROM  THE  LINCOLN  JOURNAL— 

The  “Lincoln  Plan”  to  prevent  fee-splitting 
among  doctors  will  be  described  in  a forth- 
coming issue  of  “Hospital  Management.” 

Greer  Williams  of  Chicago,  well-known 
free-lance  medical  writer  and  public  relations 
director  for  the  American  College  of  Sur- 
geons, is  writing  the  review. 
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FROM  THE  SIDNEY  TELEGRAPH— 

Dr.  B.  H.  Grimm  has  disclosed  plans  to 
build  a one-story  brick  office  building,  in  the 
immediate  future.  He  said  that  he  must 
vacate  his  present  office  facilities  as  well  as 
the  Sidney  Hospital.  Patients  will  have  to 
be  moved  by  December,  said  Dr.  Grimm,  but 
it  was  his  hope  that  the  new  building  would 
be  completed  so  that  patients  would  not  have 
to  be  sent  to  other  hospital  facilities  in  the 
area.  The  new  medical  building  will  include 
all  of  the  modern  refinements  now  being 
built  into  clinic  structures,  he  said. 


FROM  THE  TEKAMAH  PLAIN-DEALER— 

The  county  commissioners  have  approved 
a mobile  two-way  radio  for  ambulances  in 
Burt  County.  The  two-way  hookup  will  op- 
erate from  a base  station  at  the  sheriff’s 
office  in  the  courthouse  with  remote  control 
at  the  sheriff’s  home  for  night  operation. 
Included  in  the  contract  is  a request  for  a 
base  station  at  the  Oakland  Memorial  Hos- 
pital subject  to  the  approval  of  the  Federal 
Communication  Commission  and  the  Civil 
Defense  Administration. 


FROM  THE  LINCOLN  JOURNAL— 

The  Fremont  board  of  health,  headed  by 
Mayor  Milton  Ebers,  has  called  on  dog  and 
cat  owners  to  voluntarily  confine  their  pets 
in  an  attempt  to  curb  a possible  out  break 
of  rabies.  City  veterinarian  Dr.  L.  L.  Hunt- 
ington recommended  rabies  vaccinations  for 
pets.  Three  persons  are  under  physicians 
care  here  after  being  attacked  by  a rabid 
cat  recently. 


FROM  THE  SEWARD  INDEPENDENT— 

Many  a doctor  in  present-day  practice  of 
medicine  and  surgery  finds  it  necessary  to 
order  blood  transfusions  for  a patient.  But 
it  is  rare  indeed,  when  he  is  called  upon  to 
perform  in  the  dual  capacity  of  physician 
and  blood  donor.  A few  weeks  ago  a 6-year- 
old  child,  was  taken  to  Memorial  Hospital, 
Sew’ard,  suffering  hemorrhage  a week  after 
minor  surgery.  The  youngster  was  badly 
in  need  of  a transfusion,  at  a time  when  the 
Red  Cross  blood  bank  at  Omaha  was  com- 
pletely empty.  The  attending  doctor  there- 
upon furnished  the  blood  himself  by  indirect 
transfusion. 


FROM  THE  LINCOLN  STAR— 

In  recognition  of  his  service  to  this  com- 
munity for  forty-seven  years,  Dr.  H.  S.  Reed 
of  Guide  Rock  was  honored  at  a reception 
by  more  than  500  persons. 

A cast  of  local  players  re-enacted  the 
highlights  of  Dr.  Reed’s  life  as  a country 
physician.  Featured  speakers  at  the  event 
was  Judge  E.  G.  Reed  of  Kearney,  brother 
of  the  honoree  and  State  Senator  William  A. 
McHenry  of  Nelson  who  presented  Dr.  Reed 
with  an  Admiral’s  commission  in  the  Ne- 
braska Navy. 

FROM  THE  OMAHA  WORLD-HERALD— 

An  Oregon  physician  is  doing  his  best  to 
make  less  painful  the  always-painful  process 
of  getting  the  doctor’s  bill. 

He  is  Dr.  Bernard  P.  Harpole  of  Portland 
who  started  out  by  sending  a chatty,  friendly 
letter  of  helpful  hints  with  each  bill.  The 
letters  were  so  successful  that  he  now  puts 
out  a monthly  mimeographed  newsletter  to 
about  four  hundred  current  and  old  patients. 
His  first  letter,  as  reported  by  the  Bulletin 
of  the  Omaha-Douglas  County  Medical  So- 
ciety read ; “The  thought  has  occured  to 
me  that  opening  a stack  of  bills  can  be  pret- 
ty unpleasant.  This  is  my  attempt  to  make 
one  of  the  most  unpleasant  parts  of  medical 
practice  a little  less  so.” 

Dr.  Harpole’s  letters  have  discussed  a va- 
riety of  subjects — immunization,  polio,  obes- 
ity, emergency  operations,  how  to  stop  wor- 
rying, colds  and  politics. 

FROM  THE  HARRISON  SUN— 

Dr.  L.  H.  Iloevet,  Chadron,  makes  use  of 
the  airplane  on  many  occasions  when  it  is 
necessary  to  visit  patients  in  out-lying  areas. 
He  was  recently  called  to  a ranch  to  treat 
a small  boy  and  had  to  make  the  trip  by 
plane,  using  the  porch  light  of  the  home  as 
a guide  to  landing.  Dr.  Iloevet  and  his  pilot 
have  made  many  trips  of  this  kind. 

FROM  THE  ARAPAHOE  MIRROR— 

EDISON  — Sponsorship  of  a drive  for 
funds  for  a small  memorial  stone  for  the  late 
Dr.  C.  W.  Gooden  was  voted  at  a meeting 
of  Lee  Ferguson  Post  of  the  American  Le- 
gion held  recently.  Dr.  Gooden  served  as  a 
family  physician  for  three  generations  of 


May,  1954 


215 


local  people,  coming  here  in  1897,  to  stay 
until  1917.  He  returned  again  in  later  life 
to  continue  practice  until  his  death  in  1945. 

His  grave  in  the  Edison  cemetery  is  un- 
marked and  it  is  hoped  that  funds  may  be 
secured  quickly  enough  to  have  the  memorial 
in  place  by  Decoration  Day. 

FROM  THE  OMAHA  WORLD-HERALD— 

A collection  of  medical  art  by  some  of  the 
great  masters  was  on  exhibit  recently  at  the 
library  of  the  University  of  Nebraska  Col- 
lege of  Medicine.  The  collection  includes  85 
pieces  of  art  depicting  the  practice  of  med- 
icine over  the  centuries. 

The  scope  of  the  show  extends  from  med- 
ical illustrations  designed  for  teaching  pur- 
poses, such  as  those  of  Vesalius  and  Weclit- 
lin,  to  portrayals  and  critiques  of  medical 
procedures  of  the  past. 

FROM  THE  NELIGH  NEWS— 

A $50  scholarship  will  be  offered  annually 
by  the  Antelope  Memorial  hospital  to  a sen- 
ior girl  interested  in  enrolling  in  nurse’s 
training  at  the  hospital  of  her  choice,  it  was 
announced  by  Mrs.  V.  E.  McPherson,  auxil- 
iary president. 

This  scholarship  will  be  awarded  for  the 
first  time  this  year  and  is  intended  to  help 
finance  the  cost  of  training. 

BLUE  SHIELD  STATEMENT  RE 
ADMINISTRATION  REINSURANCE  BILLS— 

The  Annual  1954  Conference  of  the  78  Blue 
Shield  Plans  has  studied  and  endorsed  the 
basic  objectives  of  the  President’s  message 
to  Congress  on  Health  insurance  matters. 
It  believes  in  the  encouragement  of  experi- 
mentation and  expansion  in  the  field  of  vol- 
untary health  insurance. 

The  Plans  recognize  and  appreciate  the 
sincere  intent  of  President  Eisenhower’s  ad- 
ministration to  make  adequate  health  cover- 
age available  to  more  people  by  “encourag- 
ing and  stimulating  the  expansion  of  volun- 
tary health  programs.” 

With  these  premises  in  mind,  the  Blue 
Shield  Plans  have  given  careful  considera- 
tion to  the  Administration’s  reinsurance  pro- 
posal and  has  come  to  the  conclusion  that 
it  may  well  be  unnecessary  with  respect  to 
Blue  Shield  Plans  for  the  following  reasons: 


1.  An  outstanding  characteristic  of  Blue 
Shield  Plans  is  that  they  have  experimented 
and  pioneered  in  a totally  new  concept  of 
medical  protection  and  have  demonstrated 
their  ability  to  stand  on  their  own  feet  finan- 
cially. 

2.  Since  their  inception,  Blue  Shield  Plans 
have  been  underwritten  and  hence,  in  fact, 
reinsured  by  the  physicians  who  sponsor 
them.  Customarily  there  is  either  a written 
or  implied  agreement  that  sponsoring  physi- 
cians will  accept  a pro  rata  reduction  in  fees 
paid  by  the  Plan  should  it  become  necessary 
for  them  to  do  so. 

3.  In  but  a few  short  years,  Blue  Shield 
Plans  have  made  remarkable  progress  in 
both  the  extension  of  enrollment  and  the 
extension  of  benefits.  At  present  Blue 
Shield  Plans  have  an  enrollment  of  over 
29  million  people.  Having  come  through  the 
early  critical  period  there  is  no  reason  to  ex- 
pect that  they  will  now  need  to  rely  upon 
anything  other  than  their  own  proven  re- 
sources as  they  continue  to  expand  their  op- 
erations in  accordance  with  the  reasonable 
expectations  of  the  public. 

FROM  THE  “SECRETARY’S  LETTER” 

OF  APRIL  NINTH— 

Nebraska  promotes  ‘Senior  Medical  Day’. 
The  Nebraska  State  Medical  Association  has 
been  promoting  a unique  and  successful  pro- 
gram to  create  a closer  relationship  between 
seniors  of  the  two  medical  schools  in  Ne- 
braska and  the  state  medical  association. 

All  senior  medical  students  were  invited 
to  be  the  guests  of  the  state  association  at 
a one-day  session  which,  this  year,  was  held 
on  April  1 at  the  Hotel  Paxton  in  Omaha. 

A series  of  short  talks  was  presented  by 
a panel  of  practicing  physicians  from  var- 
ious locations  throughout  the  state.  Topics 
discussed  were:  “You  Will  Soon  Be  a Doc- 

tor”; “Why  I Chose  a Small  Town  to  Prac- 
tice Medicine”;  “The  Mechanics  of  Estab- 
lishing Your  Office”;  “The  Doctor’s  Obli- 
gation to  His  Community” ; “Medical  Ethics 
— The  Doctor’s  Golden  Rule”,  and  “Functions 
and  Relationships  of  County  and  State  Med- 
ical Organizations”.  A motion  picture, 
“Here’s  Health  the  American  Way,”  which 
depicts  various  phases  of  medicine,  also  was 
shown. 

At  the  evening  banquet  Dr.  Bert  Howard, 
assistant  secretary  of  the  A.M.A.,  spoke  on 
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“The  American  Medical  Association,  Your 
Colleague  in  Practicing  Medicine”.  His  talk 
gave  the  students  an  insight  into  the  organ- 
ization and  functions  of  the  A.M.A.,  and 
what  it  can  do  for  the  practicing  physician. 
Later  the  class  presidents  of  the  two  medical 
schools  each  gave  a short  response. 

A large  part  of  the  program  was  directed 
toward  impressing  upon  these  future  doc- 
tors their  duties  and  obligations  throughout 
their  medical  careers,  and  that  they  should 
not  forget  that  theirs  is  a privilege  to  prac- 
tice medicine  and  they  must  use  this  priv- 
ilege wisely  and  discreetly  for  the  better- 
ment of  mankind.  They  also  were  informed 
of  the  many  opportunities  of  medical  prac- 
tice that  exist  in  Nebraska  and  of  the  many 
virtues  of  practicing  in  the  rural  communi- 
ties. 

The  response  from  the  students  indicated 
that  the  program,  the  third  held  so  far,  was 
a big  success.  Executive  Secretary  M.  C. 
Smith  of  Lincoln  reports  that  plans  are  now 
being  made  to  make  “Senior  Medical  Day” 
an  annual  project  of  the  Nebraska  State 
Medical  Association. 

THE  MONTH  IN  WASHINGTON— 

Washington,  D.  C.  — These  spring  days 
are  growing  into  weeks  that  really  count  in 
Congress.  Unless  a bill  deals  with  an  emer- 
gency, it  had  better  be  well  on  its  way 
through  committees  by  now  or  its  chances 
of  enactment  will  fade  rapidly  as  summer 
approaches. 

For  good  or  evil,  a large  amount  of  health 
legislation  is  well  advanced,  and  if  Congress 
holds  to  an  average  pace  several  bills  af- 
fecting the  medical  profession  are  likely  to 
become  law  in  the  next  month  or  so.  Here 
is  the  situation  in  brief: 

MEDICAL  DEDUCTIONS,  Legislation  to 
increase  the  amount  deducted  from  taxable 
income  for  medical  expenses  is  a part  of  the 
omnibus  tax  revision  bill  which  cleared  the 
House  early  and  by  a wide  margin,  but  ran 
into  some  delay  on  the  Senate  side.  This 
bill,  with  the  medical  deduction  liberalization 
intact,  should  reach  the  White  House  in 
plenty  of  time. 

HILL-BURTON  EXPANSION.  A move 
to  make  important  changes  in  this  bill  de- 
veloped in  the  Senate  Labor  and  Welfare 
Committee,  after  the  House  had  passed  its 


version  with  some  amendments.  American 
Hospital  Association  proposed  that  the  rath- 
er complicated  House  legislation  be  scrapped, 
and  instead  that  the  Hill-Burton  Act  be 
amended  to  (a)  include  rehabilitation  cen- 
ters and  nursing  homes,  and  (b)  place  a 
high  priority  on  hospitals  for  the  chronically 
ill.  The  AHA  idea  immediately  attracted 
support  in  and  out  of  the  committee.  The 
new  approach  suggested  by  AHA  meant  in- 
evitable, but  probably  not  fatal  delays. 

REINSURANCE.  This  proposal,  once 
hailed  as  the  keystone  of  the  Eisenhower 
administration’s  health  program,  continued 
to  encounter  opposition.  At  one  stage,  of  all 
the  national  associations  to  testify  on  rein- 
surance only  American  Hospital  Association 
was  giving  it  unqualified  support.  Ameri- 
can Medical  Association,  the  U.  S.  Chamber 
of  Commerce,  and  national  spokesmen  for 
the  insurance  industry  took  about  the  same 
position:  1.  Reinsurance  alone  cannot  make 

uninsurable  risks  insurable.  2.  The  threat 
of  federal  control  of  medicine  is  inherent  in 
any  program  that  would  bring  the  federal 
government  in  such  close  contact  with  med- 
ical practice.  Dr.  David  B.  Allman,  repre- 
senting the  AMA  at  the  House  hearings, 
emphasized  that  the  Association  would  wel- 
come and  cooperate  in  any  movement  carry- 
ing real  promise  of  promoting  voluntary 
health  insurance. 

HEALTH  GRANTS.  This  is  an  adminis- 
tration plan  to  do  away  with  the  present 
categorical  grants  for  identified  projects, 
such  as  venereal  disease  control,  and  to  sub- 
stitute funds  earmarked  for  three  general 
purposes,  (a)  to  maintain  present  programs, 
(b)  to  initiate  new  programs  or  to  expand 
existing  ones,  and  (c)  to  finance  public  or 
private  experimental  or  pilot  programs  of 
national  or  regional  significance.  In  both 
committees  the  question  was  whether  to 
group  the  first  and  second  type  grants  to- 
gether, with  the  state  health  authorities  de- 
ciding how  to  divide  up  the  federal  money 
among  old  and  new  projects.  Funds  for 
the  third  type  grant — experimental — would 
be  completely  controlled  by  the  surgeon  gen- 
eral. One  suggestion  is  to  require  approval 
of  the  state  health  officer  for  any  experi- 
mental (type  three)  grant  in  his  state. 
Another  is  to  eliminate  the  third  type  grants 
altogether,  letting  the  National  Institutes  of 
Health  handle  public  health  as  well  as  other 
medical  research  grants. 
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SOCIAL  SECURITY.  American  Medical 
Association,  American  Dental  Association 
and  a number  of  other  national  groups  are 
fighting  vigorously  to  prevent  compulsory 
extension  of  Old  Age  and  Survivors  Insur- 
ance to  physicians,  dentists  and  most  other 
self-employed.  Instead,  they  want  the  priv- 
ilege of  deferring  income  tax  payments  on 
that  part  of  earnings  placed  in  restricted 
annuities  — the  Jenkins-Keogh  plan.  The 
AMA  also  feels  that  there  is  no  need  for  the 
bill’s  provision  that  pension  right  be  frozen 
during  periods  when  the  worker  has  been 
medically  determined  to  be  disabled.  A bet- 
ter suggestion,  the  Association  maintains, 
is  to  base  pension  rates  on  the  ten  best  work- 
ing years,  thus  virtually  eliminating  the  need 
for  the  controversial  medical  examinations. 
Prospects  are  good  that  social  security  will 
be  extended,  either  with  or  without  these 
changes. 

VOCATIONAL  REHABILITATION.  Gen- 
erally, Senate  witnesses  favor  the  adminis- 
tration’s proposal  to  expand  the  federal-state 
programs,  providing  U.  S.  grants  aren’t  cut. 
However,  with  no  House  bill  introduced  as 
of  this  writing,  there  is  some  doubt  that, 
even  if  the  Senate  clears  the  measure,  the 
House  can  find  time  to  deal  with  it. 

DOCTOR  DRAFT  AMENDMENT.  This 
bill,  an  outgrowth  of  the  Peress  case,  swept 
through  the  Senate  without  objection.  It 
may  be  law  by  the  time  this  is  published. 
It  would  amend  the  Doctor  Draft  act  to  per- 
mit the  services  to  keep  on  duty  as  an  en- 
listed man,  assigned  to  professional  tasks, 
anyone  called  under  the  Doctor  Draft  act 
whose  loyalty  is  questioned.  Defense  De- 
partment has  promised  to  investigate  such 
cases  immediately,  so  that  the  man  can  be 
cleared  promptly  and  offered  a commission 
or  discharged.  The  discharge  would  state 
that  action  was  taken  on  loyalty  grounds. 


INCIDENCE  OF  INFECTIOUS 
HEPATITIS  INCREASING— 

Data  from  the  Office  of  Vital  Statistics 
show  the  reported  incidence  of  infectious 
hepatitis  for  the  first  quarter  of  1954  to  be 
more  than  double  that  of  last  year  ,and  near- 
ly three  times  that  for  the  same  period  of 
1952.  Allowing  for  better  reporting,  it 
seems  that  there  is  a real  upturn  in  occur- 
rence of  this  disease. 


BLUE  CROSS  AND  BLUE  SHIELD 
BENEFITS  PROLONGED  ILLNESS— 

Blue  Cross  and  Blue  Shield  are  meeting 
over  fifty  per  cent  of  medical  care  costs  in 
prolonged  absences  (more  than  four  consec- 
utive weeks)  from  employment,  according  to 
a study  made  by  the  Research  Council  for 
Economic  Security,  reported  Leon  Werch,  Di- 
rector of  Research,  for  the  Council.  The 
study  was  taken  from  primarily  manufactur- 
ing industries,  and  included  22,778  employees 
who  fell  in  the  Council’s  definition  of  pro- 
longed absenteeism. 

Announcements 

AMERICAN  GERIATRICS  SOCIETY  TO  MEET— 

The  eleventh  annual  meeting  of  the  Amer- 
ican Geriatrics  Society  will  be  held  at  Fair- 
mont Hotel,  San  Francisco,  June  17-19.  Sci- 
entific sessions  will  be  open  to  all  doctors 
interested  in  problems  of  aging.  Scientific 
discussions  by  doctors  of  national  reputation 
will  cover  a wide  range  of  subjects  in  the 
fields  of  medicine,  surgery,  orthopedics,  en- 
docrinology, physiology,  and  rehabilitation. 
This  will  be  a program  of  great  interest  to 
the  specialist,  the  general  practitioner,  and 
to  those  especially  interested  in  geriatrics. 

MEDICAL  JOURNALISM  AND 
WRITING  PROMOTED— 

Through  the  efforts  of  the  American  Med- 
ical Writer’s  Association,  four-year  colle- 
giate courses  in  Medical  Journalism  and 
Writing  have  been  provided  at  the  Univer- 
sity of  Missouri  and  at  the  University  of 
Illinois.  These  courses  begin  in  September, 
1954,  and  lead  to  bachelor  degrees.  Several 
partial  scholarships  are  available,  sponsored 
by  the  American  Medical  Writer’s  Associa- 
tion. Further  information  may  be  obtained 
by  writing  Harold  Swanberg,  M.D.,  Secretary 
of  the  Association,  209-224  W.  C.  U.  Build- 
ing, Quincy,  Illinois. 

OBSTETRICS  AND  GYNECOLOGY 
CONGRESS  SET  FOR  DECEMBER— 

The  Sixth  American  Congress  on  Obstet- 
rics and  Gynecology  will  be  held  at  the 
Palmer  House,  Chicago,  Dec.  13-17,  1954. 
This  congress  is  sponsored  by  The  American 
Committee  on  Maternal  Welfare,  Inc.,  and 
The  American  Academy  of  Obstetrics  and 
Gynecology.  Detailed  information  about  the 
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program  may  be  obtained  by  writing  the 
Sixth  American  Congress  on  Obstetrics  and 
Gynecology,  116  South  Michigan  Ave.,  Chi- 
cago 3'  111. 

POSTGRADUATE  COURSES  OFFERED 
AT  COOK  COUNTY— 

The  Cook  County  Graduate  School  of  Med- 
icine, 707  South  Wood  Street,  Chicago  12, 
111.,  will  give  courses  in  the  following  sub- 
jects at  various  times  during  the  Spring, 
Summer  and  Fall:  Anesthesia;  Dermatol- 

ogy ; Fractures  and  Traumatic  Surgery ; 
General  Surgery ; Gynecology ; Medicine ; 
Obstetrics;  Ophthalmology  and  Otolaryng- 
ology; Pediatrics;  Radiology;  and  Urol- 
ogy and  Cystoscopy.  For  full  information 
write  to  the  Registrar. 

REFRESHER  COURSES  IN  OBSTETRICS— 

Refresher  courses  in  obstetrics  will  be  held 
at  the  University  of  Kansas  Medical  Center, 
Kansas  City,  Kansas,  on  November  8,  9,  and 
10.  On  the  8th,  Fibroids  and  Pregnancy 
will  be  presented  by  Doctors  John  I.  Brewer 
of  Northwestern  University,  and  Robert  A. 
Kimbrough,  from  the  University  of  Penn. 
On  the  9th,  Premature  Separation  of  the 
Placenta  will  be  the  subject,  presented  by 
Doctors  Carl  P.  Huber  from  Indiana  Univer- 
sity School  of  Medicine,  and  Wm.  F.  Men- 
gert  of  Southwestern  Medical  School  at  Dal- 
las- Texas.  On  the  10th,  Placenta  Previa 
will  be  the  subject,  to  be  presented  by  Doc- 
tors F.  Bayard  Carter  of  Duke  University, 
and  Curtis  J.  Lund  of  the  Rochester  School 
of  Medicine. 

DIRECTORY  OF  PROFESSIONAL 
MOTION  PICTURE  FILMS— 

A Directory  of  Professional  Motion  Pic- 
ture Films  and  Authors  is  to  be  published 
to  expedite  obtaining  16mm  films  by  teach- 
ers, program  chairmen,  hospitals,  etc.,  with 
the  least  time  and  effort.  Information  on 
4,275  films  has  been  compiled,  but  there  are 
undoubtedly  many  more  that  should  be  list- 
ed. To  this  end,  film  authors  are  requested 
to  write  at  once  for  film  questionnaires,  to 
Professional  Publications,  2010  Kentucky  St., 
Lawrence,  Kansas. 

PSYCHOSOMATIC  MEDICINE 
ACADEMY  TO  MEET— 

The  first  annual  meeting  of  the  Academy 
of  Psychosomatic  Medicine  will  be  held  at  the 


Plaza  Hotel,  New  York  City,  on  October  8-9, 
1954.  This  meeting  will  be  devoted  to  con- 
siderations of  Psychosomatic  Aspects  of  Sur- 
gery. Anesthesia,  general  surgery,  gyneco- 
logic surgery,  plastic  surgery,  mutilating  op- 
erations, and  various  other  aspects  of  the 
broad  subject  of  surgery  will  be  covered. 
Further  details  may  be  obtained  by  writing 
Ethan  Allen  Brown,  M.D.,  Secretary,  75  Bay 
State  Road,  Boston  15,  Mass. 

Human  Interest 

Comunications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 

Medical  Journal,  1315  Sharp  Bldg.,  Lincoln. 

Dr.  C.  F.  Hille,  formerly  of  Beaver  Crossing, 
has  resumed  his  practice  in  Norfolk. 

Dr.  B.  W.  Pyle,  Gothenburg,  has  been  elected 
president  of  the  Memorial  Hospital  Staff. 

Dr.  Keith  Sehnert,  Detroit,  will  join  the  staff  of 
the  Bell  and  Bell  Clinic  in  York,  on  July  15. 

Dr.  A.  E.  Reeves,  North  Platte,  has  filed  for  the 
position  of  councilman  from  the  city’s  first  ward. 

Dr.  Donald  C.  Carter,  Newport  News,  Virginia, 
will  open  his  offices  in  Beaver  City  about  May  1st. 

Dr.  T.  J.  Lemke,  Columbus,  spoke  before  a group 
of  Columbus  firemen  recently  on  the  subject  of 
first  aid. 

Dr.  F.  Wendell  Ford,  Hemingford,  has  been 
elected  president  of  the  Box  Butte  Medical  Society, 
for  1954. 

Dr.  A E.  Maillard,  Osmond,  was  elected  president 
of  the  Madison  Six-County  Medical  Society  at  its 
annual  meeting. 

Dr.  Frank  R.  Barta,  Omaha,  was  the  guest  speak- 
er at  the  annual  meeting  of  the  Grand  Island  Mental 
Health  Chapter. 

Dr.  R.  E.  Bray,  Ponca,  has  been  elected  presi- 
dent of  the  Sioux  Valley  Medical  Association  for 
the  coming  year. 

Dr.  Donald  G.  Roberts,  Denver,  Colorado,  is  mak- 
ing plans  to  join  Dr.  R.  L.  Thompson  of  Grant  in 
the  practice  of  medicine. 

Dr.  E.  G.  Surber,  Norfolk,  gave  a talk  on  Polio 
to  the  Junior  Hi-Y  Club,  Omega  Chapter,  at  a re- 
cent meeting  of  the  group. 

Dr.  and  Mrs.  Rodney  K.  Johnson,  Friend,  have 
moved  from  this  city  and  are  now  in  their  new 
home  in  Conway,  Arkansas. 

Dr.  V.  F.  Deyke,  Columbus,  was  the  principal 
speaker  at  the  recent  meeting  of  the  Nebraska 
Society  of  X-ray  Technicians. 

Dr.  John  Harger,  St.  Edward,  announced  that 
he  has  resigned  from  active  practice.  He  had  been 
practicing  medicine  for  46  years. 

Dr.  John  A.  Tamisiea,  Omaha,  has  been  certified 
by  the  American  Board  of  Preventive  Medicine  as 
a Specialist  in  Aviation  Medicine. 

Dr.  M.  M.  Sullivan,  Spalding,  suffered  a broken 
left  shoulder  bone  in  a fall  recently,  and  was  con- 
fined to  his  home  for  a short  while. 
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Dr.  E.  A.  Brugh,  Grand  Island,  has  been  released 
from  service  and  has  resumed  his  practice.  He  is 
associated  with  Dr.  W.  H.  Hombach. 

The  office  of  Dr.  J.  B.  Pankau,  Dalton,  was 
broken  into  recently.  Dr.  Pankau  reported  that 
a small  amount  of  drugs  was  missing. 

Dr.  John  Thomas,  Omaha,  spoke  recently  to  the 
Omaha  Chapter  of  the  Nebraska  Parents  Council 
on  “Cerebral  Palsy  and  Other  Handicaps.” 

Dr.  J.  H.  Bankead,  West  Point,  has  left  the  West 
Point  clinic  and  moved  to  Kansas  City,  Missouri, 
temporarily,  before  making  plans  to  relocate. 

Dr.  0.  A.  Kostal,  Hastings,  attended  the  recent 
meeting  of  the  American  Heart  Association,  and 
the  American  College  of  Physicians  in  Chicago. 

Dr.  and  Mrs.  C.  H.  L.  Stehl,  have  recently  re- 
turned from  Cleveland,  Ohio,  where  Dr.  Stehl  at- 
tended the  American  Academy  of  General  Practice. 

Dr.  R.  W.  Homan,  Crete,  was  recently  hospital- 
ized with  a liver  ailment,  but  has  since  been  re- 
leased from  the  hospital  and  has  resumed  his  prac- 
tice. 

Dr.  Philip  Kolnick,  Bayard,  closed  his  practice 
in  that  city  as  of  April  1,  and  has  left  for  Phoenix, 
Arizona,  before  establishing  another  practice  else- 
where. 

Dr.  R.  Russell  Best,  Omaha,  presented  two  sub- 
jects before  the  Graduate  Assembly  of  the  South- 
eastern Surgical  Congress  in  Birmingham,  Alabama, 
recently. 

Dr.  Max  Raines,  North  Platte,  was  the  guest 
speaker  at  the  recent  meeting  of  the  District  VII 
Nebraska  State  Nurses  Association  which  was  held 
in  that  city. 

Dr.  J.  T.  Maxwell,  Omaha,  has  returned  home 
from  a recent  one-month-plane  trip  to  Australia. 
He  also  spent  some  time  in  the  Fiji  Islands  and 
in  New  Zealand. 

Dr.  Friedrich  W.  Niehaus,  Omaha,  was  a guest 
speaker  at  the  Michigan  Clinical  Institute,  in  March. 
Dr.  Niehaus  spoke  on  “The  Influence  of  Alcohol  on 
Cardio  Vascular  Diseases.” 

Dr.  Richard  DeMay,  Grand  Island,  has  returned 
from  Chicago  where  he  took  a two-week  postgrad- 
uate course  in  surgical  technique  at  the  Cook  County 
Graduate  School  of  Medicine. 

Dr.  Robert  M.  House,  M.D.,  and  Dr.  Walter  H. 
Luers,  D.D.S.,  Grand  Island,  have  purchased  a build- 
ing in  that  city,  and  plan  to  occupy  their  new 
offices  by  the  middle  of  May. 

Dr.  Kenneth  W.  Brown,  Grand  Island,  a member 
of  the  medical  staff  of  the  Grand  Island  VA  Hos- 
pital, has  been  promoted  to  chief  professional  serv- 
ices at  the  VA  Hospital  in  Omaha. 

Dr.  G.  Lee  Sandritter,  Hastings,  recently  con- 
ducted a one-day  clinical  seminar  on  the  subject 
of  “The  Pastor  and  the  Mentally  111,”  for  pastors 
and  church  workers  throughout  Nebraska. 

The  community  of  Nelson,  Nebraska,  recently  hon- 
ored Dr.  J.  E.  Ingram  for  his  30  years  of  service 
to  the  community.  A reception  was  held  for  Dr. 
Ingram  at  the  First  Christian  Church  in  Nelson. 

Dr.  Herman  Jahr  recently  attended  the  meeting 
of  the  Joint  Committee  on  Problems  in  School 


Health  of  the  American  Medical  Association  and 
the  National  Education  Association  in  Washington, 
D.C. 

The  goal  for  the  “Doctor  for  Wausa  Fund”  was 
surpassed  recently  when  the  citizens  of  this  com- 
munity collected  $24,150.00.  Dr.  Richard  L.  Tollef- 
son,  Omaha,  will  open  his  offices  there  in  August 
following  the  completion  of  his  internship. 

Drs.  R.  Russell  Best,  John  A.  Rasmussen  and 
Carlyle  E.  Wilson,  Omaha,  presented  their  exhibit 
on  “Non-Operative  Management  of  Remaining  Com- 
mon Duct  Stones”  at  the  American  Academy  of 
General  Practice,  in  Cleveland,  Ohio,  by  request. 

The  following  doctors  presented  technical  and 
professional  papers  at  the  annual  meeting  of  the 
Nebraska  College  of  Physicians  and  Surgeons  held 
in  Lincoln  during  February:  Drs.  H.  J.  Lehnhoff, 

John  R.  Walsh,  J.  Harry  Murphy,  Steven  L.  Ma- 
giera,  all  of  Omaha;  and  Drs.  Bowen  E.  Taylor, 
K.  C.  Elliott,  Arthur  L.  Smith,  Arthur  L.  Smith, 
Jr.,  all  of  Lincoln. 


Greetings  from  Past  Presidents 

It  is  the  good  fortune  of  the  Journal  to 
present  to  its  readers  a letter  of  greeting 
from  the  living  past  president  who  heads  the 
list  in  the  matter  of  years  since  he  was  pres- 
ident, Edward  W.  Rowe.  It  is  thirty-nine 
years  ago  this  month  that  he  was  inducted 


In  Viewing  the  VA  Medical  Program 


VA  Form  10-P-10 
Ability  of  veterans  to  pay 
Efficiency  of  VA  Administration 
Extent  of  abuse 


The  medical  profession  is  not  concerned  with  alleged 
maladministration  of  present  legislation  by  the  Vet- 
erans Administration  or  with  abuses  by  veteran- 
applicants  of  the  hospital  and  medical  care  privileges. 
The  nation's  physicians  do  not  feel  that  they  have 
the  responsibility  to  police  the  veterans  medical  care 
program,  although  they  have  cooperated  whole- 
heartedly in  assuring  that  veterans  hospitalized  under 
the  present  VA  laws  receive  the  highest  quality  o\ 
medical  care. 
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into  this  office.  Doctor  Rowe  is  not,  how- 
ever, the  oldest  of  our  living-  past  presidents. 
Doctors  H.  W.  Orr,  M.  S.  Moore,  Morris  Niel- 
sen, Palmer  Findley,  and  Homer  Davis  each 
can  look  down  upon  him  from  a higher  step 
in  the  ladder  of  time. 

In  the  June  issue  of  the  Journal,  Greet- 
ings From  Past  Presidents  will  take  on  a 
different  hue.  The  first  letter  to  Doctor 
Palmer  Findley  brought  out  the  idea  that 
lie  could  write  a great  deal  about  the  prac- 
tice of  medicine  in  Nebraska,  because  he  had 
begun  to  practice  in  our  State  fifty-six  years 
ago.  It  occured  to  the  editor  that  Doctor 
Findley  could  write  a great  deal  about  many 
aspects  of  the  early  history  of  medicine  in 
this  area,  and,  accordingly,  he  was  invited  to 
do  so.  Doctor  Findley  has  furnished  a very 
interesting  manuscript  on  this  subject.  It 
will  occupy  this  space  in  several  issues  of  the 
Journal,  and  will  constitute  not  only  inter- 
esting contemporary  reading,  but  certainly 
will  be  of  considerable  historic  value  in  the 
years  to  come. 

January  18,  1954 

Dr.  George  W.  Covey, 

805  Sharp  Building, 

Lincoln,  Nebraska 

My  Dear  Dr.  Covey: 

I am  sorry  to  have  delayed  my  answer  to  your 
kind  invitation  to  write  a brief  message  for  The 
Nebraska  State  Medical  Journal.  This  delay  was 
partly  due  to  natural  inertia  and  partly  due  to 
reticence  in  bringing  up  past  history. 

When  I saw  the  list  of  past  Presidents  of  The 
Nebraska  State  Medical  Journal  and  found  my  name 
heading  the  list  as  far  as  time  is  concerned,  I was 
astonished  that  it  was  39  years  since  I was  Presi- 
dent of  the  Association.  I was  a young  man  then, 
and  my  desire  was  to  help  raise  the  standards  ot 
my  profession,  and  my  close  association  with  many 
of  the  leaders  who  also  had  a yen  to  improve  scien- 
tific medicine  and  to  cultivate  public  relations  gave 
me  the  opportunity.  I was  Secretary  of  the  Coun- 
cil, Chairman  pro  tern  of  the  House  of  Delegates 
several  times,  and  I received  a lot  of  backing  from 
the  committee  chairman  and  enjoyed  working  with 
them  or  serving  with  the  committees. 

At  that  time  the  chief  efforts  of  the  association 
were  devoted  to  the  revitalization  and  formation  of 
the  real  Department  of  Health,  a revision  of  our 
medical  practice  act,  and  especially  the  establish- 
ment of  a Medical  Journal  owned  and  published 
by  the  members  of  the  Nebraska  State  Medical  As- 
sociation. It  required  several  years  of  work  to 
bring  about  required  ends.  In  the  first  place,  the 
Association  was  backing  a trade  Journal  owned 
and  published  by  a pharmaceutical  House  and  some 
cf  the  good  members  owned  stock.  Finally,  at 
the  last  meeting  at  which  the  question  was  to  be 
decided  the  full  Society  was  called  together  and 
the  matter  was  presented.  There  was  much  discus- 
sion. One  of  our  honor  members  pleaded  for  the 


old  Western  Medical  Review  almost  with  tears  in 
his  eyes,  because  he  had  a goodly  sum  invested  for 
it,  and  really  deserved  our  commendation.  But  when 
the  vote  was  counted,  it  was  almost  unanimous 
that  the  Nebraska  State  Medical  Association  would 
own  and  publish  its  own  Journal  and  follow  the 
highest  standards  laid  down,  especially  by  the  Amer- 
ican Medical  Association.  A committee  on  Journal 
and  publication  was  appointed  and  arrangements 
were  made  for  the  Huse  Publishing  Company  to 
print  the  Journal.  To  Dr.  Benjamine  F.  Bailey,  a 
member  of  the  publication  committee,  we  owe  a 
great  debt,  as  he  did  much  at  that  time  to  get  the 
publication  started  and  continued  for  many  years 
on  the  committee. 

Others  to  whom  we  owe  a debt  of  gratitude  are 
Dr.  Milroy,  Dr.  Aikin,  Dr.  W.  O.  Bridges,  Dr.  Har- 
old Gifford,  Dr.  A.  F.  Von  Mansfield,  and  Dr.  H.  W. 
Orr.  There  may  be  others,  but  these  names  are 
now  in  my  mind. 

The  Journal  has  kept  pace  with  the  times.  We 
have  today,  one  of  the  outstanding  publications  in 
the  United  States.  In  style  it  is  new  and  up  to 
date,  and  the  editor  and  committee  on  publication 
are  alert  to  the  need  of  making  it  a real  instrument 
of  usefulness  for  the  Nebi-aska  State  Medical  Asso- 
ciation, both  scientific  in  advancing  public  relations 
and  an  answer  to  the  prayer  of  gentlemen  in  medi- 
cine for  a Journal  both  practical  and  useful.  It  is 
the  life  of  the  Medical  profession  of  Nebraska,  and 
it  will  advance  as  long  as  we  have  strong  leader- 
ship. 

Sincerely  yours, 

E.  W.  ROWE,  M.D., 

Radiologist 


In  Viewing  the  VA  Medical  Program  . . . 


While  the  VA  lists  its  patient  load  on  a given  day 
as  35%  service-connected,  only  the  long-range  view 
of  admissions  and  discharges  over  a year's  time  gives 
a truly  accurate  picture  of  the  service-connected 
load  (only  15.4%).  This  "discrepancy"  appears 
because  the  VA's  listing  of  35%  on  a daily  basis 
is  not  affected  by  the  yearly  turn-over  of  patients — 
the  ratio  of  VA  patients  remaining  to  those  treated 
and  discharged  (1  to  5.1).  Over  a period  of  a year, 
84.6%  of  VA  patients  are  treated  for  disabilities 
incurred  after — and  having  no  relationship  to — 
military  service. 
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Coming  Medical  Events 

For  May,  1954 

ANNUAL  SESSION  OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION,  May  10,  11,  12,  13, 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

CRIPPLED  CHILDREN’S  CLINICS— 

May  8,  Ogallala,  Elks  Club 

May  22,  Ainsworth,  High  School 

June  12,  Kearney,  Good  Samaritan  Hospital 

June  26,  Scottsbluff,  St.  Mary  Hospital 

July  10,  Norfolk,  Norfolk  State  Hospital 

July  24,  McCook,  St.  Catherine  Hospital 

ANNUAL  MEETING  OF  THE  AMERICAN  MED- 
ICAL ASSOCIATION,  June  21-25,  San  Francisco, 
California. 

PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES 

Special  Session 
February  21,  1954 

The  special  meeting  of  the  House  of  Delegates 
was  called  to  order  at  one  o’clock  by  Dr.  Fritz 
Teal,  Speaker,  in  the  State  Suite,  Hotel  Cornhusker, 
Lincoln,  Nebraska. 

Dr.  R.  B.  Adams,  Secretary,  made  the  announce- 
ment that  as  there  were  24  delegates  present  to 
start  the  meeting,  a motion  would  be  in  order  that 
the  list  as  presented  to  the  House  be  accepted  as 
the  official  roll  call  for  this  meeting. 

A motion  was  made  by  Dr.  E.  E.  Koebbe  that 
the  list  as  sent  in  by  the  county  society  secretaries 
be  accepted  as  the  official  roll  of  the  House  of 
Delegates  for  the  special  session.  The  motion  was 
seconded  and  carried. 

Doctor  Teal  stated  that  in  order  to  expedite  the 
business  of  the  afternoon,  he  had  appointed  three 
reference  committees  to  which  the  three  items  on  the 
agenda  could  be  referred.  A recess  would  be  called 
after  the  items  had  been  presented,  and  each  ref- 
erence committee  could  then  go  into  session  and 
prepare  recommendations,  or  present  resolutions, 
for  action.  He  further  stated  that  these  reference 
committees  were  for  this  meeting  only  and  that 
they  would  die  with  the  adjournment  of  the  ses- 
sion. 

Reference  Committee  No.  1 — Constitution  and 
By-Laws:  R.  S.  Wycoff,  M.D.,  Lexington,  Chair- 

man; D.  D.  Stonecypher,  M.D.,  Nebraska  City;  R. 
E.  Garlinghouse,  M.D.,  Lincoln. 

Reference  Committee  No.  2 — Medical  Legal  and 
Malpractice  Insurance:  D.  J.  Bucholz,  M.D.,  Oma- 

ha, Chairman;  G.  P.  Charlton,  M.D.,  Hastings;  E. 
E.  Koebbe,  M.D.,  Columbus. 

Reference  Committee  No.  3 — Public  Relations 
and  Legislation  (Intrusion  from  Washington):  Roy 

M.  Matson,  M.D.,  Wayne,  Chairman;  Wm.  J.  Reedy, 
M.D.,  Omaha;  O.  W.  Miller,  M.D.,  Ord. 

Doctor  Teal  called  for  resolutions  pertaining  to 
any  subject  on  the  official  call,  but  none  was  pre- 
sented. 

The  chair  then  asked  Dr.  James  F.  Kelly  to  take 
the  floor,  and  stated  that  after  Doctor  Kelly’s  pres- 
entation a recess  would  be  called. 


Doctor  Kelly  stated  that  it  was  his  thought  in 
calling  the  meeting  that  there  were  a great  many 
problems  relative  to  malpractice  insurance,  medical- 
legal  testimony,  and  legislation  tending  toward  so- 
cialization, that  should  be  given  consideration  be- 
tween now  and  the  May  meeting  in  order  that  a 
final  decision  could  be  made  more  accurately  and 
fairly.  It  was  his  opinion  that  some  reference 
work  should  be  done  relative  to  pre-trial  confer- 
ences which  might  be  set  up  in  all  cases  where 
medical  testimony  plays  a vital  pai't  of  a lawsuit. 
It  was  his  suggestion  that  a committee  from  the 
bar  association  and  representatives  of  the  medical 
association  could  get  together  and  between  the  two 
they  might  be  able  to  arrive  at  some  solution 
which  would  solve  this  problem. 

Doctor  Kelly  further  stated  he  thought  a com- 
mittee should  be  designated  to  consider  all  the 
angles  of  setting  up  our  own  insurance  company 
within  the  society  which  would  take  care  of  the 
problem  of  the  rising  cost  of  malpractice  insurance. 
Possibly,  the  Planning  Committee  — who  have  made 
such  thorough  investigations  and  done  such  fine 
work  on  other  projects  — should  be  given  this 
project  for  study. 

Doctor  Teal  stated  that  the  purpose  of  this  meet- 
ing was  to  call  all  these  matters  to  the  attention 
of  the  House  with  the  idea  that  committees  or 
designated  groups  could  study  the  problems  and  be 
prepared  to  present  resolutions  and  solutions  at  the 
May  meeting  which  could  be  considered  and  voted 
upon  by  the  House  of  Delegates. 

Doctor  Kelly  stated  he  also  thought  there  was 
a definite  problem  confronting  us  relative  to  legis- 
lation and  attempts  at  socialization  which  should 
be  checked.  Close  touch  should  be  kept  on  things 
that  go  on  at  the  local  level;  things  that  are  put 
out  in  the  name  of  the  state  medical  society,  or 
represent  themselves  as  having  the  backing  of  the 
medical  society,  which  we  know  nothing  about.  He 
was  of  the  opinion  that  hospital  administration 
plans  should  be  watched  closely  in  order  that  free 
choice  of  physician  would  not  be  curtailed,  and  that 
we  should  give  serious  consideration  to  continually 
supporting  and  promoting  measures  which  would 
tend  to  delay  or  halt  any  of  the  avenues  of  intru- 
sion. 

The  chair  announced  there  would  be  a short  re- 
cess of  approximately  fifteen  minutes  in  order  that 
each  committee  might  meet,  discuss  the  topic  as- 
signed to  it,  and  then  come  back  with  a resolution 
or  recommendation  to  be  presented  to  the  House 
of  Delegates. 

Doctor  Teal  stated  he  thought  serious  considera- 
tion should  be  given  to  the  By-Law  provision  which 
would  set  up  a mid-winter  meeting  of  the  House, 
and  that  the  matter  of  malpractice  insurance  prob- 
ably should  be  placed  in  the  hands  of  the  Planning 
Committee  so  that  it  could  come  to  the  May  meet- 
ing with  a definite  resolution  or  solution. 

The  meeting  was  again  called  to  order  by  Doctor 
Teal,  Speaker  of  the  House  of  Delegates,  at  two 
o’clock. 

The  report  of  Reference  Committee  No.  1 was 
called  for  and  Dr.  R.  S.  Wycoff,  Chairman,  gave 
a report  for  the  committee. 

Doctor  Wycoff  stated  that  the  committee  had 
considered  the  problem  of  a mid-winter  meeting, 
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and  they  would  like  to  make  the  motion  that  the 
matter  be  referred  to  the  permanent  Committee  on 
Constitution  and  By-Laws  with  the  recommendation 
that  this  committee  prepare  an  amendment  pro- 
viding- for  two  regular  meetings  of  the  House  of 
Delegates  each  year.  The  motion  was  seconded  and 
carried. 

Doctor  Wycoff  further  stated  that  it  was  their 
thought  that  the  mid-winter  or  fall  meeting  will 
have  the  date  set  at  the  Annual  Session  so  that 
it  will  provide  for  a meeting  before  the  annual 
election  of  the  component  societies. 

The  report  of  Reference  Committee  No.  2 was 
called  for  and  Dr.  D.  J.  Bucholz,  Chairman,  was 
given  permission  of  the  floor. 

Doctor  Bucholz  stated  that  the  committee  felt 
there  were  a large  number  of  phases  to  be  con- 
sidered relative  to  the  malpractice  insurance  and 
the  medical-legal  testimony  problems,  and  they  were 
of  the  opinion  their  recommendation  should  be 
divided  into  two  items. 

Relative  to  Item  1 — Your  committee  would  like 
to  make  the  motion  that  the  President  be  author- 
ized to  appoint  an  insurance  committee  of  the  so- 
ciety to  study  the  possibility  of  forming  a mal- 
practice insurance  company. 

General  discussion  disclosed  there  was  a consti- 
tutional committee  called  the  Insurance  Committee, 
and  so  Doctor  Bucholz  withdrew  his  original  mo- 
tion. 

Doctor  Bucholz  then  stated  the  committee  would 
like  to  make  the  motion  that  the  problem  of  mal- 
practice insurance  be  referred  to  the  Insurance  Com- 
mittee of  the  Nebraska  State  Medical  Association. 
The  motion  was  seconded  and  discussion  called  for 
by  the  chair. 

It  was  the  concensus  of  the  group  that  a lot  of 
thought  and  study  should  go  into  the  preparation 
of  any  resolution  or  recommendation  presented; 
that  the  advice  of  an  actuary  should  be  sought, 
and  that  the  public  relations  angle  should  be  con- 
sidered very  carefully.  It  was  also  the  opinion  of 
the  group  that  malpractice  rates  should  be  based  on 
the  incidence  of  malpractice  in  Nebraska,  and  not 
on  a national  basis. 

Doctor  McCarthy  asked  for  permission  of  the 
floor  and  stated  that  this  particular  subject  is  now 
under  investigation  by  the  American  Medical  As- 
sociation; also,  that  the  states  of  New  York  and 
New  Jersey  have  thrown  up  their  hands  because 
of  the  cost  of  maintaining  such  an  organization 
of  their  own.  He  was  of  the  opinion  that  the  com- 
mittee should  be  very  thorough  in  their  investiga- 
tion because  of  the  implications  and  facets  so  far 
as  specialty  groups  were  concerned  which  would 
have  to  be  considered. 

Doctor  Teal  read  the  following  list  of  the  mem- 
bers of  the  Insurance  Committee:  Geo.  H.  Misko, 

M.D.,  Chairman,  Lincoln;  L.  T.  Heywood,  M.D., 
Omaha;  and  L.  D.  McGuire,  M.D.,  Omaha. 

Doctor  Kelly  stated  that  while  he  doubted  a work- 
able and  acceptable  plan  could  be  brought  to  the 
[May  meeting,  he  was  of  the  opinion  that  if  we 
started  studying  the  angles  that  should  be  investi- 
gated, we  would  at  least  be  working  toward  a solu- 
tion to  the  problem. 

Doctor  Bucholz  restated  his  motion,  which  was 
that  the  committee  recommend  that  the  problem  of 


malpractice  insurance  be  referred  to  the  standing 
committee  on  insurance. 

Dr.  Joseph  Gross  stated  he  would  like  to  amend 
the  motion  to  read  that  the  House  of  Delegates 
refer  the  malpractice  insurance  problem  to  the 
standing  committee  on  insurance. 

Doctor  Bucholz,  and  the  second,  gave  their  consent 
to  the  amendment  and  the  question  was  called  for 
on  the  adoption  of  the  amendment.  The  motion 
carried. 

The  question  on  the  original  motion  as  amended 
was  called  for,  and  the  motion  carried. 

Doctor  Bucholz  stated  that  Item  2 of  the  com- 
mittee’s report  pertained  to  the  question  of  medical- 
legal  testimony,  and  the  committee  would  like  to 
make  the  motion  that  the  question  of  a joint  med- 
ical-legal committee  be  referred  to  the  Planning 
Committee  for  further  study  and  recommendation. 
The  motion  was  seconded  by  Doctor  E.  E.  Ivoebbe, 
and  the  motion  carried. 

The  report  of  Reference  Committee  No.  3 was 
called  for  and  Dr.  Roy  M.  Matson,  Chairman,  was 
given  permission  of  the  floor. 

Doctor  Matson  stated  it  was  the  opinion  of  the 
committee  that  there  were  committees  already  set 
up  in  the  association  that  could  handle  the  problem 
of  public  relations  and  legislation  — such  as  the 
Hospital  and  Professional  Relations  Committee  or 
the  Medical  Education  Committee  — and  that  the 
reference  committee  did  not  suggest  or  recommend 
the  appointment  of  any  new  committees. 

The  suggestions  was  made  that  possibly  the  Pub- 
lic Relations  Committee  might  be  consulted,  as  well 
as  the  Medical  Education  Committee  and  the  Hos- 
pital and  Professional  Relations  Committee. 

A motion  was  made  by  Dr.  M.  E.  Stoner  that  an 
interim  committee  be  appointed  to  study  the  situa- 
tion and  make  recommendations  at  the  May  meet- 
ing so  that  the  facets  of  the  problem  can  then  be 
referred  to  the  proper  committees  by  the  House  of 
Delegates.  The  motion  was  seconded  and  carried. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 

HOUSE  OF  DELEGATES  ROSTER 
Special  Session 
February  21,  1954 


County  Delegate  Attendance 

ADAMS— 

G.  Paul  Charlton,  M.D.,  Hastings P 

BOONE— 

Wm.  M.  Fitch,  M.D.,  Albion 

BOX  BUTTE— 

T.  D.  Fitzgerald.  M.D.,  Alliance P 

BUFFALO— 

Wm.  Nutzman,  M.D.,  Kearney P 

BURT— 

R.  H.  Tibbels,  M.D.,  Oakland P 

BUTLER— 

D.  E.  Burdick.  M.D.,  David  City 

CASS— 

R.  R.  Anderson,  M.D..  Nehawka P 

CEDAR,  DIXON.  DAKOTA.  THURSTON 
AND  WAYNE— 

Roy  M.  Matson,  M.D.,  Wayne P 

R.  P.  Carroll.  M.D.,  Laurel P 


C.  M.  Coe,  M.D.,  Wakefield 

CHEYENNE,  KTMBALL,  DEUEL— 

James  E.  Thayer,  M.D.,  Sidney 

CLAY— 

H.  V.  Nils;,  M.D.,  Sutton 

COLFAX— 

Lloyd  Wagner.  M.D.,  Leigh 

CUSTER— 

R.  D.  Bryson.  M.D.,  Calloway 

DAWSON— 

R.  S.  Wycoff,  M.D.,  Lexington P 
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DODGE— 

Robert  Reeder,  M.D.,  Fremont P 

FILLMORE— 

A.  A.  Ashby,  M.D.,  Geneva 

FRANKLIN— 

L.  S.  McNeil,  M.D.,  Franklin 

FOUR  COUNTY— 


O.  W.  Miller,  M.D.,  Ord P 

GAGE— 

Harvey  Runty.  M.D.  (Alt.),  DeWitt P 


GARDEN,  KEITH,  PERKINS— 

F.  M.  Bell,  M.D.,  Grant 

HALL- 

B.  B.  Woodruff,  M.D.,  Grand  Island 

HAMILTON— 

O,  M.  Troester,  M.D..  Hampton P 

HARLAN— 

HOLT  AND  NORTHWEST— 

Wilber  E.  Johnson,  M.D.,  Valentine 

HOWARD— 

J.  Y.  Racines,  M.D.,  Palmer 

JEFFERSON— 

JOHNSON— 

J.  A.  Lanspa,  M.D.,  Tecumseh 

LANCASTER— 


E.  W.  Hancock,  M.D.,  Lincoln P 

W.  W.  Carveth,  M.D.,  Lincoln P 

John  T.  McGreer,  M.D.,  Lincoln P 

R.  E.  Garlinghouse,  M.D.  (Alt.),  Lincoln P 

LINCOLN— 

E.  J.  Shaughnessy,  M.D.,  North  Platte P 

MADISON  SIX— 

G.  B.  Salter,  M.D.,  Norfolk P 

I.  L.  Thompson,  M.D.,  West  Point P 


R.  H.  Kohtz,  M.D..  Bloomfield 

A.  E.  Mailliard,  M.D.,  Osmond 

MERRICK— 

NANCE— 

James  Maly,  M.D.,  Fullerton 

NEMAHA 

Paul  M.  Scott,  M.D.  (Alt),  Auburn. 
NORTHWEST  NEBRASKA— 

Ben  C.  Bishop,  M.D.,  Crawford 

NUCKOLLS— 

C.  T.  Mason.  M.D.,  Superior 

OMAHA-DOUGLAS— 


M.  E.  Stoner,  M.D.,  Omaha P 

F.  J.  Mnuk.  M.D.  (Alt.),  Omaha P 

D.  J.  Bucholz.  M.D.,  Omaha P 

R.  L.  Egan.  M.D..  Omaha P 

Wm.  J.  Reedy,  M.D.  (Alt.),  Omaha P 

Joseph  Gross.  M.D..  Omaha P 

Leo  V.  Hughes,  M.D..  Omaha P 

Chas.  R.  Hankins,  M.D.,  Omaha P 

OTOE— 

D.  D.  Stonecypher,  M.D.,  Nebraska  City P 


PAWNEE— 

A.  B.  Anderson,  M.D.  (Alt.),  Pawnee  City. 


PHELPS— 

H.  A.  McConahav,  M.D.,  Holdrege 

PLATTE— 

E.  E.  Koebbe,  M.D.,  Columbus P 

POLK— 

H.  S.  Eklund,  M.D.,  Osceola 

RICHARDSON— 

W.  E.  Shook,  M.D.,  Shubert P 

SALINE— 

L.  W.  Forney,  M.D.,  Crete P 

SAUNDERS— 

W.  W.  Noyes,  M.D.,  Ceresco P 

SCOTTS  BLUFF— 

SEWARD— 

W'.  Ray  Hill,  M.D.  (Alt.),  Seward P 

SOUTHWEST  NEBRASKA— 

THAYER 

L.  G.  Bunting,  M.D.,  Hebron P 

WASHINGTON— 

WEBSTER— 

YORK— 

H.  O.  Bell.  M.D.,  York 


SPEAKER.  HOUSE  OF  DELEGATES— 

Fritz  Teal,  M.D.,  Lincoln P 

DERMATOLOGIC  VIEWS  OF  PRURITUS 

(Continued  from  Page  212) 

SUMMARY 

In  the  diagnosis  of  anogenital  pruritus 
one  must  differentiate  from  more  specific 
dermatoses,  particularly  dermatomycosis, 
psoriasis  and  kraurosis  vulvae.  The  appear- 
ance of  the  eruption  may  suggest  certain 
etiologic  factors  which  the  therapist  must 
consider.  Evident  infection  should  be  iden- 


tified and  treated  as  specifically  as  possible. 
Vaginal  discharge  should  be  treated  intelli- 
gently and  persistently.  Diabetes  should  be 
searched  for  and  controlled.  Systemic  estro- 
genic therapy  may  be  useful  when  menses 
are  grossly  abnormal,  or  if  there  are  addi- 
tional evidences  of  premenopausal  or  climac- 
teric disorder.  Instability  and  anxiety  may 
respond  to  mild  sedation  with  subsequently 
improved  insight  and  emotional  adjustment, 
while  the  tension  of  many  patients  responds 
to  a favorable  patient-physician  relationship. 
Though  it  is  difficult  to  establish  a prog- 
nosis, except  in  the  acute  cases,  many  are 
cured  and  most  are  given  a great  deal  of 
help,  particularly  if  one  keeps  in  mind  the 
frequent  presence  of  multiple  causes,  or  con- 
tributing factors. 

BIBLIOGRAPHY 

1.  Lynch,  Francis  W.  : Pruritus  Vulvae  as  Seen  in  Derma- 

tological Practice,  J.A.M.A.,  150 :14-18,  Sept.  6,  1952. 

PROGRAM 

EIGHTY-SIXTH  ANNUAL  SESSION 
NEBRASKA  STATE  MEDICAL 
ASSOCIATION 

May  10,  11,  12,  13,  1954 
Hotel  Cornhusker,  Lincoln,  Nebraska 
MONDAY,  MAY  10,  1954 
GOLF  TOURNAMENT 

1 :00  p.m Lincoln  Country  Club 

TRAP  SHOOT 

1:00  p.m Lincoln  Gun  Club 

Cocktails  6:00  p.m.  Dinner  7:00  p.m. 

SPORTSMAN  DINNER Lincoln  Country  Club 

Reservations  should  be  made  with  the  committee 
chairman,  N.  R.  Miller,  M.D.,  914  Federal  Securities 
Building,  Lincoln,  Nebraska;  Telephone  2-3064,  by 
10  a.m.,  Monday,  May  10,  1954.  Tickets,  $6.50  each. 

ACADEMY  OF  GENERAL  PRACTICE  DAY 

TUESDAY  MORNING,  MAY  11,  1954 

9:00  Meeting  to  be  opened  by  James  F.  Kelly, 
M.D.,  Omaha,  President,  Nebraska  State 
Medical  Association. 

A.  H.  Webb,  M.D.,  Lincoln,  Presiding 

9:05  Movie,  “Glaucoma,  What  the  General  Prac- 
titioner Should  Know” 

9:30  “Cortisones  and  ACTH  in  Rheumatic  Fever” 
— Charley  J.  Smyth,  M.D.,  Associate  Profes- 
sor of  Medicine,  University  of  Colorado 
School  of  Medicine,  Denver 

10:00  “The  Adrenogenital  Syndrome” 

— Dalton  Jenkins,  M.D.,  Assistant  Professor 
of  Medicine,  University  of  Colorado  School 
of  Medicine,  Denver 
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10:30  “Management  of  Pediatric  Poisonings” 

— Robert  H.  Alway,  M.D.,  Professor  of  Pedi- 
atrics, University  of  Colorado  School  of  Med- 
icine, Denver 

11:00  “Changing  Attitudes  Toward  Cesarean  Sec- 
tion” 

— W.  F.  Manly,  M.D.,  Assistant  Professor  of 
Obstetrics  and  Gynecology,  University  of 
Colorado  School  of  Medicine,  Denver 
12:30  Academy  of  General  Practice  Luncheon 
J.  A.  Brown,  M.D.,  Lincoln,  Presiding 
“Problems  Facing  Family  Physicians” 

— J.  S.  DeTar,  M.D.,  Speaker,  Congress  of 
Delegates  and  Director,  American  Academy 
of  General  Practice,  Milan,  Michigan. 

TUESDAY  AFTERNOON 
Harold  S.  Morgan,  M.D.,  Lincoln,  Presiding 

2:00  Presidential  Address 

— James  F.  Kelly,  M.D.,  Omaha 

2:20  Installation  of  Incoming  President 

— Earl  F.  Leininger,  M.D.,  McCook 

2:30  Guest  Introduction 

— F.  L.  Paynter,  D.D.S.,  President,  Nebraska 
State  Dental  Association,  Omaha 

2:40  Necrology 

George  B.  Salter,  M.D.,  Norfolk 
John  W.  Gatewood,  M.D.,  Omaha,  Presiding 

2:50  “Protein  Metabolism  and  Its  Thex-apeutic  Im- 
plications” 

— Charley  J.  Smyth,  M.D. 

3:10  “Sheehan’s  Syndrome” 

— Dalton  Jenkins,  M.D. 

3:30  “Evaluation  of  Jaundice  of  the  Newborn” 

— Robert  H.  Alway,  M.D. 

3:50  “Treatment  of  Toxemia  of  Pregnancy  with 
Apresoline” 

— W.  F.  Manly,  M.D. 

4:20  INFORMAL  SYMPOSIUMS 

D.  B.  Wengert,  M.D.,  Fremont,  Presiding 
Ballroom — - 

“The  Collagen  Diseases” 

■ — Charley  J.  Smyth,  M.D. 

— Dalton  Jenkins,  M.D. 

B.  H.  Grimm,  M.D.,  Sidney,  Presiding 
State  Suites  1 and  2 — 

“Prevention  of  Prematurity,  Management 
of  Premature  Delivery,  and  the  Early  Man- 
agement of  the  Premature  Infant” 

— Robert  H.  Alway,  M.D. 

— W.  F.  Manly,  M.D. 

TUESDAY  EVENING 
FUN  NITE,  ITALIAN  VILLAGE 

Lancaster  County  Medical  Society,  Sponsors 
Cocktails  6:30  p.m.  Dinner  7:30  p.m. 

Dance  9-12  p.m. 

WEDNESDAY  MORNING,  MAY  12,  1954 

Forrest  Rose,  M.D.,  Lincoln,  Presiding 

9:00  Movie,  “Oral  Cancer:  The  Problem  of  Early 
Diagnosis” 

9:30  “Your  Blood  Program” 

— Sam  Gibson,  M.D.,  Associate  Director, 
Blood  Program,  American  National  Red 
Cross,  Washington,  D.  C. 

10:00  “Treatment  of  Fractures  of  the  Femur  by 
Intramedullary  Nailing” 


— Leonard  Peltier,  M.D.,  Assistant  Profes- 
sor, Department  of  Surgery,  Division  of 
Orthopedics,  University  of  Minnesota,  The 
Medical  School,  Minneapolis 
10:30  “Treatment  of  Head  Injuries” 

— Lyle  A.  French,  M.D.,  Associate  Professor, 
Division  of  Neurosurgery,  University  of  Min- 
nesota, The  Medical  School,  Minneapolis 
11:00  “Hernia  Operations” 

— Donald  Ferguson,  M.D.,  Assistant  Profes- 
sor, Department  of  Surgery,  Minneapolis 
Veterans  Hospital,  Minneapolis 

WEDNESDAY  AFTERNOON 

12:30  Luncheon,  Ballroom 

Earl  F.  Leininger,  M.D.,  Presiding 

1:40  “Indigent  Care” — Panel: 

— Miss  Mayme  Stukel,  Director,  Public  Wel- 
fare, Department  of  Assistance 
— Mr.  Wm.  H.  Diers,  Chairman,  Board  of 
Control 

— Mr.  Wm.  W.  McDermet,  Director,  Lan- 
caster County  Welfare 
— Floyd  L.  Rogers,  M.D.,  Chairman,  Planning 
Committee 

— R.  E.  Garlinghouse,  M.D.,  Chairman,  Com- 
mittee on  Uniform  Fee  Schedule  and  Ad- 
visory to  Governmental  Agencies 
W.  C.  Kenner,  M.D.,  Nebraska  City,  Presiding 
2:00  “Bone  Tumors  in  Children” 

- — Leonard  Peltier,  M.D. 

2:20  “Surgical  Treatment  of  Pain  Due  to  Cancer” 
— Lyle  A.  French,  M.D. 

2:40  “Gastric  Resection  for  Peptic  Ulcer” 

— Donald  Ferguson,  M.D. 

4:00  SYMPOSIUM  — “Considerations  of  Certain 
Aspects  of  Accidents  Occurring  on  the  Farm 
or  Highways” 

Theo.  A.  Peterson,  M.D.,  Holdrege,  Presiding 

“Treatment  of  Peripheral  Nerve  Injuries” 

— Lyle  A.  French,  M.D. 

“Emergency  Treatment  of  Dislocations,  Sub- 
luxations, and  Sprains” 

— Leonard  Peltier,  M.D. 

“Management  of  Intra-abdominal  Injuries” 
—Donald  Ferguson,  M.D. 

7:00  BANQUET,  Nebraska  State  Medical  Asso- 
ciation, Hotel  Cornhusker 
Awarding  of  50-Year  Pins 
“A  Country  Doctor  in  Washington” 
—Honorable  Walter  H.  Judd,  M.D.,  member 
of  the  United  States  Congress  from  Minne- 
sota 


THURSDAY  MORNING,  MAY  13,  1954 
M.  D.  Frazer,  M.I).,  Lincoln,  Presiding 

9:00  Movie,  “Intra-Articular  Injections  of  Hydro 
Cortisone” 

9:30  “Congenital  Heart  Disease” 

—Daniel  F.  Downing,  M.D.,  Assistant  Pro- 
fessor of  Pediatrics,  Hahnemann  Medical  Col- 
lege and  Hospital,  Philadelphia 

9:50  “Acquired  Heart  Disease” 

— William  Likoff,  M.D.,  Associate  Profes- 
sor of  Medicine,  Hahnemann  Medical  Col- 
lege and  Hospital,  Philadelphia 
10:20  “Surgical  Treatment  of  Congenital  and  Ac- 
quired Heart  Disease” 

— Charles  P.  Bailey,  M.D.,  Professor  and 
Head  of  Department,  Thoracic  Surgery, 
Hahnemann  Medical  College  and  Hospital, 
Philadelphia 
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THURSDAY  AFTERNOON,  MAY  13,  1954 

12:30  Luncheon  — Nebraska  State  Medical  Asso- 
ciation and  Woman’s  Auxiliary 

James  F.  Kelly,  M.D.,  Omaha,  Presiding 
“Our  Iniquitous  One  Percent” 

— Morris  Nielsen,  M.D.,  Blair,  Chairman, 
Council  on  Professional  Ethics,  Nebraska 
State  Medical  Association 


WHO  IS  EXPECTED  TO  ATTEND— 

Officers 

Chairmen  of  Standing  and  Special  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  especially  benefit  from  attending 
all  sessions. 


THURSDAY  AFTERNOON 
W.  J.  McMartin,  M.D.,  Omaha,  Presiding 
2:00  ROUND-TABLE  DISCUSSION  — “Valvular 
Heart  Disease” 

“Development” 

— Daniel  F.  Downing,  M.D. 

“Clinical  Aspects” 

—William  Likoff,  M.D. 

“Surgical  Aspects” 

— Charles  P.  Bailey,  M.D. 

4:00-5:00  INFORMAL  SYMPOSIUM  — “Cardiac 
Diseases” 


TWENTY-NINTH  ANNUAL  MEETING  OF 
THE  WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Registration  at  the  Hotel  Cornhusker 


Tuesday,  May  11,  1954 


9:00  a.m. 


11:30  a.m. 


1:00  p.m. 


7:00  p.m. 


Pre-Convention  Executive  Board  Meet- 
ing, Hotel  Cornhusker,  State  Suite 
1 and  2 

Mrs.  James  P.  Donelan,  Presiding 
Reports  of  Officers  and  State  Chairmen 
Branch.  Rooms  901-902,  Hotel  Com- 
husker.  (Ticket  $2.00  — which  in- 
cludes tip.)  Tickets  available  at  Res- 
ervation Desk  and  Room  901 
Annual  Business  Meeting,  Hotel  Corn- 
husker, Rooms  901-902 
Mrs.  James  P.  Donelan,  Presiding 
“Our  Public  Relations  are  Showing” — 
a round-table  discussion  moderated 
by: 

Mrs.  R.  H.  Kohtz,  Program  Chairman 
Mrs.  D.  B.  Wengert,  Public  Relations 
Installation  of  new  officers 
Fun  Night 


Wednesday,  May  12,  1954 
Free  Morning 

1:00  p.m.  Reception  Line  introducing  our  National 
Guest  Speaker,  Mrs.  Neil  W.  Wood- 
ward, Public  Relations  Chairman  for 
the  Woman’s  Auxiliary  to  the  A.M. A. 
Ladies  Lounge,  University  Club, 
Stuart  Building 

1:15  p.m.  Luncheon.  Main  Dining  Room,  Univer- 
sity Club.  (Tickets  $2.25  — which 
includes  tip.)  Tickets  available  at 
Reservation  Desk,  Hotel  Cornhusker 
and  at  University  Club  before  Lunch- 
eon 

Fashion  Show.  Lancaster  County  Med- 
ical Auxiliary 

7 :00  p.m.  Banquet 


Thursday,  May  13,  1954 

9:30  a.m.  Post  Convention  Executive  Board  Meet- 
ing, State  Suite  1 and  2,  Hotel  Corn- 
husker. No-Host  Breakfast. 

Mrs.  Isaiah  Lukens,  IV,  Presiding 
12:30  p.m.  Joint  Luncheon 


WHO  MAY  ATTEND— 

A cordial  invitation  is  extended  to  ALL  DOC- 
TORS’ WIVES,  whether  or  not  you  are  an  auxiliary 
member.  Frequently  auxiliary  interest  and  partici- 
pation are  sparked  by  attendance  at  Convention. 

COME  — JOIN  WITH  US  TO  DO  OUR  SHARE 
IN  FULFILLING  OUR  AUXILIARY  PLEDGE: 

I pledge  my  loyalty  to  the  Woman’s  Auxiliary  to 
the  American  Medical  Association.  I will  support 
its  activities,  protect  its  reputation,  and  ever  sustain 
its  high  ideals. 

CONVENTION  COMMITTEE 

General  Chairman — Mrs.  John  T.  McGreer,  Jr. 
Social  Chairmen — Mrs.  N.  R.  Miller,  and  Mrs.  L.  F. 
Pfeifer 

Program  Chairman — Mrs.  E.  E.  Angle 
Registration — Mrs.  Paul  Royal 
Reservation — Mrs.  Forrest  Rose 
Publicity — Mrs.  Donald  Purvis 
Tickets  and  Finance — Mrs.  Allan  Campbell 
Hospitality — Mrs.  H.  E.  Mitchell 
Flowers — Mrs.  Maynard  Wood 
Fashion  Show — Mrs.  R.  J.  Stein 

(Hostess  Auxiliary  — Lancaster  County) 


In  Viewing  the  VA  Medical  Program 


35.6%  Service  connected 

8.4%  NSC— TB  ond  NP 

1.9%  WEB}  Pending  adjudication  (compensation) 

11.4%  BH  Patient  with  SC  disability  hospitalized 

| I for  NSC  treatment 

24.8%  wW  Pension  cases  (NSC  disabilities) 

3.0%  KBri  NSC  chronic 

.6%  BH  Hospitalized  non-veterans 

4.2%  Pending  adjudication  (pension) 

9.6%  BH  NSC  short  term  GM&S 

.5%  Undetermined  status 


VA  explanation  of  patient  load 
on  a given  day 


The  above  classification  is  presented  by  the  VA  as 
an  explanation  of  the  large  non-service-connected 
patient  load  in  its  hospitals.  The  medical  profession 
recommends  that  only  the  first  category  and  those 
in  the  third  whose  disabilities  are  determined  to  be 
service-connected  should  be  entitled  to  federal/  medi- 
cal care.  Non-service-connected  TB  and  NP  cases 
should  continue  to  be  treated  on  a temporary  basis 
until  community  and  state  facilities  can  be  readied. 
The  remaining  groups  obviously  have  no  service- 
connection  and  are  hospitalized  for  illnesses  or  injuries 
incurred  in  civilian  life. 


226 


Nebraska  S.  M.  J. 


News  From  Our 
Med  ical  Schools 

Your  library  at  the  University  of  Nebras- 
ka College  of  Medicine  has  acquired  a goodly 
number  of  new  books  and  publications.  The 
new  acquisitions  are  listed  below  for  your 
information. 

We  call  your  attention,  again,  to  the  ease 
with  which  you  may  enjoy  the  use  of  books 
and  periodicals  that  are  on  the  shelves  of 
the  Medical  Library  of  the  University  of 
Nebraska  College  of  Medicine.  Write  the 
Librarian  your  needs  and  she  will  be  happy 
to  aid  you. 

RECENT  BOOK  ACQUISITIONS 
March,  1954 

Adams,  R.  D.,  Diseases  of  Muscles.  N.  Y.,  Hoeber 
1953.  (616.74  Adld.) 

Bakwin,  Harry,  Clinical  Management  of  Behavior 
Disorders  in  Childhood.  Philadelphia,  Saunders, 
1953.  (618.92  B17c) 

Banks,  S.  W.,  Atlas  of  Surgical  Exposures  of  the 
Extremities.  Philadelphia,  Saunders,  1953.  (617  3 

B22a) 

Bowers,  W.  F.,  ed„  Surgery  of  Trauma.  Phila- 
delphia, Lippincott,  1953.  (617.14  B67s) 

Brewer,  J.  I.,  Textbook  of  Gynecology.  Baltimore, 
Williams  & Wilkins,  1953.  (618.1  B75t) 

Carter,  C.  F.,  Principles  of  Microbiology.  St. 
Louis,  Mosby,  1951.  (616.01  C24p) 

Colby,  F.  H.,  Essential  Urology.  Baltimore,  Wil- 
liams & Wilkins,  2nd  ed.,  1953.  (616.6  C67e2) 

Cozen,  Lewis,  Office  Orthopedics.  Philadelphia, 
Lea  & Febiger,  2nd  ed.,  1953.  (617.3  C8302) 

Dameshek,  William,  Hypersplenism  and  Surgery 
of  the  Spleen.  N.  Y.,  Grune  & Stratton,  1953. 
(616.41  pD18h) 

Davis,  D.  M.,  Mechanisms  of  Urologic  Disease. 
Philadelphia,  Saunders,  1953.  (616.6  D29m) 

Dickson,  J.  A.,  and  others,  Recurrent  Dislocation 
of  the  Shoulder.  Batlimore,  Williams  & Wilkins, 
1953.  (617.16  D56r) 

English,  0.  S.,  Common  Neurosis  of  Children 
and  Adults.  N.  Y.,  Norton,  1937.  (616.85  En3c) 

Epstein,  B.  S.,  An  Atlas  of  Skull  Roentgenograms. 
Philadelphia,  Lea  & Febiger,  1953.  (615.87  Ep8a) 

Ficarra,  B.  J.,  ed.,  Emergency  Surgery.  Philadel- 
phia, Davis,  1953.  (617  F44e) 

Ficarra,  B.  J.,  A Psychosomatic  Approach  to  Sur- 
gery. N.  Y.,  Froben  Press,  1951.  (616.8  F44p) 

Gellhom,  Ernest,  Physiological  Foundations  of 
Neurology  and  Psychiatry.  Minneapolis,  University 
of  Minn.  Press,  1953.  (612.8  G28p) 

Gross,  R.  E.,  Surgery  of  Infancy  and  Childhood. 
Philadelphia,  Saunders,  1953.  (617  G89s) 

Hayt,  Emanuel,  Law  of  Hospital,  Physician  and 
Patient.  N.  Y.,  N.  Y.  Hospital  Textbook  Co.,  2nd 
ed.,  1952.  (362.973  H33h2) 

Hilbish,  Florence,  M.  A.,  The  Research  Paper. 
N.  Y.,  Bookman  Associates,  Inc.,  1952.  (029  H54r) 

Hoch,  P.  H.,  Current  Problems  in  Psychiatric 
Diagnosis.  N.  Y.,  Grune  & Stratton,  1953.  '(616.807 
H66c) 

Ingalls,  R.  G.,  Tumors  of  the  Orbit  and  Allied 


Pseudo  Tumors.  Springfield,  Thomas,  1953.  (617.78 
In4t) 

Ivy,  A.  C.,  and  others,  Peptic  Ulcer.  Philadel- 
phia, Blakiston,  1950.  (616.33  Iv9p) 

Jenkins,  G.  L.,  Quantitative  Pharmaceutical  Chem- 
istry. N.  Y.,  McGraw-Hill,  4th  ed.,  1953.  (545 

J41q4) 

Kane,  I.  J.,  Sectional  Radiography  of  the  Chest. 
N.  Y.,  Springer,  1953  (615.87  K13s) 

Katz,  L.  N.,  and  Stamler,  J.,  Experimental  Ather- 
osclerosis, Springfield,  Thomas,  1953.  (616.13  K16e) 
Levy,  J.,  Happy  Family.  N.  Y.,  Knopf,  1938. 
(392  L57h) 

Lindskog,  F.  E.  and  Liebow,  A.  A.,  Thoracic  Sur- 
gery and  Related  Pathology.  N.  Y.,  Appleton- 
Century,  1953.  (617.54  L64t) 

Lipman,  B.  S.,  Clinical  Unipolar  Electrocardio- 
graphy. Chicago,  Yearbook,  2nd  ed.,  1953.  (616.1 

L66c2) 

Loewenstein,  Rudolf,  ed.,  Drives,  Affects  and  Be- 
havior. N.  Y.,  International  Universities,  1953. 
(131.34  L82d) 

McDonald,  J.  J.,  Correlative  Neuroanatomy  and 
Functional  Neurology.  Los  Altos,  Calif.,  Lange 
Medical  Publications,  6th  ed.,  1952.  (616.8  M14c6) 

Maingot,  Rodney,  ed.,  The  Management  of  Ab- 
dominal Operations.  N.  Y.,  Macmillan,  1953.  (617.55 
M28m) 

Marsh,  D.  F.,  Outline  of  Fundamental  Pharmac- 
ology. Springfield,  Thomas,  1951.  (615.1  M35o) 

Nurnberger,  J.  I.,  Pituitary  Chromaphobe  Ade- 
nomas. N.  Y.,  Springer,  1953.  (616.4  N93p) 

Overstreet,  H.  P.,  The  Mature  Mind.  N.  Y.,  Nor- 
ton. 1949.  (136.52  Ov2m) 

Puestow,  C.  R.,  Surgery  of  the  Biliary  Tract, 
Pancreas  and  Spleen.  Chicago,  Yearbook,  1953. 
(617.43  P96s) 

Saklad,  Meyer,  Inhalation  Therapy  and  Resuscita- 
tion. Springfield,  Thomas,  1953.  (615.64  Sa2i) 

Scherf,  David,  Extrasystoles  and  Allied  Arry- 
thmias.  N.  Y.,  Grune  & Stratton,  1953.  (616. 12' 

Sch2e) 

Schlesinger,  E.  R.,  Health  Services  for  the  Child. 
N.  Y.,  McGraw-Hill,  1953.  (618.9  Scl3h) 

Stoffer,  L.  J.,  Diseases  of  the  Endocrine  Glands. 
Philadelphia,  Lea  & Febiger,  1951.  (616.4  So2d) 

Stambul,  Joseph,  The  Mechanism  of  Disease.  N. 
Y.,  Froben,  1952.  (616.01  St2m) 

Szent-Gyorgyi,  A.,  Chemical  Physiology  of  Con- 
traction in  Body  and  Heart  Muscle.  N.  Y.,  Academ- 
ic Press,  1953. ' (612.741  Sz2c) 

Tead,  Ordway,  The  Art  of  Administration.  N.  Y., 
McGraw-Hill,  1951.  (658.3  St22a) 

Uhlenhuth,  Eduard,  Problems  in  the  Anatomy 
of  the  Pelvis,  an  Atlas.  Philadelphia,  Lippincott, 
1953.  (611.96  Uh6p) 

Ullery,  J.  C.,  Stress  Incontinence  in  the  Fe- 
male. N.  Y.,  Grune  & Stratton,  1953.  (618.1  U14s) 

Universities  Federation  for  Animal  Welfare.  The 
UFAW  Handbook  on  the  Care  and  Management  of 
Laboratory  Animals.  Baltimore,  Williams  & Wil- 
kins, 1947.  (590.72  Un3u) 

Van  Mostrand  Chemists’  Dictionary.  N.  Y.,  Van 
Nostrand,  1953.  (540.3  V33v) 

Wolff,  H.  G.,  Headaches:  Their  Nature  and 

Treatment.  Boston,  Little,  Brown,  1953.  (617.52 

W82h) 

Wright,  H.  N.,  A Textbook  of  Pharmacology  and 
Therapeutics.  Philadelphia,  Saunders,  4th  ed.,  1948. 
(615.1  W93t4) 
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Association  for  the  Aid  of  Crippled  Children. 
Prematurity,  Congenital  Malformations  and  Birth 
Injury.  N.  Y.,  Assn,  for  the  Aid  of  Crippled  Chil- 
dren, 1953.  618.92  As7p) 

Bancroft,  H.,  Sympathetic  oCntrol  of  Human  Blood 
Vessels.  Baltimore,  Williams  & Wilkins,  1953.  (612.1 
B23s) 

Black,  B.  M.,  Hyperparathyroidism.  Springfield, 
Thomas,  1953.  (616.44  B57h) 

Benica,  J.  J.,  Management  of  Pain.  Philadelphia, 
Lea  & Febiger,  1953.  (612.884  B64m) 

Brown,  J.  W.,  Congenital  Heart  Disease.  N.  Y., 
Staples  Press,  2nd  ed.,  1950.  (616.12  B80c2) 

Cattell,  R.  B.,  and  others,  Surgery  of  the  Pan- 
creas. Philadelphia,  1953.  (617.55  C28s) 

Currier,  T.  F.,  A Bibliography  of  Oliver  Wendell 
Holmes.  N.  Y.,  N.  Y.  University  Press,  1953.  (012 

0731) 

Galloway,  T.  C.,  Treatment  of  Respiratory  Emer- 
gencies Including  Bulbar  Poliomyelitis.  Springfield, 
Thomas,  1953.  (616.2  G13t) 

Herbut,  P.  A.,  Gynecological  and  Obstetrical  Path- 
ology. Philadelphia,  Lea  & Febiger,  1953.  (618 

H42g) 

Hinsie,  L.  E.,  Psychiatric  Dictionary.  N.  Y.,  Ox- 
ford University  Press,  2nd  ed.  with  supp.,  1953. 
(616.803  H58p2) 

Hughes,  Wm.  F.,  Office  Management  of  Ocular 
Diseases.  Chicago,  Yearbook,  1953.  (617.7  H87c) 

Kallman,  F.  J.,  Heredity  in  Health  and  Mental 
Disorders.  N.  Y.,  Norton,  1953.  (616.8  K13h) 

RECENT  BOOK  ACQUISITIONS 
April,  .1954 

Baruch,  D.  W.,  How  to  Live  With  Your  Teen- 
Ager.  N.  Y„  McGraw-Hill,  1953.  (136.7  B28h) 

Brimley,  R.  C.,  and  others,  Practical  Chromato- 
graphy. N.  Y.,  Reinhold  Publishing  Co.,  1953.  (544.9 
B77p)‘ 

Brown,  J.  B„,  and  others,  Plastic  Surgery  of  the 
Nose.  St.  Louis,  Mosby,  1951.  (617.52  B81p) 

Burch,  G.  E.,  Primer  of  Cardiology.  Philadelphia, 
Lea  & Febiger,  2nd  ed.,  1953.  (616.1  B391) 

De  Lorimier,  A.  A.,  Clinical  Roentgenology,  v.  1, 
Springfield,  Thomas,  1954.  (615.87  D38c) 

Deutsch,  Felix,  The  Psychosomatic  Concept  in 
Psychoanalysis.  N.  Y.,  International  University 
Press,  1953.  (616.8  D49p) 

Dobriner,  Konrad  Infrared  Absorption  Spectra  of 
Steroids.  N.  Y.,  Interscience  Publishers,  1953.  (544.6 
D65i ) 

Fromm-Reichman,  Frieda,  Principles  of  Intensive 
Psychotherapy.  Chicago,  University  of  Chicago 
Press,  1950.  (616.8  F92p) 

Greep,  R.  O.,  Histology.  N.  Y.,  Blakiston,  1954. 
(611.018  G85h) 

Hamby,  W.  B.,  Intracranial  Aneurysm.  Spring- 
field,  Thomas,  1952.  (616.13  H17i) 

Hansel,  F.  K.,  Clinical  Allergy.  St.  Louis,  Mosby, 
1953.  (616.202  H19c) 

Harms,  Ernest,  Essentials  of  Abnormal  Child 
Psychology.  N.  Y.,  Julian  Press,  1953.  (618.9 

H23e) 

Klendshoj,  N.  C.,  Fundamentals  of  Biochemistry 
in  Clinical  Medicine.  Springfield,  Thomas,  1953. 
(612.01  K68f ) 

Koch,  F.  C.,  Practical  Methods  in  Biochemistry. 
Baltimore,  Williams  & Wilkins,  6th  ed.,  1953. 
(612.015  K81p6) 


Lev,  Maurice,  Autopsy  Diagnosis  of  Congenitally 
Malformed  Hearts.  Springfield,  Thomas,  1 9 5 3. 
(616.12  L56a) 

Levinson,  Abraham,  The  Mentally  Retarded  Child. 
N.  Y.,  John  Day,  1952.  (136.762  L57m) 

Lewis,  G.  W.,  Practical  Dermatology.  Philadel- 
phia, Saunders,  1952.  (616.5  L59p) 

Lucas,  G.  H.  W.,  The  Symptoms  and  Treatment 
of  Acute  Poisoning.  N.  Y.,  Macmillan,  1953.  (615.9 

L96s) 

Luisada,  A.  A.,  Heart  Beat,  Graphic  Methods  in 
the  Study  of  the  Cardiac  Patient,  N.  Y.,  Hoeber, 
1953.  (616.1  L96h) 

McCarty,  Maclyn,  Streptococcal  Infections.  N.  Y., 
Columbia  University  Press,  1953.  (616.01  M13a) 

McMichael,  John  The  Pharmacology  of  the  Fail- 
ing Human  Heart.  Springfield,  Thomas,  1950. 
(616.12  M22p) 

Markowitz,  Jacob,  Experimental  Surgery.  Balti- 
more, Williams  & Wilkins,  3rd  ed.,  1954.  (617 

M34e3) 

Meyler,  L.,  Side  Effects  of  Drugs.  Houston, 
Elsevier  Pub.,  1952.  (615.1  M48s) 

Moore,  D.  C.,  Regional  Block.  Springfield,  Thomas, 
1953.  (615.781  M78r) 

Moritz,  A.  R.,  The  Pathology  of  Trauma.  Phil- 
adelhia,  Lea  & Febiger,  2nd  ed.,  1954.  (616.982 

M82p2) 

Moseley,  H.  F.,  Shoulder  Lesions,  N.  Y.,  Hoeber, 
2nd  ed.,  i953.  (617.57  M85s2) 

Nash,  Joseph,  Surgical  Physiology.  Springfield, 
Thomas,  2nd  ed.,  1953.  (617  N17s2) 

Neurath,  Hans,  and  others,  The  Proteins.  N.  Y., 
Academic  Press,  1953.  2 v.  (547.8  N39p) 

Noble,  F.  W.,  Electrical  Methods  of  Blood  Pres- 
sure Recording.  Springfield,  Thomas,  1953.  (616.1 

N66e) 

Obemdorf,  C.  P.,  A History  of  Psychoanlysis 
in  America.  N.  Y.,  Grune,  Stratton,  1953.  (616.809 

Ob2h) 

Orthopaedic  Appliances  Atlas.  Ann  Arbor,  J.  W. 
Edwards,  1952.  (617.3  qOr8o) 

Ostlere,  Gordon,  Trichlorethylene  Anaesthesia. 
Baltimore,  Williams  & Wilkins,  1953.  (615.781 

Os7t) 

Papanicolaou,  G.  N.,  Atlas  of  Exfoliative  Cytol- 
ogy. Cambridge,  Harvard  University  Press,  1954. 
(6i6.994  P19a) 

Parkinson,  R.  H.,  Eye,  Ear,  Nose  and  Throat  Man- 
ual for  Nurses.  St.  Louis,  Mosby,  7th  ed.,  1953. 
(610.744  P22e7) 

Partipilo,  A.  V.,  Surgical  Technique  and  Principles 
of  Operative  Surgery.  Philadelphia,  Lea  & Febiger, 
5th  ed.,  1953.  (617.9  P25s5) 

Polano,  M.  K.,  Skin  Therapeutics.  Houston,  Else- 
vier Pub.,  1952.  (616.5  P75s) 

Pollack,  Herbert,  Therapeutic  Nutrition.  Wash- 
ington, D.  C.,  National  Academy  of  Sciences,  1952. 
(613.2  P76t) 
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Possible  Hazards  in  the  Use  of  Certain 
Waters  by  Patients  on  Established 
Restricted-Sodium  Diets 

In  normal  man,  biological  regulatory  mech- 
anisms operate  in  such  fashion  that  sodium 
taken  into  the  body,  in  excess  of  those  min- 
ute quantities  actually  utilized  by  properly 
functioning  body  organs,  is  excreted,  pri- 
marily in  the  urine.  These  mechanisms  ad- 
just the  output  rapidly  and  precisely  to  con- 
form with  intake.  There  is  no  tendency  to 
accumulate  sodium  ion  when  the  salt  intake 
is  excessive;  nor  is  there  ordinarily  any 
tendency  for  the  body  to  develop  a deficiency 
of  this  ion  since  even  a poor  mixed  diet  of 
foods  supplies  more  sodium  than  that  re- 
quired to  satisfy  normal  physiological  re- 
quirements. However,  sodium  deficiency 
may  occur  in  normal  people  as  the  result 
of  extra-ordinary  losses  through  profuse 
sweating  over  a prolonged  period. 

For  reasons  that  are  not  completely  clear, 
the  mechanisms  which  are  responsible  for 
maintaining  a constant  sodium  content  in 
the  body,  despite  wide  variation  in  sodium 
intake,  fail  to  function  properly  in  several 
very  common  diseases  of  the  heart,  kidney 
and  liver.  Some  patients  with  such  diseases 
are  unable  to  rid  themselves  of  sodium  and 
consequently,  large  amounts  of  sodium-con- 
taining fluid  (extracellular  fluid)  accumu- 
late, a condition  known  as  edema.  It  ap- 
pears that  the  fluid  retention  largely  may  be 
prevented,  or,  if  already  present,  dissipated 
by  restriction  of  the  amount  of  sodium  which 
the  person  takes  into  his  body. 

Depending  on  the  type  of  disorder  and 
the  severity  of  the  tendency  to  retain  fluid, 
diets  containing  from  approximately  250  mg. 
to  2.5  g.  of  sodium  daily  are  prescribed. 
More  often  than  not,  water  used  as  a bev- 
erage and  for  culinary  purposes  is  over- 
looked as  a source  of  sodium  large  enough 
to  nullify  attempts  to  restrict  that  element 
in  the  diet.  The  amount  of  sodium  ingested 
from  such  sources  reaches  significant  pro- 
portions in  some  instances,  and  while  not  re- 
sulting in  a sodium  intake  harmful  to  normal 
individuals,  it  might  be  for  patient  on  a 
sodium-restriction  regimen. 

The  table  below  shows  the  maximum  con- 
centration of  sodium  permissible  in  a nat- 


urally occurring,  untreated  water  supply  on 
the  basis  of  various  amounts  of  drinking 
water  consumed.  This  assumes  drinking  wa- 
ter as  the  sole  source  of  sodium  intake  and 
does  not  include  that  amount  obtained  from 
solid  foods,  seasonings,  preservatives,  medi- 
cines, beverages  and  other  hidden  sources 
such  as  those  entering  in  cooking  and  food- 
preparation  and  serving  processes.  Actual- 
ly, moderate  sodium  restriction  involves  re- 
duction of  75  per  cent  or  more  of  normal 
sodium  intake  from  all  sources  by  careful 
selection  of  food  and  elimination  from  the 
diet  of  most  foods  to  which  sodium  is  added 
in  processing.  A severe  sodium  restriction 
involves  a reduction  by  90  per  cent  or  more 
of  normal  sodium  intake  and  an  extremely 
rigid  selection  of  only  those  foods  naturally 
low  in  sodium ; even  regular  milk  is  general- 
ly excluded  from  the  diet. 

Maximum  Permissible 
Sodium  Concentration 
of  Water  in  ppm  or 
mg./L.  of  Na-|-  on 
Permissible  Total  the  Basis  of  Consum- 

Intake  Perscribed : ing : 

Restriction  Na-[-  NaCl 

mg. /day  g./ day  tsp./day  1 L./day  1.5  L./day  2.0  L./day 


Severe 

200 

0.5 

1/6 

200 

133 

100 

Moderate 

500 

1500 

1.3 

3.8 

1/6 

1/2 

500 

1500 

333 

1000 

250 

750 

Mild 

3000 

7.6 

1 

3000 

2000 

1000 

Untreated  surface  water  supplies  are  gen- 
erally quite  low  in  sodium,  but  ground  wa- 
ters having  a concentration  in  excess  of  500 
ppm  of  sodium  are  not  uncommon  in  the 
United  States.  The  untreated  municipal 
ground-water  supply  for  a community  in  Illi- 
nois is  reported  to  contain  almost  1200  ppm 
sodium  (3020  mg./L.  as  NaCl.).  Assuming 
that  a moderate  sodium-restriction  diet  con- 
sisting of  2.0  g.  of  NaCl  per  day  as  the 
upper  limit  prescribed  in  a particular  case' 
the  daily  use  of  ll/>  liters  of  this  water 
would  supply  more  than  twice  the  permis- 
sible sodium  limit  without  consideration  of 
the  additional  amounts  obtained  from  food 
and  other  sources. 

In  areas  where  water  is  hard  (abundant 
in  Ca-(-  and  Mg-f-),  the  public  water  supply 
frequently  is  softened.  Often,  too,  individ- 
uals use  household  softening  units,  the  gen- 
eral practice  being  to  soften  all  water  except 
that  portion  used  for  closets,  lawn  sprink- 
ling, etc.  Almost  invariably,  such  waters 
are  softened  by  passing  them  through  a 
column  containing  an  ion-exchange  material 
whereby  all  of  the  Ca-|-  and  Alg-j—  are  re- 
placed by  Na+  from  the  exchange  material, 
theoretically  producing  a water  containing 
zero  hardness.  While  this  type  of  softening 
process  is  less  commonly  used  on  a municipal 
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scale,  it  is  sometimes  utilized  either  alone  or 
in  combination  with  other  softening-  proc- 
esses. Such  is  the  case,  for  example,  for  the 
public  water  supply  of  Los  Angeles. 

Natural  ground  water  supplies  having  a 
concentration  of  Ca  and  Mg  ions  of  1000 
ppm  by  weight  expressed  as  CaC03  equiva- 
lent are  fairly  common  in  some  parts  of 
the  United  States.  (1  ppm  is  equivalent  to 
1 mg./L.  when  the  specific  gravity  is  1.0.) 
Such  waters  subjected  to  an  ion-exchange 
softening  process  after  treatment  would  con- 
tain about  460  ppm  Na-|-  in  addition  to  the 
original  sodium  content. 

When  water  is  both  high  in  sodium  and 
high  in  harness,  zeolite  softening  intensifies 


frequently  could  be  seriously  detrimental  to 
certain  patients  with  cardiac,  renal,  or  hep- 
atic disease.  The  graph  below  shows  the 
relationship  between  hardness  and  the  in- 
creased Na-f-  content  resulting  from  zeolite 
ion-exchange  softening.  It  is  to  be  empha- 
sized that  this  does  not  include  the  initial 
Na-(-  content  of  the  untreated  water  which 
should  be  added  where  significant. 

SUMMARY 

It  should  be  apparent  that  is  is  essential 
to  consider  water  used  as  a beverage  and 
in  the  preparation  of  foods  as  a source  of 
sodium  in  the  establishing  of  a restricted- 
sodium  regiment  in  the  treatment  of  the 
disorders  indicated.  Each  case  should  be 
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the  problem.  One  of  the  wells  which  is  a 
partial  source  of  supply  for  a municipality 
in  Texas  has  an  initial  sodium  content  of 
387  ppm  and  a hardness  of  1250  ppm  as 
CaCO...  Assuming  that  the  water  were  soft- 
ened by  the  ion-exchange  process,  each  liter 
of  this  water  theoretically  would  contain  387 
plus  1250  over  2.17  or  960  mg.  per  liter  sod- 
ium (equivalent  to  2.44  g.  per  liter  expressed 
as  sodium  chloride). 

Obviously,  waters  similar  in  character  to 
the  above,  that  are  used  for  drinking  and 
culinary  purposes,  would  vitiate  the  results 
of  sodium-restriction  in  solid  food  intake  and 


considered  individually.  Once  the  sodium 
and  fluid  intake  have  been  prescribed,  the 
water  supply  available  to  the  patient  should 
receive  careful  consideration  as  a source  of 
sodium  independent  of  that  from  solid  foods. 

In  some  instances,  distilled,  deionized  or 
low-sodium  spring  or  surface  waters  may 
have  to  be  substituted  for  drinking  waters 
with  a high  sodium  content  in  the  dietary 
therapeutic  regimen  for  these  patients. 

(This  material  was  issued  jointly  by  the 
division  of  Sanitary  Engineering  and  the 
National  Heart  Institute  of  the  U.  S.  Public 
Health  Service.) 
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Know  Your 
Blue  Shield  Plan 


Physicians  attending  the  Annual  Session  of  the 
Nebraska  State  Medical  Association,  May  10-13, 
are  cordially  invited  to  visit  the  Blue  Cross-Blue 
Shield  exhibit  booth. 

Nebraska  Blue  Shield  has  been  processing  an 
average  of  5,500  cases  every  month  since  the  first 
of  the  year.  Payments  are  averaging  $150,000  per 
month. 

Plans  are  being  made  for  a meeting  of  the  Blue 
Shield  Liaison  Committees  of  the  County  Medical 
Societies  in  Scottsbluff  during  the  last  week  in  May. 
A dinner  meeting  for  doctors’  office  personnel  in 
the  area  is  planned  for  the  following  evening. 

As  of  December  31,  1953,  Blue  Cross  membership 
exceeded  46  million  and  Blue  Shield  membership 
was  more  than  28  million.  During  every  working 
day  of  1953,  10,260  persons  joined  Blue  Cross,  and 
Blue  Shield  members  enrolled  at  the  rate  of  13,910 
every  day.  Total  payments  made  by  the  85  Blue 
Cross  Plans  amounted  to  $674,118,893.  The  76  Blue 
Shield  Plans  paid  $208,514,177  for  medical  services 
received  by  members  during  1953. 

Reminder:  Blue  Shield  benefits  you  and  your 

patients  in  these  four  important  way: 

1.  It  permits  free  choice  of  physician. 

2.  It  pays  fee-for-service. 

3.  It  simplifies  collections. 

4.  It  helps  relieve  the  financial  stress  of  sickness. 

A dinner  meeting  for  doctors’  secretaries  was 

held  April  14  in  North  Platte  under  co-sponsorship 
of  the  Lincoln  County  Medical  Society  and  Nebras- 
ka Blue  Cross-Blue  Shield.  Invitations  were  issued 
to  the  office  . personnel  of  physicians  in  North 
Platte,  Ogallala,  Sutherland,  Cozad,  Arnold,  Lex- 
ington and  Gothenburg.  Talks  on  prepayment  health 
care  were  presented  by  personnel  from  the  Blue 
Cross-Blue  Shield  office,  and  M .C.  Smith  spoke  on 
“Public  Relations  in  the  Doctor’s  Office.” 

A similar  meeting  will  be  held  May  3 in  Lin- 
coln, under  auspices  of  the  Public  Relations  Com- 
mittee of  the  Lancaster  County  Medical  Society. 


The  Woman's  Auxiliary 

Thirty-first  Annual  Convention 
June  21-25,  1954 
Hotel  Fairmont 
San  Francisco,  California 

Nebraska  State  Auxiliary  is  entitled  to 
representation  at  this  meeting'  by  five  dele- 
gates — one  for  every  hundred  members. 
We  appoint  a chairman  of  delegates  who 
attends  each  business  session  and  answers 
roll  call  for  the  delegates.  Affairs  of  con- 
vention are  handled  as  rapidly  as  possible 


with  only  five  minutes  for  reports  allowed 
each  state  president  and  national  chairman. 
Round  table  discussions,  open  to  all  auxiliary 
members,  will  be  moderated  by  four  national 
chairmen  on  Monday,  June  21st.  Tuesday, 
June  22nd,  will  see  the  formal  opening  of 
the  convention.  Wednesday,  and  Thursday 
at  9:00  a.m.  are  two  general  meetings.  The 
balance  of  each  day  is  taken  up  with  either 
teas  or  luncheons,  and  dinner  at  night  with 
the  American  Medical  Association  members. 
Honored  members  and  distinguished  speak- 
ers are  presented  at  such  times. 

We  would  like  to  have  the  names  of  Auxil- 
iary members  who  plan  to  attend  the  A.M. A. 
convention  with  their  husbands.  We  could 
arrange  a schedule  of  attendance  so  that 
each  of  you  might  sit  in  on  one  official  ses- 
sion. Your  attendance  at  social  affairs  is 
entirely  optional,  but  affords  an  opportunity 
to  become  more  familiar  with  nationwide 
auxiliary  members  and  their  interests. 

Please  send  your  name  to  state  secretary' 
Mrs.  G.  K.  Muehlig,  7805  Pine,  Omaha,  Ne- 
braska. 

Dr.  and  Mrs.  James  P.  Donelan,  with  other 
home-office  personnel  of  the  Guarantee  Mu- 
tual Life  Insurance  Company  of  Omaha,  at- 
tended a meeting  of  General  Agency  staffs 
and  their  wives  at  the  Hotel  Roosevelt  in 
New  Orleans,  April  19-22. 

The  Dawson  County  Medical  Society  and 
their  wives  met  for  their  regular  dinner- 
meeting at  the  Cornland  Hotel  in  Lexington 
on  Monday  evening,  April  5th.  Dr.  LeRoy 
Lee  of  Omaha-  was  the  guest  speaker. 

The  auxiliary  of  the  Dawson  County  Med- 
ical Society  held  their  regular  meeting  fol- 
lowing the  joint  dinner  meeting,  April  5th 
at  the  home  of  Mrs.  P.  B.  Olsson  in  Lexing- 
ton. New  officers  for  the  coming  year  were 
elected  with  Mrs.  Charles  Hranac,  Cozad, 
president;  Mrs.  S.  H.  Perry,  Gothenburg, 
vice-president;  and  Mrs.  Rodney  Sitorius, 
Cozad,  secretary-treasurer.  A very  beauti- 
ful program  was  given  by  Mrs.  Ray  Wycoff 
of  Lexington  using  the  slides  and  informa- 
tion on  the  Passion  Play  which  the  Wycoffs 
saw  during  their  visit  to  Europe. 

A nurses  loan  fund  was  established  by  the 
auxiliary  to  be  made  available  to  anyone  in 
Dawson  County  taking  nurses  training.  The 
loan  fund  committee  consists  of  Mrs.  S.  PI. 
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Perry,  Mrs.  P.  B.  Olsson,  and  Mrs.  Charles 
Hranac. 

The  April  meeting  of  Doctors’  Wives’  Club 
was  held  at  a 12:30  p.m.  luncheon  at  the 
Blaekstone  Hotel.  Mmes.  James  W.  Martin 
and  Earl  A.  Connolly  were  co-chairmen.  As- 
sisting were  Mmes.  Harley  Anderson,  J. 
Dewey  Bisgard,  Paul  Read,  F.  W.  Niehaus, 
Floyd  S.  Clarke,  Edmond  M.  Walsh,  John 
R.  Nilson,  J.  Harry  Murphy,  and  J.  E.  Court- 
ney. 

The  Doctors’  Wives’  Club  has  announced 
the  names  of  eight  new  members.  They 
are,  Mmes.  Eugene  E.  Simmons,  Henry 
Dworak,  Peyton  Pratt,  Willis  H.  Taylor,  Jr., 
T.  T.  Smith,  Leo  Heywood,  Chester  Waters, 
Jr.,  and  Harry  H.  McCarthy.  The  group  will 
be  introduced  to  the  club  at  its  final  meet- 
ing of  the  season,  May  3rd,  at  the  home  of 
Dr.  and  Mrs.  Albert  S.  Black. 

It  has  just  been  announced  that  Daw- 
son County,  Mrs.  V.  D.  Norall,  chairman, 
has  attained  Group  I rating  in  the  most  ex- 
clusive club  in  the  national  Todays  Health 
Contest.  They  have  subscribed  589%  of  their 
quota  by  placing  the  magazine  in  all  the  li- 
braries and  schools  in  the  county  in  addition 
to  member  subscriptions.  Contest  ends  April 
30th,  and  perhaps  other  counties  will  earn 
ratings. 

Twenty-four  members  of  the  Auxiliary  to 
the  Tri-County  Medical  Society  attended  a 
meeting  March  16th  in  the  Governor’s  suite 
at  the  Yancey  hotel.  Guests  were  Mrs. 
James  Donelan,  Omaha,  state  president ; Mrs. 
George  Covey,  Lincoln,  state  treasurer;  and 
Mrs.  J.  P.  Tollman,  wife  of  the  Dean  of  the 
University  of  Nebraska’s  Medical  School, 
Omaha.  Mrs.  Donelan  read  a report  from 
the  president  of  the  national  auxiliary.  Plans 
were  made  for  a benefit  party  for  crippled 
children  to  be  held  May  13th. 

The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Society  enjoyed  a very  good 
attendance  at  their  meetings  in  January, 
February,  and  March,  1954. 

Every  meeting  was  preceded  by  a dinner 
with  the  doctors,  and  consisted  of  a business 
meeting  with  Mrs.  0.  A.  Kostal  presiding. 

At  the  January  meeting  Mrs.  Sandritter 
showed  color  slides  taken  by  her  at  the  Hast- 


ings State  Hospital,  and  gave  a talk  about 
the  needs  of  the  institution.  Dr.  Herbert 
Seberg  was  the  speaker  at  the  February 
meeting  discussing  water  fluoridation  in  con- 
nection with  dental  care.  It  was  decided  to 
follow  up  his  suggestions  at  the  P.T.A.  meet- 
ings. The  names  of  the  new  officers  were 
announced  at  the  March  meeting;  Mrs.  G. 
Lee  Sandritter,  president;  Mrs.  Hugh  O’Don- 
nell, vice-president;  Mrs.  Gerald  Kuehn, 
secretary-treasurer;  and  Mrs.  Harold  Davis, 
reporter. 

The  Woman’s  Auxiliary  to  the  Omaha- 
Douglas  County  Medical  Society  met  at  the 
Hilltop  House  on  Tuesday,  March  9. 

Mr.  Virgil  Sharpe,  chairman  of  the  Cit- 
izens’ Committee  on  Rehabilitation,  gave  a 
report  of  the  recent  survey  made  on  the  re- 
habilitation facilities  in  Omaha.  The  re- 
sults of  this  survey  with  recommendations 
will  soon  be  published. 

The  three  main  phases  studied  were : 

1.  Handicapped  children  and  the  services 
necessary  for  their  care; 

2.  Persons  handicapped  by  accident  or 
disease ; 

3.  Chronically  disabled. 

“This  survey  is  a start  on  an  attempt  to 
head  off  a social  problem  that  will  be  over- 
whelming in  twenty  years  unless  something 
is  done,”  commented  Mr.  Sharpe. 

“Omaha  is  doing  better  than  average  (na- 
tionally) in  the  care  and  rehabilitation  of 
children.  The  medical  schools  and  clinics 
are  beginning  to  consider  rehabilitation  as 
the  3rd  phase  of  medicine.” 

MRS.  GEO.  E.  ROBERTSON, 
Publicity  Chairman, 
Omaha-Douglas  County 
MRS.  DONALD  F.  PURVIS, 
State  Publicity  Chairman 


Have  you  ever  wondered  why  so  many  children 
have  flat  feet?  In  a paper  read  at  the  Washing- 
ton State  Medical  meeting  in  September,  1953,  C. 
F.  Ferciot,  of  Lincoln,  Nebraska,  concluded  that 
it  is  because  they  are  bom  with  a tendency  to  de- 
velop them.  He  states  that  this  tendency  can  be 
recognized  in  the  nurseiy  as  a flexion  contracture 
of  the  ankle.  The  top  of  the  foot  tends  to  remain 
near  the  front  of  the  leg,  and  the  foot  resists  being 
brought  down  into  the  “tip  toe”  position.  The  babies 
tend  to  lie  on  the  belly  with  the  toes  “turned  up’” 
and  pointing  outward. 

Splinting  or  bandaging  of  the  ankle  in  the  tip 
toe  position  during  the  early  weeks  of  life  is  recom- 
mended to  correct  this  contracture  of  the  ankle  and 
restoi’e  normal  muscle  balance,  which  is  so  neces- 
sary to  normal  development.  Late  treatment  is 
much  less  effective. 
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how  one 

CH  LOR-TRIMETON 

REPETAB 

assures  8-12  hours’  sustained 
relief  in  hay  fever 


Inner  core  still  intact  2%  hours  after  inges-  At  4 V2  hours  disintegration  of  cores  well 

tion  of  6 special  radiopaque  Repetabs*  underway  — complete  in  four,  beginning  in 

*Uriretouched  x-rays.  tWO.* 


the  REPETAB  principle  assures 
prolonged  sustained  relief  with 
single  dose  convenience 

Chlor-Tr/METON®  Maleate,  brand  of  chlorprophenpyridamine  maleate 
Repetabs,®  Repeat  Action  Tablets. 
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TECHNICAL  EXHIBITS 

At  The  Annual  Session  in  Lincoln 

Abbott  Laboratories,  North  Chicago,  Illinois  — Booth  No.  15. 
We  will  display  ERYTHROCIN  (Erythromycin,  Abbott)  the 
new  selective  antibiotic  which  is  especially  effective  against 
“coccal”  organisms;  BLUETENE  (Tolonium  Chloride-Sulfate, 
Abbott),  the  non-hormonal  oral  drug  for  treatment  of  function- 
al uterine  bleeding  ; COVICONE  Protective  Skin  Cream  for 
protection  against  certain  contact  dermatoses  ; DICALETS. 
a balanced  vitamin  and  mineral  supplement  for  expectant  and 
nursing  mothers  ; VI-DAYLIN,  a liquid  nutritional  supple- 
ment for  children  ; and  SUCARYL,  a non-caloric  sweetener 
which  has  no  aftertaste  and  is  useful  for  diabetic  and  weight 
reducing  diets. 

A.  S.  Aloe  Company,  1831  Olive  Street,  St.  Louis  3,  Missouri 
— Booth  No.  2.  “Visit  booth  No.  2 wher*e  the  Aloe  represent- 
ative will  show  you  a cross  section  of  the  complete  line  of 
physicians’  equipment  and  supplies  carried  by  the  A.  S.  Aloe 
Company.  Highlighted  will  be  New  Model  Steeling  — tomor- 
row’s treatment  room  furniture  today  - featuring  the  body 
contour  table  top,  magnetic  door  catches,  and  advanced  design 
all  in  new  decorators’  colors.” 

American  Ferment  Company,  Inc.,  1450  Broadway,  New  York 
18,  New  York — Booth  No.  14.  The  American  Ferment  Co.,  Inc. 
- -will  present  a colorful,  illuminated  exhibit  featuring  the  action 
of  the  proteolytic  enzyme  “Caroid”  for  increasing  IN  VIVO 
digestion  and  utilization  of  dietary  proteins.  Caroid  and 
Bile  Salts  tablets  and  Alearoid  Antacid,  both  containing  Caroid, 
and  Supligol,  a whole  bile-ketocholanic  acid  compound  useful 
in  the  management  of  early  biliary  dysfunction  will  also  be 
shown. 

Ames  Company,  Inc.,  Elkhart,  Indiana  Booth  No.  9.  ICTO- 
TEST.  a new  30-second  accurate  and  simple  test  for  the  de- 
tection of  urine  bilirubin  as  an  aid  to  the  diagnosis  and  man- 
agement of  jaundice  and  hepatitis,  will  he  on  display. 

Blue  Cross  - Blue  Shield,  51 8 Kilpatrick  Building,  Omaha  2. 
Nebraska  — Booth  No.  19.  Physicians  are  cordially  invited 
to  visit  our  booth  for  information  on  Blue  Shield  Schedules 
and  report  forms.  Stop  by  for  matches,  pencils  and  notepads. 

Carroll  Dunham  Smith  Pharmacal  Company,  New  Bruns- 
wick, New  Jersey  — Booth  33.  Our  exhibit  will  feature 
Lipotriad  (Smith)  a new  unusually  potent  lipotropic  and 
oxytropic  product,  in  both  liquid  and  capsule  form  for  the 
treatment  of  many  conditions  associated  with  faulty  fat 
metabolism.  Our  representatives  will  also  welcome  the  oppor- 
tunity to  discuss  Calferbee,  Hemo-Vitol,  Neo-Sedaphen  and 
other  specialties. 

Ciba  Pharmaceutical  Products,  Summit,  New  Jersey  — Booth 
11.  The  Ciba  exhibit  (Booth  11)  will  feature  SERPASIL,  a 
pure  crystalline  alkaloid  of  Rauwolfia  which  usually  produces 
mild,  gradual  sustained  lowering  of  blood  pressure  with  a 
slowing  of  the  pulse  rate.  Representatives  in  charge  of  the 
Ciba  booth  will  be  pleased  to  discuss  the  role  of  SERPASIL 
in  the  treatment  of  hypertension  and  to  furnish  literature  on 
this  new  drug. 

Crosby  Surgical  Company,  111  North  18th  Street,  Omaha  2, 
Nebraska  — Booth  No.  10.  Crosby  Surgical  Company  invites 
your  inspection  of  their  products.  Representatives  will  be  at 
our  display  booth  with  our  usual  display  of  new  and  outstand- 
ing medical  items  and  equipment. 

The  Doho  Chemical  Corporation,  100  Varick  Street,  New 
York  13,  New  York  Booth  No.  28.  Doho  Chemical  Corpora- 
tion exhibits  AURALGAN.  the  time  honored  decongestant  and 
pain  reliever  in  Otitis  Media,  also  for  removal  of  Cerumen  ; 
RHINALGAN,  the  equally  safe  nasal  decongestant  for  infants 
and  the  aged  ; NEW  OTOSMOSAN,  the  fungicidal  and  bac- 
tericidal ear  medication.  Mallon  Chemical  Corporation,  a sub- 
sidiary, features  RECTALGAN,  the  liquid  topical  anesthesia 
for  relief  of  pain  and  discomfiture  in  hemorrhoids,  pruritus 
and  perineal  suturing. 

Donley-Stahl  Co.  Ltd.,  1331  N Street.  Lincoln,  Nebraska  — 
Booths  22-23-24.  Remember! — Too:  Attend  The  Annual  Session 
of  your  Nebraska  State  Medical  Association,  May  10,  11,  12, 
13,  Hotel  Comhusker,  Lincoln.  Too:  Visit  booths  22-23-24.  Too: 
See  our  display  of  Ultrasonic  Diathermies  shown  and  demon- 
strated by  factory  representatives.  New  modern  design  exam- 
ining furniture  suites  in  wood  and  metal.  Hospitality  room 
and  soap  dispenser  will  be  available  again.  At  present  we 
are  one  company  with  two  names.  Donley-Stahl  Co.,  Ltd.  ; 
Donley  Medical  Supply  Co.,  Ltd.,  1313  N Street,  2415  O Street, 
Lincoln,  Nebraska. 

General  Electric  Company,  319  11th  Street,  Des  Moines,  Iowa 
-Booth  No.  8.  The  new  DWB  Cardioscribe  recently  an- 
nounced to  the  profession  will  be  on  exhibit.  Also  the 
Model  F Inductotheitm  Llnit  recently  approved  by  F.C.C.  In 
addition  there  will  be  a group  of  accessories  and  supplies. 

Holland-Rantos  Company,  Inc.,  145  Hudson  Street,  New  York 
13,  New  York  - Booth  No.  18.  Physicians  interested  in  Med- 
ical Contraception  are  cordially  invited  to  discuss  with  H-R 
convention  representatives  latest  clinical  and  laboratory  data 
concerning  the  efficacy  of  KOROMEX  products  ; also  on 
trichomonicidal,  fungicidal  and  bactericidal  preparation 


NYLMERATE  JELLY  AND  NYLMERATE  SOLUTION  CON- 
CENTRATE. 

Lederle  Laboratories  Division,  Pearl  River,  Nef  York— Booth 
No.  26.  You  ai^e  cordially  invited  to  visit  our  exhibit  in 
Booth  No.  26  where  you  will  find  our  representatives  prepared 
to  give  you  the  latest  information  on  LEDERLE  products. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana — Booth  No.  3. 
You  are  cordially  invited  to  visit  the  exhibit  located  in  space 
number  3.  The  display  will  contain  information  on  recent 
therapeutic  developments  and  will  feature  the  story  of  the 
Lilly  Junior  Taste  Panel.  Lilly  sales  people  will  be  in  attend- 
ance. They  welcome  your  questions  about  ‘Ilotycin'  (Erythro- 
mycin, Lilly)  and  other  Lilly  products. 

Lincoln  Office  Supply  Company,  1217  P Street,  Lincoln. 
Nebraska  — Booth  No.  4.  The  latest  of  our  dictating  ma- 
chines will  be  on  display  for  review  by  Nebraska  physicians. 
We  cordially  invite  you  to  stop  by  our  booth. 

J.  B.  Lippincott  Company,  East  Washington  Square,  Phila- 
delphia 5,  Pa.  Booth  No.  31.  J.  B.  Lippincott  Company 

presents,  for  your  approval,  a display  of  professional  books 
and  journals  geared  to  the  latest  and  most  important  trends 
in  current  medicine  and  surgery.  These  publications,  written 
and  edited  by  men  active  in  clinical  fields  and  teaching,  are  a 
continuation  of  more  than  100  years  of  traditionally  signifi- 
cant publishing. 

Mead  Johnson  & Company,  Evansville  21,  Indiana  Booth 
No.  6.  Mead  Johnson  & Company  Booth  No.  6 will  feature 
Lactum,  Mead’s  Liquid  formula  for  infant  feeding,  and  Liquid 
Sobee  ; Poly-Vi-Sol  and  Tri-Vi-Sol,  superior  vitamin  supple- 
ments for  infants;  Panalins  and  Panalin  -T,  new  vitamin 
capsules  based  on  the  new  National  Research  Council’s  rec- 
ommendations for  vitamin  maintenance  and  therapy.  Natalins, 
the  smaller,  complete  prenatal  capsules  and  Mulcin,  the  new 
orange  flavored  vitamin  liquid,  will  also  be  shown. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New  Jersey 
Booth  No.  12.  Ortho  cordially  invites  you  to  booth  12.  Fea- 
tured will  be  their  product  for  conception  control,  PRECEPTIN 
vagnial  gel,  designed  for  use  without  a vaginal  diaphragm. 
Ortho  representatives  will  gladly  discuss  this  product  with 
you. 

C’has.  Pfizer  & Company,  Inc.,  Brooklyn  6,  New  York  — 
Booth  No.  17.  You  are  cordially  invited  to  visit  the  Pfizer 
booth.  TERRAMYCIN  INTRAMUSCULAR  holds  the  spot 
light  this  year  with  a star-studded  cast  which  includes  Cortril 
(brand  of  hydrocortisone)  in  several  convenient  dosage  forms 
and  the  complete  line  of  Pfizer-Syntex  steroid  hormones. 

Picker  X-Ray  Corporation  of  Nebraska,  3301-03  Cuming 
Stdeet,  Omaha,  Nebraska  — Booth  No.  20.  “We  will  be 
pleaded  to  exhibit  the  “First”  of  its  kind:  Picker’s  Explosion- 

Proof  Operating  Room  Mobile  X-Ray  Unit.  The  O.R.  X-Ray 
unit  is  the  first  completely  explosion-proof  Mobile  X-Ray 
to  be  produced  in  the  country,  bearing  the  Underwriters  Seal 
of  Approval,  for  use  in  spaces  contaminated  with  explosive 
gas.” 

Physicians  and  Hospitals  Supply  Company,  1400  Harmon 
Place,  Minneapolis  3.  Minnesota  — Booth  No.  29.  “The  latest 
type  of  medical  equipment  will  be  on  display  in  our  booth 
including  the  Pulmonary  Ventilator,  manufactured  by  the 
Mine  Safety  Appliance,  F.C.C.  approved  Liebel-Flarshiem 
diathermy,  and  a complete  display  of  Stille  instruments.” 

A.  H.  Robins  Company,  Inc.,  1407  Cumings  Drive,  Richmond 
20,  Virginia  Booth  No.  16.  ENTOZYME,  comprehensive 
digestant  ; ROBALATE,  antacid-demulcent ; and  DONNA- 
LATE,  combining  Robalate  with  the  Donnatal  formula  ; are 
featured  at  the  A.  H.  Robins  exhibit.  Also  shown  are 
PABALATE,  PAB ALATE-SODIUM  FREE  and  ALLBEE  with 
C.  Robins  representatives  welcome  the  opportunity  to  discuss 
with  physicians  the  therapeutic  advantages  of  these  and  other 
Robins  prescription  specialties. 

Sandoz  Pharmaceuticals,  68-72  Charlton  Street.  New  York 
14,  New  York — Booth  No.  15 — Sandoz  Pharmaceuticals  cordially 
invites  you  to  visit  our  display  at  the  Nebraska  State  Medical 
Convention  — Booth  15.  CAFERGOT : the  first  effective 

oral  therapy  for-  migraine  and  related  vascular  headaches — 
clinically  proven  in  thousands  of  reported  cases  since  1949. 
FIORINAL  a new  approach  to  therapy  of  tension  headache 
and  other  head  pain  due  to  sinusitis  and  myalgia.  HYDER- 
GINE  a new  approach  and  new  product  for  hypertension 
and  peripheral  vascular  diseases. 

W.  B.  Saunders  Company,  West  Washington  Square,  Phil- 
adelphia 5.  Penn.  — Booth  No.  1.  Mr.  Dunn  will  be  on  hand 
to  show  Saunders  complete  line.  Among  the  more  recent 
titles  published  since  the  last  meeting  are:  Current  Therapy 

1954;  Conant:  Manual  of  Clinical  Mycology,  2nd  edition; 

Gro  s:  Surgery  of  Infancy  and  Childhood;  and  a new  edition 

of  the  Mayo  Clinic  Diet  Manual.  Ask  about  our  new  Pediatric 
Clinics  of  North  America. 

G.  D.  Searle  & Company,  P.O.  Box  5110,  Chicago  80,  Illinois 
Booth  No.  21.  You  are  cordially  invited  to  visit  the  Searle 
booth  where  our  representatives  will  be  happy  to  answer  any 
questions  regarding  Searle  Products  of  Research.  Featured  will 
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be  Vallestril,  the  new  synthetic  estrogen  with  extremely  low 
incidence  of  side  reactions  ; Banthine,  and  Pro-Banthine, 
the  standards  in  anti-cholinergic  therapy  ; and  Dramamine, 
for  the  prevention  and  treatment  of  motion  sickness  and 
othe»*  nauseas. 

Seiler  Surgical  Company,  Inc.,  Ill  South  17th  Street,  Omaha 

2,  Nebraska  - Booth  No.  5.  We  shall  have  several  new 

items  which  will  be  of  interest  to  all  and  we  wish  to  wel- 
come all  members  and  visitors  to  our  booth  No.  5. 

Smith-I)orsey  Company,  233  South  10th  Street,  Lincoln  8, 
Nebraska  — Booth  No.  27.  The  Dorsey  exhibit  will  feature 
two  new  outstanding  anti-hypertensive  products,  RAUTENSIN 
and  RAUVERA.  RAUTENSIN  contains  a purified  alkaloiaal 
extract  (alseroxylon)  of  Rauwolfia  serpentina.  It  is  appli- 

cable in  the  treatment  of  every  patient  with  essential  hypter- 
tension.  In  RAUVERA,  a second,  more  potent  hypoten- 
sive agent,  Veratrum  viride  (alkavervir  fraction)  is  com- 
bined with  alserolxylon.  RAUVERA  is  indicated  in  moderate, 
severe,  fixed  or  chronic  hypertension.  Our  representative, 
will  welcome  any  questions  regarding  Rauwolfia  therapy. 

E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York  22,  New 
York  — Booth  No.  7.  “At  booth  No.  7,  E.  R.  Squibb  & Sons 
features  Raudixin,  the  safe  hypotensive  agent.  Raudixin  con- 
tains the  whole  root  of  Rauwolfia  serpentina  accurately  stand- 
ardized for  uniform  hypotensive  and  sedative  effect.  Our 
representative  will  be  glad  to  discuss  with  you  the  advantages 
of  Raudixin  used  alone  or  in  combination  with  other  drugs.” 

Ulmer  Pharmacal  Company,  1400  Harmon  Place,  Minneapolis 

3,  Minnesota  - Booth  No.  30.  Mr.  Kidd  and  Mr.  Vlach  will 
be  happy  to  show  you  some  of  the  new  products  in  the 
Ulmer  line.  We  hope  you  will  pick  up  our  new  brochure 
on  the  treatment  of  arthritis,  gouty  arthritis  and  fibrositis. 
Information  will  also  be  available  on  the  new  concept  of  the 
role  of  calcium  in  prenatal  care.  We  shall  be  looking  forward 
with  pleasure  to  visiting  with  you  at  our  booth. 

Winthrop-Stearns,  1450  Broadway,  New  York  18,  New  York 
Booth  No.  13.  MONODRAL — Monodral  is  a new,  well  tol- 
erated, synthetic  anticholinergic  for  peptic  ulcer  (gastric  and 
duodenal),  hyperacidity,  pylorospasm,  spastic  and  irritable 
colon.  Monodral  has  unusual  gastric  antisecretory  power,  pro- 
ducing temporary  anacidity  in  many  patients. 


•REPRINTS* 

of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints— write 
us  for  prices. 

The  Huse  Publishing  Co. 
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SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Years  Old 

Physicians  Casualty  & Health  Ass’ns. 

Omaha  2..  Nebraska 
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for  sustained 


contraction  of  the 
postpartum  uterus 

‘Ergot  rate 

Maleate 

( Ergonovine  Maleate,  U.S.P..  Lilly) 

helps  prevent  hemorrhage, 
lessens  risk  of  infection 


IN  0.2-MG.  (1/320-GRAIN)  TABLETS 

dose:  1 or  2 tablets  three  to  four  times  a day  until 
the  fourteenth  day  following  delivery. 

I N 1-CC.  AMPOULES  CONTAINING  0.2  MG.  ( 1/320  GRAIN  ) 
dose:  0.2  to  0.4  mg.  (1  to  2 cc.). 


Ell  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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HEARING  Is  Their  Business! 


These  are  the  Audivox  Hearing  Aid 
Dealers  who  serve  you  in  NEBRASKA. 
Audivox  dealers  are  chosen  for  their 
competence  and  their  interest  in  your 
patients’  hearing  problems. 

♦ 

Professional  Hearing  Service 
319  Barker  Building 
Omaha,  Nebraska 
Telephone  IIA-7819 

♦ 

Professional  Hearing  Service 
1616  South  21st  Street 
Lincoln,  Nebraska 

♦ 

Ross  Hearing  Center 
P.  O.  Box  528 

Elm  Creek,  Nebraska 

♦ 

Scientific  Hearing  Aid  Company 
1554  California,  Suite  211 
Denver,  Colorado 

Telephone  Keystone  7216 

♦ 

Southwestern  Hearing  Aid  Company 
216  North  Seventh  Street 
St  Joseph,  Missouri 
Telephone  4-5064 

♦ 

0.  E.  Kullberg 

110  Forest  Boulevard 
Hastings,  Nebraska 


SUCCESSOR  TO 


Western  Electric 


HEARING  AID  DIVISION 


OMAHA  Office: 

O.  W.  Parker,  Rep., 

674  Insurance  Bldg., 
Telephone  Atlantic  6678-6679 


BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  Made  to  Measure 
SHOE  CORRECTIONS  A SPECIALTY 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th.  Lincoln  Telephone  No.  3-8585 


A very  large  percentage  of  tuberculosis  persons 
remain  unknown  to  public  health  authoriites,  and 
their  lesions  are  generally  extensive  and  many 
months  or  years  old  when  they  finally  come  to 
medical  attention.  The  fact  that  most  patients  are 
in  a farily  advanced  stage  of  disease  when  their 
tuberculosis  is  first  diagnosed  is  of  extreme  import- 
ance, not  only  because  it  adds  difficulties  to  their 
treatment,  but  even  more,  perhaps,  because  it  is 
responsible  for  giving  these  persons  countless  op- 
portunities to  infect,  unwittingly,  many  of  the  hu- 
man beings  with  whom  they  come  into  contact. 
Rene  J.  Dubos,  Ph.D.,  American  Rev.  Tuberculosis, 
July,  1953. 
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invited  you  to 


at  Denver 
July  14  and  15 


No  Registration  Fee  • Headquarters  Hotel:  Shirley-Savoy 


•fa  There  will  be  an  unusually  fine  program 
with  eight  outstanding  guest  speakers  in  Radi- 
ology, Dermatology,  Surgery,  Urology,  Pathol- 
ogy, Internal  Medicine  and  Gynecology. 

^ You  will  enjoy  meeting  colleagues  from  20 
states  who  annually  attend  this  superb  confer- 
ence. 

A banquet  and  special  entertainment  the 


first  evening  will  provide  relaxation  and  enable 
you  to  enjoy  Denver's  western  hospitality. 

You  can  combine  attendance  at  an  interest- 
ing medical  meeting  with  an  enjoyable  vacation 
in  the  Rocky  Mountain  West  when  scenery  and 

¥ climate  are  at  their  best. 

For  information  write  to 
Rocky  Mountain  Cancer  Conference 
835  Republic  Bldg , Denver  2 


SPONSORED  BY  THE  COLORADO  STATE  MEDICAL  SOCIETY  AND 
THE  COLORADO  DIVISION,  AMERICAN  CANCER  SOCIETY 


'Plan  to  Se  i*t  "Dwoen,  fluty  t4  a *td  15 


I^emember 


• • 


To  Attend  The  Annual  Session  of  Your  Nebraska 
State  Medical  Association 


MAY  10,  11,  12,  13,  1954 

Hotel  Cornhusker 
Lincoln,  Nebraska 


To  Visit  Booths  22-23-24: 

To  See  Our  Display  of  Ultrasonic  Diathermies 
Shown  and  Demonstrated  by  Factory 
Representatives 


To  See: 


New  Modern  Design  Examining  Furniture 
Suites  in  Wood  and  Metal 


Hospitality  Room  and  Soap  Dispenser  Will  Be  Available  Again 


At  Present  We  Are  a Company  With  Two  Names 

DONLEY -STAHL  COMPANY,  LTD. 

1331  “N”  Street,  Lincoln,  Nebraska 

DONLEY  MEDICAL  SUPPLY  COMPANY,  LTD. 

2415  “0”  Street,  Lincoln,  Nebraska 
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Close  to  Lincoln's  department 
stores,  theaters  and  leading  hotel. 

More  than  half  of  the  Sharp  Building  is  designed  for  and  occupied 
by  leading  physicians  and  dentists  serving  families  throughout  Ne- 
braska and  the  Missouri  Valley. 

We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company,  ^enn4,tng 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 


Building 

Lincoln's  Largest  Office  Building  and  Medical  Center 
560  Car  Spaces 

You  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


CAR-PARK 

For  the  convenience  of  physicians, 
dentists  and  their  patients. 


Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


IN  VIEWING  THE  VA  MEDICAL  PROGRAM  . . . 


what  we  are  talking  about. . . 


1.  Lack  of  moral  or  legal  justification  in  providing 
federal  medical  care  for  ALL  veterans 

2.  Effect  of  the  VA  program  on  civilian  medical 
training  programs 

3.  Current  and  eventual  effects  of  VA  program 
on  civilian  health  standards 


These  seven  points  ore  the  conclusions  of  a careful 
analysis  by  the  medical  profession  of  the  current 
VA  medical  program.  (1)  Veterans  with  no  service- 
incurred  disability  should  assume  responsibility  for 
their  own  medical  care  on  the  same  basis  as  other 
citizens.  (2)  Medical  schools  and  hospitals  are  hard 
pressed  to  train  enough  medical  personnel  for  the 
benefit  of  all  as  long  as  the  federal  government 
siphons  off  such  personnel  from  civilian  programs. 
This  VA  practice  has  caused  a duplication  of  hospi- 
tal facilities  and  an  unwarranted  dispersion  of  health 
personnel.  (3)  The  VA  is  creating  an  “artificial'' 
shortage  of  medical  personnel  at  the  expense  of 
civilian  health  programs.  (4)  Government  has  placed 
itself  in  competition  with  civilian  medical  programs, 


both  for  personnel  and  patients,  making  it  increas- 
ingly difficult  to  operate  civilian  hospitals  efficiently 
and  economically.  (5)  Although  the  federal  govern- 
ment is  spending  millions  of  dollars  under  the  Hill- 
Burton  act  in  civilian  hospital  construction,  these 
hospitals  are  hard  pressed  to  operate  at  reasonable 
cost  while  in  direct  competition  with  hospitals  wholly 
supported  by  the  federal  government.  (6)  The  medi- 
cal profession  asks  whether  a program  providing 
“free"  medical  care  to  veterans  with  no  service- 
incurred  disabilities  is  a justified  burden'  to  impose 
on  the  taxpayers  of  this  country.  (7)  Physicians  do 
not  believe  that  a veteran  who  served  his  country 
wishes  to  be  the  recipient  of  a federal  "handout"  at 
the  expense  of  his  fellow  citizen-taxpayers. 
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RAPID  ABSORPTION  - MAXIMUM  THERAPEUTIC  EFFECT 
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Tolserol )Tabs . 0.5  Gm 
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/ 
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Sig:  Two  tablets  3 to  5 times 
a day.  Take  after  meals 
or  with  1/3  glass  of  milk. 


Sig:  Two  tablets  3 to 


v 


The  clinical  effectiveness  of  different 
brands  of  mephenesin  tablets  depends  on 
their  rate  of  absorption.  A mephenesin 
tablet  that  disintegrates  slowly  is  ab- 
sorbed slowly.  The  resulting  low  blood 
levels  may  never  produce  a maximum  thera- 
peutic effect.  Results  with  such  a tablet 
are  usually  poor. 

Tolserol  Tablets  are  a result  of  extensive 
study  and  are  formulated  to  disintegrate 
rapidly  for  fast  absorption,  thus  main- 
taining optimum  blood  levels. 


Complete  information  on  the  use  of  Tolserol  in  muscle  spasm 
of  rheumatic  disorders,  in  neurologic  disorders  and  in  acute 
alcoholism  is  available  from  the  Professional  Service  Department, 
Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 


Squibb 


(Squibb  Mephenesin ) 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

James  F.  Kelly,  Omaha President 

Earl  F.  Leininger,  McCook President-Elect 

Wm.  M.  McGrath,  Grand  Island Vice  President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 


Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 
Medical  Service 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen,  Chm Blair 

John  R.  Kleyla Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Raymond  Lewis,  Chm Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

E.  W.  Hancock,  Chm Lincoln 

R.  R.  Brady Ainsworth 

A.  E.  Freed Omaha 

C.  W.  Guildner Hastings 

W.  J.  McMartin Omaha 

Blood  and  Blood  Products 

(To  be  appointed) 
Constitution  and  By-Laws 
R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 

Neil  J.  Everitt,  Chm Omaha 

G.  P.  Charlton Hastings 

J.  J.  Freymann Omaha 

J.  T.  Hanna Scottsbluff 

J.  P.  Redgwick Omaha 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

J.  P.  Tollman Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

Forrest  Rose Lincoln 

W.  E.  Wright Creighton 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

C.  H.  Sheets Cozad 

E.  F.  Leininger McCook 

Floyd  L.  Rogers Lincoln 

Henry  J.  Lehnhoff Omaha 

Earle  G.  Johnson Grand  Island 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


E.  B.  Reed,  Chm Lincoln 

J.  S.  Broz Alliance 

M.  C.  Howard Omaha 

Wm.  L.  Rumbolz Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Walter  Benthack Wayne 

Morris  Nielsen Blair 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm. Fremont 

John  Brush Omaha 

Frank  Tanner Lincoln 

Public  Relations 

Leroy  W.  Lee,  Chm Omaha 

H.  F.  Elias Beatrice 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Kenneth  D.  Rose Lincoln 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

R.  E.  Penry Hebron 

Walter  Reiner Holdrege 

Scientific  Assembly 

W.  W.  Waddell,  Chm Beatrice 

T.  T.  Smith Omaha 

A.  C.  Johnson Omaha 

Horace  V.  Munger Lincoln 

Lee  Stover Lincoln 

R.  B.  Adams Lincoln 

Speakers  Bureau 

H.  J.  Lehnhoff,  Chm Omaha 

John  Brown Lincoln 

0.  V.  Calhoun Lincoln 

John  E.  Courtney Omaha 

R.  O.  Garlinghouse Lincoln 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm. -Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  O.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

C.  R.  Carlson Wauneta 

F.  L.  Dunn Omaha 

Cancer 

John  T.  McGreer,  Jr Lincoln 

B.  It.  Bancroft Kearney 

C.  W.  McLaughlin,  Jr. Omaha 

Cardiovascular 

C.  Thompson,  Chm Omaha 

Fred  W.  Niehaus Omaha 

Wm.  M.  McGrath Grand  Island 

Cerebral  Palsy 


L. 

S.  Campbell,  Chm. 

Omaha 

C. 

Fred  Ferciot 

Lincoln 

L. 

•T.  Gogols 

Lincoln 

Diabetes 

F. 

L.  Rogers,  Chm. 

. Lincoln 

Morris  Margolin 

Omaha 

S. 

M.  Rathbun 

Beatrice 

Fracture 

Stanley  M.  Bach,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

E.  J.  Kirk,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

L.  S.  McGoogan,  Chm. Omaha 

Hamilton  H.  Morrow Fremont 

S.  L.  Wolters Lincoln 

Mental  Hygiene 

Robert  S.  Wigton,  Chm.__Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Polio  Coordinating  (Interim) 
Harold  N.  Neu,  Chm Omaha 

F.  G.  Gillick Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

E.  W.  Hancock Lincoln 

Wm.  Gentry Gering 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

S.  I.  Fuenning Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman__ Kearney 

Venereal  Diseases 

0.  J.  Cameron,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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EDITORIAL 

W H O 

WHO  is  the  alphabetical  designation 
commonly  used  in  referring  to  the  World 
Health  Organization,  a permanent  agency  of 
the  United  Nations.  W H O began  its  oper- 
ations on  September  1,  1948.  Its  stated  ob- 
jective was  “the  attainment  by  all  peoples  of 
the  highest  level  of  health”. 

Sixty-eight  nations  “from  all  corners  of 
the  globe”  constituted  the  membership  of 
the  World  Health  Organization  at  the  begin- 
ning. More  nations  have  been  added  from 
time  to  time.  There  were  seventy-eight  in 
1951,  and  still  others  have  been  added  since 
that  date,  the  total  now  being  eighty-four. 
The  money  provided  for  operation  of  this 
agency,  in  1950,  was  $7,501,500.  Over  $10 
millions  will  be  asked  for  1955.  At  present, 
one  third  of  the  budget  of  W H O is  paid  by 
the  United  States  of  America.  The  amounts 
paid  by  the  other  member  nations  is  not 
known  to  the  writer.  If  we  assume  that 
the  assessments  follow  the  scale  originally 
set  up  for  the  U.N.,  our  nearest  competitor 
for  the  honor  of  paying  most  of  the  bill  is 
the  United  Kingdom.  The  others  range  down- 
ward, sharply,  the  majority  paying  less  than 
one  per  cent  each. 

The  Pan  American  Sanitary  Bureau,  with 
offices  in  Washington,  D.C.,  is  the  regional 
office  of  W H O that  has  to  deal  with  the 
health  of  “the  Americas.”  The  proposed  bud- 
get of  this  Bureau  for  1954,  is  $2,100,000. 
Of  this  amount  $2  million  is  to  be  met  by 
assessment  against  twenty-one  American  Re- 
publics,  members  of  the  Bureau.  As  of  April 
1,  1954,  sixty-one  public  health  projects  in 
the  Americas  were  receiving  technical  assist- 
ance from  P A S B. 

As  could  be  expected,  W H O is  doing  ex- 
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cellent  work  in  various  parts  of  the  world.  It 
has  dealt  with  malaria  control  in  Hungary, 
Romania,  Bulgaria,  India,  Italy,  and  Sardinia. 
It  has  dispatched  tuberculosis  consultants  to 
many  far  flung  areas  to  participate  in  an 
antituberculosis  campaign.  Venereal  diseas- 
es, environmental  sanitation,  maternal  and 
child  health,  nutrition  and  food  supply,  and 
other  items  have  fallen  into  the  sphere  of 
W H O’s  activities.  At  Geneva,  in  1953,  the 
WHO  Expert  Committee  on  Alcohol  even 
set  out  to  study  the  problem  of  drunken  driv- 
ing. 

The  concept  of  a health  organization  to 
concern  itself  with  world-problems  of  pub- 
lic health  doubtless  is  one  with  tremen- 
dous appeal,  and  one  with  almost  unlimited 
possibilities  for  bettering  mankind.  WHO 
has  concerned  itself  with  such  problems,  and 
its  reported  accomplishments,  during  its  six 
years  of  work,  are  encouraging.  However, 
one  is  reminded  that  this  organization  is 
composed  of  people  displaying  every  shade 
of  political  opinion;  that  it  is  intimately 
associated  and  collaborates  with  other  United 
Nations  bodies  and  sections,  of  which  the  In- 
ternational Labor  Organization  is  one.  The 
I L O,  for  example,  is  known  to  be  complete- 
ly socialistic  in  intent  and  action.  Such  con- 
siderations can  not  help  but  cast  suspicions 
on  W H O.  Evil  associations  make  one  search 
for  evil  intent  in  all  the  participants,  and 
make  it  difficult  to  view  a panorama  of  bene- 
fits without  a glance  at  the  possible  evils 
lurking  in  the  background. 

It  is  difficult,  too,  to  understand  why  the 
United  States  of  America  should  be  required 
to  pay  one  third  of  the  cost  of  an  organiza- 
tion composed  of  more  than  eighty  mem- 
ber nations.  This  is  especially  true  when 
one  takes  note  of  the  fact  that  the  great  bulk 
of  the  work  and  accomplishments  of  WHO 
lies  outside  of  our  borders,  if  not  of  our 
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continent.  The  project  embraced  by  the 
World  Health  Organization  that  probably  af- 
fects us  most  is  that  concerned  with  drunken 
driving.  It  well  might  be  that  we  could  solve 
that  one  ourselves,  and  at  lesser  cost.  There 
are  known  to  be  other  projects  that  are  only 
vaguely  concerned'  with  the  attainment  by  all 
peoples  of  the  highest  level  of  health.  Some 
of  these  might  be  interpreted  as  an  effort 
on  the  part  of  this  organization  toward  self- 
perpetuation. 

BRONCHOGENIC  CARCINOMA 

(Guest  Editorial) 

Primary  cancer  of  the  lung  has  become 
one  of  the  important  killers  of  American 
men.  Twenty  years  ago,  when  the  increas- 
ing incidence  of  bronchogenic  carcinoma  first 
became  apparent,  there  was  considerable 
speculation  as  to  whether  the  increase  was 
real  or  apparent.  Since  then,  however,  the 
incidence  has  increased  until  bronchogenic 
carcinoma,  which  fifty  years  ago  was  a rar- 
ity, is  now  one  of  the  important  causes  of 
death  from  cancer  in  the  American  male. 
Indeed,  Oschsner  has  been  quoted  as  say- 
ing that  if  the  increased  incidence  of  bron- 
chogenic cancer  in  the  past  twenty  years  is 
projected  into  the  next  twenty  years,  all 
American  males  will  develop  it. 

The  increased  incidence  of  the  disease  is 
now  an  accepted  fact  by  a majority  of  re- 
sponsible investigators  in  this  country,  and 
similar  reports  have  come  from  England  and 
France.  The  seriousness  of  the  problem  is 
not  only  one  of  increasing  incidence,  but  of 
a salvage  rate  which  only  recently  has  gotten 
to  be  as  good  as  that  of  cancer  of  the 
stomach,  and  still  leaves  much  to  be  desired. 
It  is  wise,  therefore,  to  continue  efforts  at 
discovering  the  cause  of  the  increased  inci- 
dence and  improving  methods  of  treatment. 
This  cannot  be  done  by  ignoring  the  facts 
and  thereby  hoping  that  the  bogie  of  bron- 
chogenic carcinoma  will  cease  to  exist. 

Speculation  as  to  the  cause  of  the  increase 
in  the  incidence  of  primary  cancer  of  the 
lung  is  natural.  That  such  cancers  develop 
with  appalling  frequency  in  individuals  who 
have  inhaled  active  carcinogens  such  as  ra- 
dioactive dust  of  the  Schneeburg  mines  has 
long  been  known.  That  cancer  of  the  lung 
might  follow  the  inhalation  of  less  active 
carcinogens  is  reasonable  to  assume.  The  two 
most  obvious  noxious  vapors  to  which  the 
American  male  is  exposed  are  cigarette 


smoke  which  contains  both  tar  and  arsenic, 
long  known  as  carcinogens,  and  diesel  ex- 
haust smoke  which  contains  known  hydro- 
carbon carcinogens. 

The  final  solution  to  the  problem  of  the 
increase  in  bronchogenic  carcinoma  is  in- 
volved in  the  greater  problem  of  the  cause 
of  cancer.  Its  final  solution  will  depend  on 
the  answer  to  the  greater  question.  In  the 
meantime,  however,  when  one  discusses  the 
question  of  whether  the  inhalation  of  car- 
cinogens plays  a role  in  the  production  of 
bronchogenic  carcinoma,  the  burden  of  proof 
is  on  those  who  deny  it,  not  on  those  who 
say  it  does. 

WILLIAM  P.  KLEITSCH,  M.D. 

Dear  Doctor: 

Dr.  Kate  Pelham  Newcomb,  a general  practioner 
of  the  old  school,  was  featured  on  the  Ralph  Ed- 
wards “This  is  Your  Life”  program  on  a nation- 
wide television  hookup  Wednesday  evening  March 
17.  It  was  truly  medical  public  relations  at  its 
best. 

Dr.  Newcomb,  who  has  been  practicing  around 
Woodruff,  Wis.,  (pop.  450)  for  21  years,  has  cer- 
tainly endeared  herself  to  her  patients. 

Her  surprise  appearance  on  the  television  show, 
which  was  seen  by  an  estimated  25  million  peo- 
ple, grew  out  of  a magazine  article  about  her  life. 
Her  patients  and  friends  by  the  score  wrote  to  Mr. 
Edwards  and  urged  him  to  put  her  on  his  program. 

On  March  1,  program  staff  people  contacted  the 
Wisconsin  State  Medical  Society  and  all  of  the  ma- 
terial for  the  show  was  obtained  without  the  doc- 
tor’s knowledge.  Then  the  problem:  how  to  get 

her  out  to  Hollywood  for  a surprise  appearance. 
An  exchange  of  letters  between  the  Wisconsin  Med- 
ical Society  and  the  president  of  the  Los  Angeles 
County  Medical  Society  turned  the  trick.  The  lat- 
ter invited  her  to  be  guest  of  honor  at  a testi- 
monial dinner  for  Sir  Alexander  Fleming,  discov- 
erer of  penicillin.  Actually,  such  a dinner  is  sched- 
uled for  April.  But  Dr.  Newcomb  accepted,  and 
on  her  first  night  in  Los  Angeles  friends  took  her 
to  see  the  “This  is  Your  Life”  show  in  nearby 
Hollywood.  Mi'.  Edwards  picked  her  from  the  aud- 
ience and  from  then  on  the  unfolding  of  her  life 
was  as  dramatic  as  anything  these  old  eyes  have 
ever  seen  on  television. 

She  was  showered  with  gifts,  including  a new 
car,  and,  more  important,  viewers  were  invited  to 
send  in  penny  contributions  to  outfit  a new  18-bed 
hospital  which  Dr.  Kate  built  with  the  help  of  towns- 
people. The  construction  was  financed  by  a “mil- 
lion pennies  campaign”  and  the  drive  went  over 
the  top.  The  hospital  is  to  be  dedicated  this  week. 
The  pennies  which  viewers  were  asked  to  send  in 
were  merely  a continuation  of  Dr.  Kate’s  drive. 

A.M.A.  employees,  many  of  whom  were  deeply 
touched  by  Dr.  Kate’s  unselfish  work,  contributed 
more  than  3,000  pennies  during  the  first  two  hours 
of  the  morning  following  the  telecast. 
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How 

can  we 

Eliminate 
the  Battles  °f 
Medical  Experts?' 

Professor  Weihofen  enumerates  some  of  the  rea- 
sons for  differing  viewpoints  as  between  doctors  and 
lawyers.  He  points  out  many  of  the  causes  of  dis- 
agreement amongst  medical  experts.  He  describes 
and  recommends  remedial  procedures  that  have 
proved  effective  in  eliminating  the  "Battle  of  the 
Experts". 

EDITOR 

It  is  a good  and  hopeful  thing  that  a 
meeting  like  this  should  be  taking  place. 
Usually,  it  is  all  too  difficult  for  lawyers 
and  doctors  to  get  together,  not  only  literal- 
ly around  a dinner  table,  but  also  in  their 
thinking  about  problems,  they  are  forced  to 
share.  Their  training  and  their  methodology 
differ  so  much  that  they  have  a hard  time 
to  understand  each  other’s  viewpoint. 

The  lawyer  is  likely  to  regard  the  doctor 
as  a man  who  knows  a lot  about  the  human 
organism,  but  who  is  naively  ignorant  of 
the  complexities  of  social  organization,  and 
who  is  therefore  likely  to  be  impatient  with 
the  red  tape  and  the  delays  that  legal  and 
political  action  involve. 

The  doctor  is  inclined  to  think  of  the 
lawyer  as  too  much  absorbed  in  petty  form- 
alities and  technicalities.  Because  the  doctor 
has  probably  never  had  pointed  out  to  him 
the  distinction  between  an  advocate’s  func- 
tion and  that  of  a scientific  investigator,  he 
is  likely  to  regard  the  lawyer’s  willingness 
to  take  almost  any  kind  of  case  as  some- 
what venal.  That  kind  of  eyebrow-raising 
is  reciprocated  by  lawyers  who  have  observ- 
ed too  many  medical  experts  on  the  witness 
stand  displaying  a conscious  or  unconscious 
partisanship.  This,  they  think,  is  unbecom- 
ing representatives  of  the  scientific  tradi- 
tion. These  lawyers  may  not  stop  to  reflect 
that  it  is  the  established  legal  procedure  that 

4'Read  before  combined  meeting-  of  Lancaster  County  Medical 
Society  and  the  Lincoln  Bar  Association,  February  16,  1954. 


HENRY  WEIHOFEN,  Professor  of  Law 
University  of  New  Mexico  College  of  Law 
Albuquerque,  New  Mexico 


forces  expert  testimony  into  the  partisan 
mold. 

Many  of  the  most  reputable  medical  prac- 
titioners dislike  and  avoid  having  to  testify 
as  expert  witnesses.  Their  reasons  are  sev- 
eral : 

1.  A judicial  trial  is  alien,  in  its  nature, 
to  the  doctor’s  professional  approach.  It  is 
an  adversary-proceeding  — a contest  — in 
which  the  doctor  finds  himself  the  hired 
partisan  of  one  side,  instead  of  the  impartial 
representative  of  scientific  knowledge. 

2.  A trial  is  also  a dramatic  production, 
in  which  stage  presence,  quick-wittedness, 
and  fast  footwork  in  parrying  with  lawyers, 
frequently  make  a greater  impression  on  the 
jury  than  a less  colorful  and  more  cautious 
scientific  diagnosis. 

3.  The  doctor  is  irked  by  being  forced  to 
present  his  testimony  by  the  question  and 
answer  method,  and  even  more  so  by  the 
hypothetical  question,  which  forces  him  to 
express  an  opinion  on  a recital  of  facts  that 
are  often  incomplete,  distorted,  and  fre- 
quently simply  untrue.  And,  of  course,  he 
resents  being  grilled  on  cross-examination. 

The  doctor  is  accustomed  to  being  listened 
to  deferentially  by  his  patients  when  his 
opinion  is  sought.  In  the  court  room  he  is 
not  allowed  to  express  his  findings  and 
opinions  in  his  own  way.  He  is  told  when 
to  speak  and  when  to  keep  quiet.  He  is 
badgered ; his  opinion  is  challenged ; his  pro- 
fessional competence,  and  even  his  intelli- 
gence are  impugned. 

As  a result,  it  is  not  surprising  that  most 
doctors  do  not  like  to  appear  in  court.  My 
colleague,  Dr.  Manfred  Guttmacher,  recently 
sent  out  a questionnaire  to  members  of  the 
American.  Psychiatric  Association,  in  his 
capacity  as  chairman  of  the  A.  P.  A.  Legal 
Aspects  Committee.  He  found  that  20  per 
cent  were  unwilling  to  go  into  court  in  a 
criminal  case,  and  another  15  per  cent  were 
willing  to  do  so  only  where  they  were  ap- 
pointed by  the  court.  More  than  half  felt 
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that  they  could  not  accurately  present  their 
findings  and  opinions  under  the  present 
methods  of  court  procedure.  Most  of  these 
based  this  view  on  the  partisan  role  they 
were  forced  to  play  in  such  a proceeding. 
The  next  largest  number  felt  that  the  great- 
est objection  lay  in  the  restrictions  inherent 
in  the  inquisitorial  method  of  conducting 
examinations.  They  were  required  to  give 
yes  and  no  answers,  rather  than  being  per- 
mitted freely  to  express  their  knowledge  and 
opinions,  even  though  they  had  been  sworn 
to  tell  “the  whole  truth.” 

LAWYERS’  COMPLAINTS  AGAINST  DOCTORS 

A few  years  ago,  a psychologist  interview- 
ed lawyers  involved  in  fifty  cases  where 
medical  experts  were  used.  Plaintiffs’  law- 
yers estimated  that  '50  per  cent  of  defen- 
dants’ medical  expert  testimony  was  unscru- 
pulous and  dishonest. 

Defendants’  lawyers  estimated  that  75 
per  cent  of  plaintiffs’  medical  experts  were 
“unfair”  in  their  testimony.  BUT  attorneys 
for  BOTH  sides  claimed  that  about  84  per 
cent  of  their  OWN  medical  experts  were 
fair  and  scrupulous  in  their  testimony. 

The  lawyers  noted  the  following  charac- 
terestics  of  the  “biased”  medical  witness : 
being  argumentative,  overemphatic,  unwill- 
ing to  concede  the  slightest  point,  arrogant 
and  brash.  Lawyers  may  take  a tip  from 
this  study  by  trying  to  use  medical  experts 
who  do  not  have  these  characteristics ; and 
doctors,  testifying  as  experts,  should  try  not 
to  show  those  characteristics. 

Why  do  lawyers  have  this  doubt  about 
the  honesty  of  medical  experts  (except  those 
retained  by  themselves)  ? One  can  not  blame 
lawyers  for  feeling  somewhat  cynical  when 
they  hear  one  doctor  testify  that  a man  has 
50  per  cent  loss  of  use  of  his  back,  and 
another  say  that  he  has  no  disability,  or  a 
5 per  cent  disability. 

In  head-injury  cases  — rapidly  becoming- 
one  of  the  most  popular  types  of  personal 
injury  suits  — the  unconscientious  doctor 
will  be  quick  to  conclude  that  the  patient 
is  suffering  from  a post-concussional  syn- 
drome ; that  he  should  avoid  heavy  work, 
fatigue,  climbing,  and  exposure  to  extreme 
heat  and  cold ; and  that  the  condition  is 
permanent. 

Doctors  testifying  for  the  defense,  on  the 
other  hand,  seem  to  be  inclined  to  under- 


estimate the  claim.  One  reason,  I suspect, 
is  that  the  defense  expert  who  is  experienced 
in  damage  suit  cases  will  feel  sure  that  the 
plaintiff’s  doctors  will  exaggerate  the  in- 
jury, and  so  he  will  minimize  it,  to  offset 
the  exaggeration.  But  1 think  you  will  agree 
that  that  is  no  excuse ; and  that  any  shad- 
ing of  the  facts,  or  of  one’s  best  opinion,  is 
unethical  and  a violation  of  one’s  oath. 

A doctor  who,  from  experience,  is  familiar 
enough  with  the  rules  of  evidence  to  know 
that  a certain  statement  is  not  admissible, 
may  blurt  it  out  anyway,  for  the  sole  pur- 
pose of  helping  the  party  retaining  him. 
A conscientious  doctor  will  not  be  a party 
to  any  such  conniving  to  get  improper  evi- 
dence before  the  jury.  Of  course,  the  judge 
will  order  such  improper  statements  stricken 
from  the  record,  but  it  is  not  so  easy  to 
strike  them  from  the  jurors’  minds. 

But  while  the  lawyers’  cynicism  about 
their  brothers  in  the  medical  profession  no 
doubt  rests  in  part  on  experience  with  the 
unscrupulous  or  charlatan  professional  ex- 
pert, a large  part  of  their  suspicion,  I am 
convinced,  is  due  to  mere  ignorance. 

An  opinion  poll,  taken  in  1951,  of  some 
4, 000  persons  showed  that  of  all  the  groups 
included  — housewives,  clergymen,  business- 
men, and  others  — lawyers  were  the  only 
ones  who  showed  a large  measure  of  dis- 
trust of  psychiatry.  Nearly  25  per  cent  of 
lawyers  favored  punitive  treatment  for 
juvenile  delinquents. 

Even  more  shocking,  over  40  per  cent  did 
not  think  it  would  be  worth  while  to  obtain 
a psychiatrist’s  help  when  someone  begins  to 
act  strangely. 

More  than  two-thirds  endorsed  secrecy 
about  illness  in  a family. 

Lawyers  differed  from  the  other  groups, 
also,  in  that  they  were  less  inclined  to  be- 
lieve that  experts  are  able  to  agree  on  a 
psychiatric  diagnosis. 

Such  data  as  these  indicate  that  lawyers 
need  to  learn  more  about  problems  that  they 
have  in  common  with  the  medical  profession. 

Plain,  unadulterated  ignorance  sometimes 
leads  courts  into  making  pronouncements 
that  are  simply  wrong  as  a matter  of  scien- 
tific fact.  The  Missouri  Supreme  Court  said, 
not  so  many  years  ago,  “There  is  no  such 
thing  as  a delusion  founded  on  fact.”  Ac- 
tually, it  is  only  the  most  seriously  deter- 
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iorated  psychotic  whose  delusions  are  not  to 
some  extent  founded  on  fact  and  on  reason- 
ing. Typically,  the  delusion  is  elaborated 
with  logical  reasoning  and  with  due  regard 
for  fact — if  you  accept  the  false  premise  on 
which  it  is  based. 

A Mississippi  judge,  in  1933,  told  a jury 
that  “The  only  absolute  defense  of  insanity 
known  in  this  state  is  paranoia.  So  if  you 
are  pleading  insanity  the  only  defense  I 
recognize  is  paranoia.  That  is  real  insanity, 
not  just  a lapse  of  memory  or  just  a sudden 
forgetting,  but  just  real  insanity  known  as 
paranoia  in  the  medical  profession.”  The 
conviction  in  that  case,  I am  happy  to  say, 
was  reversed. 

It  is  not  only  medical  knowledge  that 
courts  at  times  treat  so  cavalierly,  but  also 
data  from  other  sciences.  The  New  Jersey 
Court,  rejecting  irresistible  impulse  as  a 
defense  to  crime  some  years  ago,  said:  “In 
every  jurisdiction  in  which  the  rule  that 
one  who  consciously  commits  a crime  and 
knows  the  difference  between  right  and 
wrong  has  been  impaired,  personal  security 
and  property  rights  have  suffered.”  The 
court  cites  no  authority  for  that  statement 
and  it  is  wholly  unsupported  by  the  statis- 
tics on  crime.  Nebraska  holds  to  the  right 
and  wrong  test  and  rejects  irresistible  im- 
pulse. But  your  neighbor  on  the  west,  Colo- 
rado, accepts  it;  and  it  has  not  yet  been 
proved  that  personal  security  and  property 
rights  have  suffered  in  Colorado  on  that 
account. 

Iowa,  your  neighbor  on  the  east,  formerly 
recognized  irresistible  impulse,  but  later  re- 
pudiated it.  In  repudiating  it,  the  Iowa  court 
said,  “if  the  fabric  of  civilization  is  broken 
down,  and  the  state  can  no  longer  protect 
life,  the  result  will  be  disaster.”  This  seems 
to  be  a wholly  gratuitous  assumption  that 
“the  fabric  of  civilization”  will  break  down 
if  irresistible  impulse  is  accepted  as  a de- 
fense. The  assumption  is  especially  strange 
in  view  of  the  fact  that  irresistible  impulse 
had  been  accepted  as  a defense  in  all  prior 
Iowa  cases,  covering  a period  of  sixty  years. 

It  is  not  only  judges  who  are  scientifically 
ignorant.  If  disgruntled  lawyers  who  have 
just  lost  a case  are  inclined  to  emphasize 
judicial  ignorance,  let  me  suggest  that  since 
judges  have  to  publish  opinions,  they  merely 
have  more  opportunity  to  display  their  learn- 
ing or  ignorance,  as  the  case  may  be.  But 
the  rest  of  us  in  the  legal  profession  at 


times  act  on  less  than  adequate  scientific 
data.  The  sexual-psychopath-laws,  which 
were  enacted  by  no  less  than  twenty  states, 
mainly  during  the  1940’s  (including  Neb., 
1949),  provide  an  example.  These  laws  seem 
to  be  based  on  several  fallacious  assump- 
tions : 

1.  That  there  has  been  an  alarming  in- 
crease in  sex  crimes.  Statistics  show  no 
such  increase.  What  has  increased  is  the 
number  of  articles  on  the  subject  in  popular 
magazines — from  16  in  1946,  to  46  in  1950. 

2.  That  sex  offenders  are  a distinct  type 
who  can  be  treated  by  special  techniques. 

3.  That  they  are  more  recidivistic  than 
other  criminals. 

4.  That  they  tend  to  progress  from  trivial 
offenses  such  as  exhibitionism  to  serious 
ones  such  as  rape  and  murder. 

The  result  of  these  assumptions  is  we 
have  put  on  the  books  a lot  of  laws  that 
are  based  on  unsound  medical  premises. 
Most  of  them  have  proved  to  be  administra- 
tively ineffective. 

Problems  such  as  I have  just  mentioned 
illustrate  the  need  for  mutual  understanding 
and  cooperation  between  the  legal  and  the 
medical  professions.  We  can  see  the  problem 
as  a whole  only  if  we  have  synoptic  vision, 
instead  of  looking  at  it  through  the  eye  of 
the  lawyer  or  of  the  doctor  alone. 

In  commitment  proceedings,  for  example, 
the  lawyer  is  inclined  to  emphasize  the  need 
for  due  process,  including  adequate  notice, 
and  a chance  to  appear  and  confront  the 
witnesses  against  one  in  order  to  prevent 
“railroading”  people  into  what  lawyers  still 
call  insane  asylums.  Medical  men,  on  the 
other  hand,  are  likely  to  be  impressed  by 
the  harmful  results  of  too  much  legal  for- 
mality, and  to  demand  informal  procedures 
that  will  minimize  the  traumatic  effect  that 
a judicial  trial  frequently  entails. 

We  need  teamwork  between  our  two  pro- 
fessions to  devise  commitment  procedures 
that  will  protect  the  sane,  without  needlessly 
subjecting  the  sick  to  heartless  and  harmful 
mental  tortur e.  Fortunately,  a certain 
amount  of  such  teamwork  is  now  going  on. 
The  Association  of  American  Law  Schools 
has  a committee  on  Law  and  Psychology, 
which  is  sponsoring  research  projects  in 
problems  involving  these  two  disciplines ; 
and  your  own  University  of  Nebraska  Law 
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School  is  one  of  six  or  seven  in  the  country 
which  is  conducting  such  a project.  In  fact, 
it  has  submitted  two  such  projects. 

It  is  not  easy  to  get  real  rapport  between 
the  two  professions.  One  has  to  understand 
at  least  some  fundamental  concepts  about 
the  other  discipline  in  order  to  work  with  it. 

Many  of  the  reforms  in  the  trial  of  in- 
sanity cases  advocated  by  psychiatrists,  for 
example,  only  make  lawyers  shake  their 
heads  sadly,  because  the  psychiatric  reform- 
er so  often  obviously  does  not  know  what 
he  is  talking  about.  He  knows  mental  dis- 
orders, but  he  does  not  know  anything  about 
penal  philosophy,  or  about  the  procedural 
concepts,  and  his  proposals  for  reform  are 
likely  to  show  a cavalier  disregard,  not  only 
for  theoretical  and  practical  difficulties,  but 
also  for  constitutional  restrictions. 

Much  of  the  misunderstanding,  much  of 
the  antagonism  and  suspicion,  I am  con- 
vinced, have  their  source  in  the  partisan 
method  of  presenting  expert  testimony.  Un- 
der this  method : 

1.  Parties  are  necessarily  impelled  to  find, 
not  the  best  scientist,  but  the  most  effective 
witness.  The  most  highly  qualified  man  is 
not  necessarily  the  most  successful  witness. 
An  experienced  old  courtroom  veteran,  who 
has  an  impressive  and  positive  manner, 
knows  how  to  spar  with  lawyers,  and  is 
cagey  enough  not  to  let  himself  get  cornered 
on  cross-examination,  is  likely  to  make  a 
more  effective  witness  before  a jury  than 
a more  cautious,  less  experienced,  more 
scientific  expert. 

2.  The  jury  sees  only  a battle  of  experts 
— two  doctors  testifying  on  one  side,  two 
on  the  other.  All  too  likely,  they  are  merely 
disgusted  at  the  lack  of  agreement,  if  not 
the  apparent  venality  of  doctors,  and  may 
ignore  all  the  testimony  by  the  experts  and 
decide  the  case  on  “common  sense,”  so-called. 
Yet  the  fact  may  be  that  every  reputable 
doctor  in  the  community  would  agree  with 
the  one  side  of  the  case.  The  other  side  had 
to  scratch  around  a long  time  to  find  two 
charlatans  or  eccentrics  who  would  testify 
as  counsel  wished.  But  all  the  jury  sees  Is 
the  final  parade  of  an  equal  number  taking 
the  stand  for  one  side  and  for  the  other. 

3.  Even  when  experts  hired  by  the  respec- 
tive parties  reach  essentially  the  same  psy- 
chiatric conclusion,  by  the  time  their  testi- 
mony is  presented  in  the  form  of  answers 


to  carefully  worded  questions,  the  extent  of 
their  agreement  may  be  wholly  obscured. 
My  colleague,  Dr.  Guttmacher,  relates  how 
he  became  aware  of  this  when  he  first  went 
into  practice.  His  first  case  was  before  the 
State  Industrial  Accident  Commission.  He 
had  examined  the  claimant,  who,  while  un- 
loading a beer  truck,  had  allowed  a barrel 
of  beer  to  roll  down  on  his  head.  While 
waiting  in  court  to  testify,  Dr.  Guttmacher 
chatted  with  the  doctor  called  for  the  other 
side,  who  was  also  waiting  to  be  called.  Af- 
ter talking  about  the  case  a while,  Gutt- 
macher said,  “We  seem  to  agree  so  com- 
pletely that  we  ought  to  toss  a coin  to  see 
which  one  has  to  testify.”  The  other  doctor, 
older  and  more  experienced,  said  “I’m  afraid 
you  are  still  a little  naive.  By  the  time  your 
lawyer  gets  you  to  stretch  the  truth  as  far 
as  it  can  be  stretched,  and  my  lawyer  gets 
through  stretching  the  truth  as  far  as  he 
can  the  other  way,  nobody  will  know  we 
are  in  agreement  about  anything.” 

Guttmacher  thought  then  that  those  were 
bitter  words.  But  he  learned  that  they  were 
merely  realistic.  We  lawyers  ought  to  stop 
to  consider,  before  we  get  contemptuous 
about  medical  testimony,  that  it  is  our  own 
partisan  method  of  presenting  such  testi- 
mony that  asks  for  exactly  the  kind  of  un- 
reliability we  get.  If  two  doctors  will  agree 
in  a hospital  consultation,  but  disagree  in 
the  courtroom,  the  explanation  lies  in  the 
difference  in  the  two  procedures. 

The  remedy:  Have  the  experts  selected 
impartially.  There  are  four  methods  of  do- 
ing this.  I shall  discuss  these,  plus  some 
methods  for  improving  the  presentation  of 
partisan  testimony. 

1.  Court  appointment  of  impartial  experts. 
Twenty-two  states  and  Federal  Rules  of 
both  Civil  and  Criminal  Procedure  permit 
this. 

Something  of  the  sort  was  proposed  in 
Nebraska,  in  1939,  when  it  was  included  as 
part  of  the  Rules  of  Civil  Procedure  then 
drafted  and  adopted  by  the  Supreme  Court, 
but  killed  by  the  legislature  in  1943,  because 
of  some  opposition.  Most  of  the  opposition 
was  to  various  procedure  rules,  which  do  not 
concern  us  tonight.  I understand  that  this 
provision  of  appointment  of  impartial  expert 
witnesses  was  also  criticized,  but  I gather 
that  alone  did  not  defeat  the  effort.  At  least, 
I prefer  to  believe  that,  because  this  is  such 
a sensible  reform ; it  has  proved  useful  in  so 
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many  states,  that  it  seems  to  me  unbeliev- 
able that  the  Nebraska  bar  is  so  far  out  of 
step  with  developments  elsewhere  as  to 
really  object  to  this. 

Now  is  a good  time  to  reexamine  the 
whole  subject,  because  last  September  the 
Conference  of  Commissioners  on  Uniform 
State  Law  and  the  American  Bar  Associa- 
tion approved  a new  set  of  Uniform  Rules 
of  Evidence.  Rules  59  to  61  would  provide 
for  court  appointment  of  experts.  If  the 
judge  determines  that  the  appointment  of 
experts  may  be  desirable,  he  is  to  order  the 
parties  to  show  cause,  and  after  opportunity 
for  hearing,  he  may  request  nominations.  If 
the  parties  agree  on  an  expert  or  experts, 
only  those  agreed  upon  are  to  be  appointed. 
Otherwise  the  judge  makes  his  own  selec- 
tion. 

The  witness  reports  his  findings  to  both 
parties,  and  may  be  called  to  testify  by  the 
judge,  or  by  either  party.  The  fact  that  he 
was  court-appointed  may  be  revealed  as  re- 
levant to  his  credibility  and  the  weight  of 
his  testimony. 

A similar  rule  is  found  in  the  Model  Code 
of  Evidence  drafted  by  an  eminent  commit- 
tee of  experts  headed  by  Professor  Edmund 
Morgan  of  Harvard  Law  School,  about  ten 
years  ago.  And  before  that,  there  had  been 
drafted  a Uniform  Expert  Testimony  Bill, 
for  adoption  in  the  states.  And  of  course  be- 
fore that,  it  had  been  established  common 
law  that  the  trial  judge  has  power  to  ap- 
point experts  to  testify,  although  this  was 
subject  to  the  practical  difficulty  at  common 
law  of  finding  the  money  to  provide  such  ex- 
perts. 

But  if  this  seemed  a relatively  untried 
idea  to  some  members  of  the  Nebraska  Bar- 
fifteen  years  ago,  it  has  certainly  had  suf- 
ficient trial  elsewhere  by  now.  The  fact  that 
one  after  another  of  expert  groups  — the 
American  Law  Institute,  the  draftsmen  of 
the  Federal  Rules  of  Civil  Procedure,  the 
Federal  Rules  of  Criminal  Procedure,  the 
Commissioners  on  Uniform  State  Laws,  the 
A.  B.  A.,  have  all  plumped  for  this  device, 
should  commend  it  to  your  careful  attention. 

2.  Hospital  Commitment.  I want  to  go 
farther  and  commend  to  you  a more  far- 
reaching  device  which  has  been  eminently 
successful  where  it  has  been  tried.  In  at 
least  eighteen  states,  in  criminal  cases, 
wben  a defendent  pleads  insanity  as  a de- 


fense, the  court  may  thereupon  order  him 
committed  to  a state  mental  institution  for 
observation  and  examination.  This  procedure 
permits  a thorough  diagnosis  to  be  made. 
The  hospital  reports  to  the  court  and  to 
counsel,  usually  in  writing.  When  the  case 
is  tried,  a staff  member  can  be  called  to 
testify  as  to  the  hospital’s  findings. 

Neither  the  defense  nor  the  prosecution 
are  denied  the  right  to  put  on  their  own  ex- 
perts, nor  is  the  testimony  of  the  hospital 
staff  legally  given  any  special  weight.  How- 
ever, experience  shows  that  whenever  there 
is  a conflict  of  opinion,  juries  almost  invar- 
iably accept  the  conclusion  of  the  hospital  as 
against  that  of  partisan  expert  witnesses. 

In  Ohio,  for  example,  over  a period  of 
twenty  years,  out  of  894  cases,  the  hospital’s 
findings  were  rejected  by  the  jury  in  only 
three.  In  Maine,  during  thirty  years,  the 
jury  accepted  the  hospital’s  finding  in  all  but 
one  of  208  cases  diagnosed  by  the  Bangor 
State  Hospital. 

As  a result,  lawyers  have  learned  that  it 
is  usually  hopeless  to  contest  the  hospital’s 
finding.  When  the  hospital  reports  that  the 
defendant  is  sane,  defense  counsel  have 
learned  that  they  might  as  well  drop  the  in- 
sanity defense.  In  Vermont,  for  example,  the 
hospital  has  been  opposed  by  an  expert  re- 
tained by  the  defense  in  only  five  cases  out 
of  266,  and  in  only  one  of  these  did  the  jury 
reject  the  hospital’s  conclusion.  In  Colorado, 
during  the  first  twenty  years  of  that  state’s 
law,  the  hospital’s  conclusion  was  contested 
in  only  nineteen  murder  cases  and  two  non- 
capital cases,  out  of  a total  of  470.  In  all  but 
six  of  these,  the  jury  accepted  the  hospital’s 
finding,  and  found  the  defendant  sane. 

Conversely,  if  the  hospital  reports  him  in- 
sane and  irresponsible,  prosecutors  have 
learned  that  they  may  as  well  accept  that 
conclusion  and  permit  the  defendant  to  be 
committed  as  insane  rather  than  try  to  send 
him  to  prison.  And  for  every  criminal  trial 
thus  saved,  the  state  saves  several  thousand 
dollars  of  expense.  I do  not  know  what  the 
average  murder  trial  costs  the  state  in  Ne- 
braska, but  my  guess  is  that  it  is  probably 
not  less  than  $30,000.00. 

In  the  rare  instances  where  the  jury  has 
reached  a result  inconsistent  with  the  hos- 
pital’s finding,  it  has  done  so  in  almost 
every  instance  not  because  of  any  real  dis- 
agreement as  to  his  mental  condition,  but  be- 
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cause  of  other  circumstances,  causing  the 
jury  to  temper  justice  with  mercy  or  its 
opposite.  Where  the  jury’s  sympathy  is  with 
the  accused,  it  may  return  a verdict  of  “not 
guilty  by  reason  of  insanity,”  even  though 
the  hospital’s  report  was  “not  insane.”  In  a 
Colorado  case,  some  years  ago,  the  defend- 
ant had  killed  a brutal  deputy  sheriff.  The 
concensus  was  that  he  had  done  the  com- 
munity a service,  and  the  jury  acquitted 
him  on  the  ground  of  insanity,  although  the 
hospital  had  reported  him  sane.  Conversely, 
where  the  crime  was  especially  shocking  or 
heinous,  the  jury  may  convict  notwith- 
standing a hospital  diagnosis  of  insanity. 
In  a horripilant  case  of  rape  and  murder 
committed  upon  two  little  girls,  the  jury 
found  the  defendant  guilty,  notwithstand- 
ing the  fact  that  he  was  an  escaped  patient 
of  a school  for  mental  defectives,  whom  the 
experts  unanimously  declared  had  a mental- 
ity less  than  a six-year-old  child.  In  such 
cases,  it  is  hardly  correct  to  say  that  the 
jury  disagreed  with  the  hospital;  rather, 
the  jury  chose  to  give  greater  weight  to 
countervailing  considerations. 

3.  Massachusetts  Briggs  Law.  Massa- 
chusetts, since  1921,  has  had  a law  under 
which,  briefly,  when  a person  is  indicted 
for  a capital  offense,  or  whenever  a person 
indicted  is  known  to  have  been  indicted  for 
any  other  offense  more  than  once,  or  to  have 
been  previously  indicted  for  a felony,  the 
clerk  notifies  the  State  Department  of  Men- 
tal Health,  and  the  Department  causes  him 
to  be  examined  to  determine  his  mental  con- 
dition. A small  fee  is  allowed  the  examining 
physician.  The  report  itself  is  not  admissi- 
ble, but  the  physicians  may  be  called  to 
testify  by  either  party. 

This  has  several  advantages:  (1)  The  ex- 

amination is  conducted  by  neutral,  impartial 
experts;  (2)  these  experts  are  selected  by 
a professional  department  of  the  administra- 
tive branch  of  the  government;  (3)  the  ex- 
amination is  made  of  all  persons  who  fall 
within  the  legal  categories,  and  so  it  does 
not  depend  upon  the  defendant’s  counsel  or 
friends  to  recognize  the  possibility  of  mental 
disorder,  and  to  be  willing  to  plead  it. 

This  law,  too,  has  worked  very  satisfac- 
torily in  the  thirty-three  years  it  has  been 
in  operation.  “Almost  without  exception, 
counsel  have  raised  no  objection  to  having 
clients  examined  by  the  department’s  ex- 
perts, although  before  the  act  was  passed 


it  was  objected  that  defense  counsel  would 
never  allow  such  examination.” 

As  has  been  found  true  under  the  hos- 
pitalization type  of  law,  counsel  have  rec- 
ognized the  fairness  of  the  department’s  ex- 
amination and  have  not  attempted  to  con- 
test its  findings.  Usually,  the  report  is  ac- 
cepted by  both  sides.  Said  Dr.  Winfred 
Overholser  in  1941,  twenty  years  after  it 
was  adopted,  “The  battles  of  experts  . . . 
have  become  almost  unknown  in  Massa- 
chusetts, and  in  every  instance  that  has 
come  to  the  author’s  attention  the  report  of 
the  examiners  has  been  sustained  by  the 
jury.” 

Michigan  and  Kentucky  have  adopted  the 
Briggs  law  device  in  criminal  cases. 

Massachusetts  also  authorizes  any  court, 
in  any  case,  civil  or  criminal,  to  ask  the 
Department  to  assign  a physician  to  make 
a mental  examination  of  “any  person  com- 
ing before  the  court.”  This  is  applicable  to 
plaintiffs  as  well  as  defendants.  It  should 
also  be  held  to  apply  to  any  witness  of 
whose  mental  capacity  to  tell  the  truth  the 
court  has  any  question,  but  whether  it  does 
apply  to  witnesses  has  not  yet  been  decided. 

4.  Court  Clinics.  The  court  clinic  device 
dates  from  the  Cook  County  Juvenile  Court 
Clinic,  started  by  Doctor  Wm.  Healy  in  1909. 

Today,  eleven  juvenile,  and  six  trial  courts 
(Chicago,  Detroit,  Baltimore,  Cleveland, 
New  York,  Pittsburgh)  have  psychiatric 
clinics. 

This  device  is  unique,  in  that  it  is  an  in- 
tegral part  of  the  court  administration.  The 
professional  staff  has  daily  contact  with  the 
prosecutors  and  judges,  as  well  as  with  de- 
fense counsel.  Staff  members  are  looked  up- 
on by  the  judges  as  members  of  the  team, 
rather  than  as  outsiders.  This  makes  pos- 
sible an  exchange  of  ideas  and  attitudes  on 
an  informal  basis,  about  general  problems 
as  well  as  specific  ones.  It  also  permits  ed- 
ucation of  the  judges  in  psychiatric  con- 
cepts that  is  not  provided  by  the  other 
methods. 

The  American  Bar  Association,  in  1929, 
recommended  that  “there  be  available  to 
every  criminal  and  juvenile  court  a psychi- 
atric service  to  assist  the  court  in  the  dis- 
position of  offenders.” 
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REFORMS  IN  USING  PARTISAN  EXPERTS 

Insofar  as  we  must  continue  to  rely  on 
partisan  expert  witnesses,  we  should  at  least 
adopt  certain  measures  to  improve  the  qual- 
ity and  reliability  of  their  testimony. 

1.  No  surprise  witnesses.  Each  side 
should  be  advised  in  advance  of  the  names 
of  experts  the  other  intends  to  call. 

2.  Consultation.  The  Uniform  Expert 
Testimony  Act  provided  for  consultation 
among  experts  appointed  by  the  court  (per- 
haps the  Nebraska  provision  included  this). 
But  it  should  also  be  permitted  among-  the 
partisan  experts  of  the  two  sides.  This  was 
recommended  seventy  years  ago  by  Sir 
James  Fitzjames  Stephen  in  England,  and 
more  recently  by  the  New  York  Legislative 
Crime  Commission  and  the  Committee  on 
Medical  Legal  problems  of  the  American  Bar 
Association’s  section  on  Criminal  Law.  We 
should  permit  something  like  a pre-trial  con- 
ference. 

In  some  states,  e.  g.,  Maryland,  where 
the  doctor  testifying  before  the  State  In- 
dustrial Accident  Commission  in  a work- 
men’s compensation  case  testified  for  the 
claimant  that  there  is  a 75  per  cent  disa- 
bility, and  the  insurance  company’s  doctor 
estimates  the  disability  at  5 per  cent,  the 
Commissioner  ordinarily  will  ask  the  at- 
torney for  the  employer  and  insurer  if  he 
will  agree  to  the  Commissioner’s  sending  the 
man  to  another  doctor,  and  if  he  will  pay 
the  bill.  In  the  vast  majority  of  cases,  the 
attorney  does  agree.  If  a competent  man  is 
selected,  a fair  award  is  usually  arrived  at. 

Consultation  can  frequently  help  in  cases 
where  the  disagreement  between  the  doctors 
of  the  two  parties  is  entirely  honest,  by  com- 
petent men.  Some  time  ago,  one  of  the  most 
reputable  orthopedic  surgeons  examined  an 
injured  man  and  concluded  that  he  had  a 
large  percentage  of  permanent  disability. 
The  insurer’s  doctor  radically  disagreed. 
Another  doctor  was  selected  by  the  insurer. 
He  arranged  a joint  examination  of  the 
man  by  the  three  doctors,  and  was  able  to 
demonstrate  to  the  claimant’s  doctor  that 
he  had  been  misled  and  fooled  by  the 
claimant.  This  led  him  to  completely  revise 
his  prior  opinion,  and  the  case  was  settled. 

After  consultation,  the  doctors  should  be 
encouraged  to  file  joint  written  reports. 

Prior  examination,  consultation,  and  joint 
reports,  made  known  before  the  time  for 


trial,  so  that  opinions  given  can  be  con- 
troverted, has  a strong  tendency  to  repress 
the  expression  of  palpably  false  opinions 
and  to  prevent  their  acceptance  by  the  jury. 

3.  The  hypothetical  question  should  be 
abolished.  Uniform  Rules  of  Evidence  pro- 
vide that  it  is  not  required.  (Rule  56.)  Its 
abuses  have  been  pointed  out  by  experts 
like  Wigmore.  “Misused  by  the  clumsy  and 
abused  by  the  clever,”  he  said,  “it  has  in 
practice  led  to  intolerable  obstruction  of  the 
truth.” 

Judge  Learned  Hand  called  it  “the  most 
horrific  and  grotesque  wen  on  the  fair  face 
of  justice.” 

I’d  go  so  far  as  to  say  that  we  should  get 
rid  of  it  completely,  but  at  least  we  should 
go  along  with  the  Uniform  Rules  which  pro- 
vide that  it  is  not  necessary  to  present  evi- 
dence in  that  way. 

4.  Under  modern  provisions  such  as  the 
Model  Code  of  Evidence,  and  the  Uniform 
Rules,  the  expert  is  encouraged  to  state  his 
opinion  and  then  tell  fully  what  it  is  based 
on.  He  is  not  to  be  hampered  by  counsel  in 
stating  his  opinion  or  in  explaining  its 
foundation. 

5.  The  experts  should  be  given  facilities 
and  encouraged  to  examine  the  party  whose 
condition  is  in  question,  before  trial — instead 
of  being  asked  to  testify  to  an  opinion  on  a 
hypothetical  question,  or  on  observation  of 
the  party  in  the  courtroom.  Cooperation  of 
the  parties  can  usually  be  obtained.  If  not, 
there  are  ways  of  inducing  it.  In  Wisconsin, 
for  example,  the  statute  provides  that  a 
party  claiming  mental  disorder  will  not  be 
allowed  to  introduce  evidence  of  such  men- 
ta1  condition,  unless  he  has  nermitted  the 
other  side  to  examine  him.  This  has  been 
held  constitutional. 

Would  it  be  possible  also  to  furnish  the 
expert  witnesses  with  case  histories,  labor- 
tory  reports  and  other  data  that  a careful 
doctor  would  want  in  order  to  make  what 
they  would  call  a longitudinal  examination? 

The  amount  of  fee  paid  to  an  expert  wit- 
ness should  be  proper  subject  for  inquiry  on 
cross-examination  as  relevant  to  his  credi- 
bility and  the  weight  of  his  testimony.  (Uni- 
form Rule  60). 

Certainly  no  contingent  fee  should  be  ar- 
ranged. Lawyers  have  been  disbarred  for 
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negotiating  such  a contract.  Nor  should  com- 
pensation paid  the  doctor  for  making  an  ex- 
amination be  made  to  depend  upon  whether 
his  diagnosis  turns  out  to  accord  with  what 
counsel  wants  it  to  be. 

Nothing  that  I have  suggested  is  original. 
Every  proposal  I have  discussed  has  not  only 
been  endorsed  by  one  group  of  experts  after 
another,  but  has  been  adopted  and  found 
workable  in  one  state  after  another. 

The  most  far  reaching  of  the  proposals  I 
have  discussed,  the  Massachusettes  Briggs 
Law,  has  been  in  successful  operation  for 
over  thirty  years.  Hospital  commitment  for 
observation  and  examination  has  been  used 


in  Maine  for  over  one  hundred  years.  Ap- 
pointment of  impartial  experts  by  the  court 
has,  during  the  twentieth  century,  been 
specifically  authorized  by  statutes  in  almost 
half  the  states,  and  even  without  statute  has 
been  permissible  under  the  common  law 
since  the  memory  of  man  runneth  not  to  the 
contrary. 

We  do  not  have  to  devise  new  procedures. 
The  procedures  already  exist,  and  we  can 
have  them  for  the  taking.  If  we  do  adopt 
them,  I am  sure  we  will  find  that  we  have, 
in  large  measure,  solved  the  problem  of 
presenting  reliable  medical  expert  testi- 
mony in  legal  proceedings. 


Prosthetic  Replacement  in 

Femoral  Neck  Fractures * 


Doctor  Ferciot  points  out  the  advantages  of  early 
operation  to  replace  the  femoral  head  by  a prosthesis, 
in  certain  selected  cases  of  fracture  of  the  femoral 
neck.  The  author  gives  pertinent  information  on  the 
results  of  this  procedure  in  fifty-one  cases. 

EDITOR 

The  desirability  of  an  early  return  to  some 
degree  of  functional  activity  in  the  treat- 
ment of  this  fracture  of  the  aged  has  long 
been  appreciated.  Reduction  and  internal 
fixation  has  achieved  this  aim  in  many  cases 
but  there  still  remains  a group  of  patients 
in  whom  it  is  not  successful.  Surgical  treat- 
ment of  this  difficult  group  of  cases  by 
means  of  osteotomy,  bone  grafting,  arthro- 
desis, or  arthroplastic  procedures  all  entail 
a long  period  of  disability,  and  the  end  re- 
sult is  not  at  all  certain. 

In  the  fall  of  1949,  encouraged  by  the  re- 
ports of  others  in  the  field  of  prosthetic  re- 
placement, and  appreciating  the  need  for  a 
better  approach  to  the  problems  of  this 
group,  a prosthesis  was  devised  for  use  in 
cases  of  fracture  of  the  femoral  neck.  This 
prosthesis  was  called  the  “light  bulb”  type, 
and  was  designed  to  fit  into  the  upper  por- 
tion of  the  femur  much  as  a light  bulb  fits 
into  its  socket.  Early  patients  were  choosen 
from  those  who  were  considered  poor  risks 
for  any  other  type  of  management,  and  may 
be  classed  in  three  groups: 

*From  the  Lincoln  Orthopedic  and  Rehabilitation  Center, 
Lincoln,  Nebraska. 


C.  F.  FERCIOT,  M.D.,  F.A.C.S. 

Lincoln,  Nebraska 

1.  Cases  in  which  internal  fixation  had 
been  unsuccessful. 

2.  Cases  where  a satisfactory  reduction 
could  not  be  obtained. 

Encouraged  by  early  experience,  the  fol- 
lowing indication  was  later  included: 

3.  Cases  where  the  outlook  for  bony  heal- 
ing was  considered  poor,  and  in  which  it  was 
felt  that  a prolonged  period  of  disability  was 
not  desirable. 

This  operation  was  performed  on  the  first 
patient  January  17,  1950,  and,  while  our 
experiences  have  been  encouraging,  the  fol- 
low-up is  too  short  to  permit  more  than  pre- 
liminary conclusions.  This  study  covers  fif- 
ty-one cases  of  recent  fracture  treated  by 
members  of  The  Lincoln  Orthopaedic  Clinic 
prior  to  February,  1953. 


TABLE  I 

SUMMARY  OF  CASES 

Total  cases 51 

Average  age  74.9 

Average  hospital  days  33 

Operative  deaths  0 

Total  deaths  — 14 

Average  age  of  deceased  78.4 

Average  days  postoperative  132 

Deceased  during  first  4 weeks,  postoperative  4 

Deceased  during  second  4 weeks,  postoperative 3 

Deceased  during  third  4 weeks,  po  toperative 2 


Classification  as  to  end  result  is  very  dif- 
ficult due  to  the  marked  variation  in  func- 
tional capacity  of  the  individual  patient.  It 
must  be  remembered  that  all  of  these  pa- 
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Figure  I Postoperative  appearance  of  vitallium  light  bulb 
type  prosthesis.  Fracture  of  hip  three  years  previously  with 
primary  nailing  followed  by  aseptic  degeneration.  Operation 
1-12-51.  Has  excellent  range  of  motion  with  good  functional 
capacity. 

tients  were  in  the  older  age  group,  had  com- 
plicated femoral  neck  fractures,  and  were,  in 
general,  considered  poor  surgical  risks.  The 
fact  that  no  operative  deaths  occurred  in  this 
series  demonstrates  that,  with  careful  man- 
agement, this  procedure  is  well  tolerated. 
The  shortened  period  of  hospitalization  in 
uncomplicated  cases,  the  early  relief  of  pain, 
and  the  early  restoration  of  a fair  degree 
of  function  are  factors  that  are  not  readily 
shown  in  a report  of  this  type. 

TABLE  II 

CLASSIFICATION  AS  TO  FUNCTIONAL  CAPACITY 

Deceased  Living 


Good  range  of  motion  with  painless  weight  bearing. 

Uses  cane  or  crutch  for  distance  walking  only 1 4 

Able  to  be  about  with  crutch  or  cane.  Good  motion 

with  no  pain  0 12 

About  with  crutches.  Good  motion  with  no  pain 

except  after  prolonged  standing  or  walking 1 16 

Partial  weight  bearing  only,  with  good  range  pain- 
less motion.  Also  those  who  are  unable  to  be 

ambulant  for  other  reasons  12  5 

TOTALS  14  51 


A critical  review  of  the  cases  that  have 
died  since  operation  indicates  that  these  pa- 
tients died  of  complications  common  to  their 
age  and  general  condition,  and  it  is  not  felt 
that  surgery  was  in  any  way  a factor  in  their 
death.  It  is  felt  that  the  prosthetic  replace- 
ment procedure  added  to  their  comfort,  and 
simplified  care. 

In  surveying  the  remaining  37  patients  it 
is  evident  that  in  no  case  was  there  a return 
of  normal  hip  function,  but,  on  the  other 
hand,  it  is  felt  that  the  results  in  all  cases 
were  satisfactory  to  the  patients  concerned 


Figure  II  — Postoperative  X-ray  appearance  following  bilat- 
eral prosthetic  replacement.  Left  hip  surgery  on  6-20-51,  after 
four  months  invalidism  with  fractured  hip.  Patient  81-year-old 
female  who  became  ambulatory  and  fractured  right  hip  in  Jan- 
uary. 1952,  when  second  prosthesis  was  applied.  Range  of 
motion  is  good  and  patient  is  able  to  get  about  in  her  home. 

in  that  their  ability  to  move  about  without 
pain  was  greatly  enhanced,  and  those  who 
had  the  physical  strength  were  able  to  care 
for  themselves  most  satisfactorily. 

CONCLUSIONS 

1.  The  Thomson  “light  bulb”  prosthesis 
has  been  found  helpful  in  the  management 
of  selected  problem-cases  of  recent  fracture 
of  the  femoral  neck. 

2.  With  careful  management  the  proced- 
ure is  well  tolerated,  and  experience  suggests 
that  definitive  treatment  is  desirable  in 
these  cases  as  soon  as  preliminary  shock  has 
been  controlled. 

3.  Prosthetic  replacement  is  not  recom- 
mended as  a routine  procedure  in  cases 
where  bony  healing  can  reasonably  be  ex- 
pected; however  some  broadening  of  the 
field  of  application  may  be  expected  with 
further  experience  and  a better  understand- 
ing of  the  principles  involved. 


DISHPAN  HANDS 

The  condition  “dishpan  hands”  is  no  more  than  a 
reaction  to  exposure  to  irritants  and  sensitizers  in 
daily  household  chores,  according  to  Mrs.  Veronica 
Conley,  Chicago,  assistant  secretary  of  the  American 
Medical  Association’s  Committee  on  Cosmetics.  In 
addition  to  their  unattractiveness,  such  hands  may 
be  the  danger  signal  that  more  serious  trouble  is 
not  far  off,  she  added. 
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Diagnostic  Problems 


im he  Hydrocephalic  Infant* 


Doctor  Rasmussen  presents  a clear  and  concise 
discussion  of  differential  diagnosis,  pathologic  physi- 
ology, and  rational  therapy  of  the  various  types  of 
hydrocephalus.  He  states  the  results  that  may  be 
expected  from  treatment  according  to  the  presently 
accepted  surgical  methods. 

EDITOR 

It  is  easy  for  us  to  fall  into  the  habit  of 
assuming  that  infants  with  too  rapidly  en- 
larging heads  are  all  suffering  from  hydro- 
cephalus, and  that  hydrocephalus  itself 
represents  a relatively  homogeneous  entity 
both  from  the  standpoint  of  etiology  and 
of  treatment.  Systematic  investigation  of 
these  infants  reveals  a surprising  variety  of 
lesions,  however,  each  with  an  individual 
therapeutic  problem. 

DIAGNOSTIC  PROCEDURES 

Skull  X-ray.  The  study  of  an  infant  whose 
head  is  enlarging  too  rapidly  is  largely  de- 
pendent on  certain  special  procedures  since, 
when  these  infants  are  first  studied,  the 
general  physical  and  neurologic  examina- 
tions are  usually  essentially  normal  except 
for  the  enlargement  of  the  head.  The  first 
of  these  special  procedures  is  the  skull-x- 
ray.  This  usually  shows  only  the  enlarge- 
ment of  the  head,  but  the  films  must  be 
studied  carefully  for  evidence  of  intracran- 
ial calcification.  This  finding  in  an  infant 
nearly  always  indicates  the  presence  of  tox- 
oplasmosis, an  intrauterine  infection  with 
the  microscopic  protozoon,  Toxoplasma.  This 
organism  produces  a meningo-encephalitis 
which  results  in  a chronic  increase  in  in- 
tracranial pressure,  and  consequent  enlarge- 
ment of  the  infant’s  head.  This  may  be  the 
first  symptom,  although  seizures  often  are 
present  as  well.  The  granuloma-like  lesions 
have  a strong  tendency  to  heal  with  calci- 
fication, and  it  is  these  healing  lesions  one 
sees  in  the  x-ray  films.  At  the  present  time 
there  is  no  specific  therapy  for  this  disease. 

Subdural  Aspiration.  The  second  special 
procedure  in  the  diagnostic  study  of  the  in- 
fant with  a big  head  is  aspiration  of  the 
subdural  space.  This  is  done  by  inserting  a 
hypodermic  needle  at  the  lateral  angles  of 
the  anterior  fontanelle  until  the  needle  tip 

*Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1953. 
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lies  just  beneath  the  bone  and  dura.  Gentle 
aspiration  normally  produces  only  a drop  or 
two  of  cerebrospinal  fluid.  The  appearance 
in  the  syringe  of  larger  quantities  of  yellow 
or  of  blood-tinged  fluid  proves  the  diagnosis 
of  infantile  subdural  hematoma.  This  is  one 
of  the  common  causes  of  abnormal  enlarge- 
ment of  the  head  during  the  first  year  of 
life.  These  collections  of  blood  in  the  sub- 
dural space  are  usually  the  result  of  bleed- 
ing from  dural  sinuses  and  veins  produced 
by  the  molding  of  the  head  during  its  pass- 
age through  the  birth  canal,  but  may  also 
be  due  to  relatively  minor  head  injuries  sus- 
tained during  the  postnatal  period.  Bleeding 
into  the  subdural  space  produces  a lake  of 
fluid  of  high  protein  content  in  a space  from 
which  absorption  takes  place  very  slowly. 
As  a result  of  osmosis,  more  fluid  is  con- 
tinually drawn  into  the  subdural  space  pro- 
ducing a slowly  progressing  increase  in  pres- 
sure inside  the  head.  In  the  infant,  this  pro- 
duces a tense  fontanelle  and  an  enlarge- 
ment of  the  head  identical  with  that  pro- 
duced by  true  hydrocephalus. 

If  the  diagnosis  is  made  early,  evacuation 
of  the  subdural  fluid  by  repeated  aspirations 
may  result  in  complete  cure.  If  the  fluid 
has  been  present  for  more  than  a few  weeks, 
however,  membranes  develop  around  the 
fluid  collection,  and  these  membranes  con- 
tinue to  produce  more  fluid.  If  the  subdural 
fluid  persists  after  6 to  8 aspirations  of  the 
subdural  space,  membranes  are  nearly  al- 
ways present  and  surgical  removal  of  the 
membranes  then  is  necessary.  If  this  is  ac- 
complished before  the  compression  of  the 
brain  has  produced  too  much  cerebral 
atrophy  a good  result  can  be  expected,  and 
the  infant’s  development  will  again  proceed 
at  a normal  rate. 

Ventriculogram.  After  subdural  taps  have 
ruled  out  subdural  hematoma,  the  next 
step  in  the  study  of  this  problem  is  visuali- 
zation of  the  ventricles,  the  third  of  the 
special  diagnostic  procedures.  The  removal 
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of  large  amounts  of  cerebrospinal  fluid  is 
hazardous  in  the  hydrocephalic  infant,  so 
a maximum  of  20  to  50  cc.  of  CSF  are  re- 
moved from  each  lateral  ventricle  and  re- 
placed with  oxygen.  Manipulation  of  the 
head  allows  these  bubbles  of  gas  to  fill  var- 
ious portions  of  the  ventricular  system  as 
serial  x-ray  films  are  exposed.  Occasionally 
this  “bubble”  ventriculogram  discloses  the 
unsuspected  presence  of  a supratentorial 
tumor. 

Occasionally  the  ventriculogram  reveals 
an  agenesis  of  most  of  the  cerebral  hemi- 
spheres, so-called  hydrenencephaly.  In  this 
anomaly  the  choroid  plexuses  usually  are 
present  and  functioning,  but,  because  of  the 
absence  of  much  of  the  cerebrum,  little  or 
no  absorbing  surface  is  present.  As  a result, 
the  intracranial  pressure  is  increased  and 
enlargement  of  the  head  takes  place  soon 
after  birth.  Clinical  examination  is  often 
surprisingly  normal  when  these  infants  are 
first  seen,  but  transillumination  of  the  head 
usually  gives  the  diagnosis  away  and  ven- 
triculography is  necessary  only  to  differ- 
entiate it  from  far  advanced  hydrocephalus 
with  extreme  thinning  of  the  cortex. 

Usually,  however,  the  ventriculogram 
rules  out  supratentorial  tumor  and  hydren- 
encephaly, but  instead  gives  evidence  of  an 
obstruction  to  the  circulation  of  the  cerebro- 
spinal fluid  someplace  in  its  course  through 
the  aqueduct  of  Sylvius,  the  posterior  fossa, 
the  basal  cisterns,  or  the  cerebral  sub- 
arachnoid space. 

Dye  Test:  The  presence  of  a block  in  the 
first  two  locations,  aqueduct  or  posterior 
fossa,  can  be  checked  by  the  dye  test  of 
Dandy,  the  fourth  of  these  special  diagnostic 
procedures.  One  cc.  of  phenolphthalein  is 
injected  into  one  lateral  ventricle,  and  fluid 
is  then  withdrawn  from  the  opposite  lateral 
ventricle  as  a preliminary  step  to  check  the 
free  communication  between  the  two  lateral 
ventricles.  This  rules  out  the  presence  of  any 
obstructive  lesion  in  the  region  of  the  fora- 
mina of  Monro,  such  as  transventricular 
scar,  or  tumor  of  the  third  ventricle.  A lum- 
bar puncture  is  then  performed  to  see  if  the 
dye  is  present  in  the  cerebrospinal  fluid  re- 
moved from  the  lumbar  subarachnoid 
space.  Normally,  the  dye  appears  here  with- 
in a few  seconds  after  its  injection  into 
the  lateral  ventricle.  With  a partial  block, 
the  appearance  of  the  dye  in  the  lumbar 
region  is  delayed.  If  no  dye  has  appeared  in 


the  lumbar  region  after  fifteen  minutes  a 
complete  block  to  the  flow  of  the  cerebro- 
spinal fluid  is  present  someplace  between  the 
cerebral  ventricles  and  the  lumbar  subarach- 
noid space.  Thus,  the  dye  test  plus  the  ven- 
triculogram enable  us  to  diagnose  quite  ac- 
curately, in  most  instances  of  hydrocephalus, 
both  the  location  and  relative  severity  of  the 
lesion  responsible  for  enlargement  of  the 
ventricles  and  of  the  head.  If  there  is  evi- 
dence of  a block  on  the  dye  test,  the  hydro- 
cephalus is  obstructive  in  type ; if  there  is 
no  block  it  is  a c o m municating  hydro- 
cephalus. 

OBSTRUCTIVE  HYDROCEPHALUS 

Obstructive  hydrocephalus  in  the  infant  is 
caused  by  obstruction  at  the  aqueduct  of 
Sylvius,  or  at  the  outlet  of  the  posterior 
fossa,  with  about  equal  frequency.  Since 
the  treatment  of  these  two  lesions  is  differ- 
ent they  must  be  considered  separately. 

1.  Obstruction  at  the  Aqueduct  of  Syl- 
vius: The  condition  is  usually  due  to  im- 
proper development  of  the  aqueduct,  or  to 
gliosis  of  the  aqueduct  secondary  to  some 
intrauterine  inflammatory  process.  Rerout- 
ing the  cerebrospinal  fluid  around  the 
blocked  aqueduct  by  means  of  a ventriculo- 
cisternostomy — Torkildsen’s  procedure — 
cures  over  half  of  the  patients  with  this  type 
of  hydrocephalus.  In  this  operation  a tube 
is  placed  in  one  of  the  lateral  ventricles,  led 
over  the  occipital  lobes  and  cerebellum  be- 
tween the  dura  and  the  bone,  and  inserted 
into  the  cisterna  magna  in  order  to  reroute 
the  cerebrospinal  fluid  around  the  blocked 
aqueduct. 

About  a third  or  a half  of  the  infants 
with  a block  at  the  aqueduct,  however,  also 
have  obliteration,  or  failure  of  development 
of  the  basal  cisterns  or  subarachnoid  spaces 
over  the  cerebral  hemispheres,  or  both.  In 
these  patients  the  Torkildsen  operation 
merely  converts  the  obstructive  hydro- 
cephalus into  a communicating  hydrocephal- 
us, and  further  therapeutic  efforts  are 
needed. 

An  interesting  but  presumably  rare  lesion 
that  produces  a partial  block  at  the  aque- 
duct of  Sylvius  is  arteriovenous  aneurysm 
of  the  great  vein  of  Galen.  This  is  a con- 
gential  lesion  in  which  there  is  an  arterio- 
venous communication  between  the  posterior 
cerebral  arteries  and  the  great  vein  of  Galen. 
As  a result,  the  latter  dilates  into  a spheri- 
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cal  or  oval  mass,  2 or  3 cm.  in  diameter. 
This  mass  presses  on  the  quadrigeminal 
plate  producing  compression  of  the  aque- 
duct and,  secondary  to  this,  an  obstructive 
hydrocephalus.  Although  there  are  only  nine 
such  cases  reported  in  the  literature,  the 
fact  that  we  have  seen  three  in  the  past  two 
years  in  our  relatively  small  series  of  hydro- 
cephalic infants  suggests  that  this  lesion 
may  be  of  more  clinical  importance  than  the 
small  number  of  reported  cases  would  sug- 
gest. 

We  now  suspect  this  lesion  in  each  hydro- 
cephalic infant  with  disproportionately  en- 
larged scalp  veins.  If  a bruit  can  be  heard  on 
auscultation  of  the  head,  bilateral  carotid 
angiography  is  indicated.  This  must  be  done 
in  two  stages,  and  the  smallest  possible 
quantity  of  contrast  media  used  because  of 
the  increased  hazard  of  this  test  to  the  in- 
fant hydrocephalic  brain.  This  lesion,  arter- 
iovenous aneurysm  of  the  great  vein  of  Gal- 
en, presents  a surgical  challenge  that  we 
have  not  successfully  met  as  yet.  With  more 
familiarity  with  the  lesion,  however,  we 
should  be  able,  I believe,  to  clip  the  feeding 
arteries  in  two  or  three  stages  and  remove 
the  aneurysmal  mass  without  producing  too 
much  disturbance  to  the  circulation  of  the 
rest  of  the  brain. 

2.  Obstruction  in  the  4th  ventricle  by 
tumor  masses:  This  is  a relatively  uncom- 
mon cause  of  obstructive  hydrocephalus  in 
infants,  but  must  be  considered  in  the  dif- 
ferential diagnosis,  because  in  small  infants 
the  only  detectable  evidence  of  the  tumor 
may  be  the  hydrocephalus.  The  ventriculo- 
graphic  picture  is  often  identical  with  that 
produced  by  congenital  obstruction  of  the 
aqueduct,  and  the  diagnosis  is  usually  made 
at  operation  when  the  posterior  fossa  is  ex- 
plored prior  to  placing  the  Torkildsen  tube. 
The  prognosis,  of  course,  is  determined  by 
the  nature  and  exact  location  of  the  tumor. 

3.  Obstruction  at  the  outlet  of  the  4th 
ventricle:  Obstruction  at  this  point  accounts 
for  about  half  the  patients  with  obstructive 
hydrocephalus.  Either  as  a result  of  mal- 
development,  or  as  a result  of  some  inflam- 
matory process,  a membrane  is  present,  ad- 
herent to  the  medulla  at  the  foramen  mag- 
num and  to  the  pons  and  cerebellum  proxim- 
al to  the  lateral  foramina  of  the  4th  ven- 
tricle. The  resultant  damming  up  of  the 
cerebrospinal  fluid  produces  marked  enlarge- 
ment of  the  cistema  magna  and  a less 
marked  enlargement  of  the  4th  ventricle 


and  aqueduct,  with  no  visualization  of  the 
basal  cisterns  or  cerebral  subarachnoid 
sulci.  Surgical  removal  of  the  membrane, 
as  widely  as  possible,  cures  about  a third 
of  these  patients. 

In  the  remaining  two  thirds  of  these 
patients  the  obstructing  membranes  of  the 
posterior  fossa  lesion  are  associated  with 
obliteration  of  the  basal  cisterns  or  cerebral 
subarachnoid  spaces  further  anteriorly, 
and  removing  the  membrane  merely  converts 
the  obstructive  hydrocephalus  into  a com- 
municating hydrocephalus. 

The  outlet  to  the  posterior  fossa  may  also 
be  blocked  by  herniation  of  the  cerebellar 
tonsils  down  into  the  foramen  magnum,  as 
part  of  the  Arnold-Chiari  malformation 
which  often  accompanies  the  more  severe 
grades  of  myelomeningocele  in  the  spinal 
axis.  If  the  associated  neurologic  deficit  of 
the  myelodysplasia  is  not  too  great,  decom- 
pression of  the  foramen  magnum  and  re- 
section of  the  elongated  cerebellar  tonsils  is 
indicated  to  relieve  the  hydrocephalic  pro- 
cess. In  the  usual  instance,  however,  the 
neurologic  deficit  associated  with  the  spina 
bifida  is  too  great  to  warrant  surgical  ef- 
forts to  preserve  the  child. 

COMMUNICATING  HYDROCEPHALUS 

This  is  the  most  common  type  of  hydro- 
cephalus and  the  one  most  difficult  to  treat. 
The  hydrocephalic  process  may  be  complete, 
in  which  case  its  presence  is  usually  sus- 
pected at  birth  or  shortly  thereafter;  or 
the  hydrocephalic  process  may  be  partial 
and  may  correct  itself  spontaneously.  The 
latter  probably  occurs  in  about  20  per  cent 
of  patients  with  communicating  hydrocephal- 
us. 

Dandy’s  dye  test  in  this  group  shows 
prompt  appearance  of  the  dye  in  the  lumbar 
cerebrospinal  fluid.  Ventriculograms  show 
dilatation  of  the  lateral  and  third  ventricle, 
usually  slight  dilatation  of  the  aqueduct  and 
4th  ventricle,  more  marked  dilatation  of  the 
cisterna  magna  with  spotty  visualization  of 
the  basal  cisterns  and  cerebral  subarach- 
noid spaces.  The  pathological  defect  in  most 
instances  of  communicating  hydrocephalus 
is  either  a post-inflammatory  obliteration  of 
the  basal  cisterns  or  cerebral  subarachniod 
spaces,  or  a failure  of  development  of  these 
spaces.  As  a result,  the  absorbing  mechan- 
ism for  the  cerebrospinal  fluid  is  inadequate 
to  maintain  a balance  with  the  production 
of  the  fluid. 
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The  therapeutic  problem  is  deceptively 
simple:  (1)  reduce  the  production  of  cere- 

brospinal fluid;  (2)  arrange  for  its  absorp- 
tion elsewhere.  Coagulation  of  the  choroid 
plexus  is  aimed  at  the  former  possibility, 
and  is  the  oldest  of  the  operations  in  cur- 
rent use  for  hydrocephalus  today.  It  appar- 
ently has  some  limited  success  in  the  hands 
of  some  neurosurgeons,  but,  statistically,  its 
record  is  not  much  better  than  the  20  per 
cent  rate  of  spontaneous  arrest  of  the  hy- 
drocephalic process. 

Most  surgical  efforts  today,  however,  are 
directed  towards  the  absorptive  end  of  the 
balance.  The  number  of  operations  intro- 
duced in  the  past  seventy-five  years  to  pro- 
mote the  absorption  of  cerebrospinal  fluid  in 
these  cases  testify  to  their  inadequacy.  The 
introduction  of  plastic  tubes  and  some  new 
techniques,  however,  have  revived  interest 
in  some  of  these  operations,  and  promise  to 
greatly  increase  our  effectiveness  in  treat- 
ing this  type  of  hydrocephalus. 

The  simplest  of  these  operations  consists 
of  shunting  the  cerebrospinal  fluid  into  the 
pelvic  peritoneal  space  by  means  of  a plastic 
tube  inserted  into  the  lumbar  subarachniod 
space  and  led  subcutaneously  to  the  left  low- 
er quadrant  of  the  abdomen  where  it  is  in- 
troduced into  the  depths  of  the  pelvis.  The 
cerebrospinal  fluid  is  then  absorbed  in  the 
peritoneal  cavity.  The  tube  remains  patent 
and  keeps  the  intracranial  pressure  low  in 
about  a third  of  these  patients.  In  the  re- 
mainder, one  end  or  the  other  becomes 
plugged  up  after  an  interval  of  days,  weeks 
or  months.  Replacing  the  blocked  end  of  the 
tube  sometimes  is  effective,  but  if  the  ab- 
dominal end  continues  to  become  plugged  it 
must  be  removed  and  another  recipient 
site  for  the  tube  be  sought.  Inserting  the 
tube  above  the  liver,  away  from  the  omen- 
tum, or  into  the  pleural  cavity  works  in  a 
certain  percentage  of  cases,  and  is  our  next 
step  as  a rule. 

The  operation  with  the  highest  batting 
average,  however,  is  the  shunting  of  cerebro- 
spinal fluid  into  the  ureter  by  the  technique 
devised  by  Matson.  This  produces  satisfac- 
tory control  of  the  hydrocephalus  in  80  - 90 
per  cent  of  patients,  but  involves  the  sacri- 
fice of  one  kidney,  and  results  in  serious 
depletion  of  chlorides  due  to  the  constant 
loss  of  cerebrospinal  fluid  in  the  urine.  Ade- 
quate and  constant  replacement  of  chlorides 
is  essential  to  prevent  serious  and  prompt 


collapse  of  these  patients.  It  is  our  practice 
therefore  to  limit  this  procedure  to  those 
patients  in  whom  two  or  three  trials  of  the 
peritoneal  shunt-operation  fail  to  work. 

DISCUSSION 

The  enlargement  of  the  ventricles  in  the 
hydrocephalic  infant  takes  place  largely  at 
the  expense  of  the  myelin  around  the  nerve 
fibers.  Significant  loss  of  nerve  cells  and 
fibers  occurs  late,  and  normal  development 
may  occur  with  astonishingly  large  ven- 
tricles. Surgical  intervention  is  not  indicated, 
of  course,  if  the  brain  has  been  too  badly 
damaged  by  prolonged  increase  of  pressure. 
Experience  has  shown  that  if  the  cerebral 
cortex  is  less  than  1.5  cm.  in  thickness  con- 
siderable mental  retardation  is  nearly  always 
present  if  the  infant  survives,  so  in  such 
cases  surgery  should  be  withheld. 

With  early  investigation  and  prompt  en- 
ergetic treatment  of  these  children,  this  dis- 
tressing situation  will  be  less  commonly  seen. 
It  should  be  emphasized  that  early  and  ac- 
curate diagnosis  in  the  infant  with  an  en- 
larged head  constantly  is  becoming  of  more 
practical  importance,  since,  with  the  opera- 
tive procedures  at  our  command  today,  it 
is  possible  to  arrest  the  hydrocephalic  process 
in  a majority  of  these  patients.  If  this  can 
be  done  before  the  thickness  of  the  cortex 
is  reduced  to  a centimeter  and  a half  or 
less,  the  chances  are  good  for  relatively 
normal  development  of  cerebral  function. 


QUESTIONNAIRE  GETS  VIEWPOINTS 
ON  MEDICAL  PROBLEMS 

Six  regional  legislative  conferences,  sponsored 
by  the  A.M.A.  Committee  on  Legislation,  were 
held  in  San  Francisco,  Denver,  Dallas,  Atlanta,  Chi- 
cago, and  New  York  during  January  and  February. 
At  each  of  these  meetings  a questionnaire  was 
distributed  to  get  the  general  viewpoints  on  some 
of  the  key  medical  issues  confronting  the  profes- 
sion today. 

A total  of  328  persons  attended  these  meetings 
and  229  returned  the  questionnaire. 

One  question:  Do  you  favor  or  are  you  opposed 

to  the  extension  of  social  security  to  include  physi- 
cians? Forty-five  said  they  favored  extension,  and 
176  said  they  were  opposed. 

A second  question  asked  if  they  favored  or  op- 
posed the  Bricker  amendment.  One  hundred  and 
seventy-two  favored  it  and  46  were  opposed. 

A third  question  asked  if  they  favored  or  opposed 
the  A.M.A.  position  regarding  veterans  care  for  non- 
service-connected  disabilities.  Answer:  192  in  favor; 
35  opposed. 


June,  1954 


247 


Variable  Symptoms 
and  Findings  in 
Acute  Appendicitis 


Doctors  Douglas  and  Lam  call  attention  to  the  va- 
riety of  atypical  histories  and  physical  findings  that 
are  to  be  found  in  cases  of  acute  appendicitis,  and 
illustrate  their  theme  by  the  brief  presentation  of  eight 
case  histories.  Among  the  reasons  for  the  variations 
from  the  typical  picture  they  cite:  the  position  of  the 
organ;  its  variable  length;  the  fact  that  the  inflam- 
matory process  may  be  limited  to  a small  area;  and 
the  incidental  involvement  of  adjacent  organs.  The 
authors  make  a special  point  of  the  possible  altera- 
tion of  the  usual  picture  by  antibiotics  that  may  have 
been  administered  prior  to  one's  first  observation  of 
the  patient. 

EDITOR 

The  preoperative  diagnosis  of  acute  ap- 
pendicitis requires  that  the  physician  recall 
the  many  possible  manifestations  of  this  dis- 
ease. Some  of  the  various  symptoms,  phys- 
ical findings,  and  laboratory  findings,  as 
described  in  surgical  textbooks,  may  or  may 
not  be  found  in  a patient  affected  with  acute 
appendicitis.  These  variations  are  illustrat- 
ed, to  some  extent,  by  the  case  histories 
which  follow.  The  cases  herewith  presented 
were  selected,  rather  than  those  having  sub- 
acute appendicitis  (pathologically),  or  those 
having  elective  appendectomies.  All  were 
admitted  in  a relatively  short  period  of  time 
(approximately  six  and  one-half  months). 
The  total  hospital  admissions  were  822  dur- 
ing this  period,  and  included  general  sur- 
gical and  medical  types  of  cases.  On  the  sur- 
face it  would  appear  that  this  is  not  a very 
common  disease;  however,  the  number  of 
surgical  admissions  were  less  than  the  total 
given  here,  and,  also,  some  cases  whose  ap- 
pendicies  showed  subacute  changes  were  not 
included  because  these  changes  were  not 
actually  proven  to  cause  the  symptoms  or 
laboratory  findings  of  those  particular  pa- 
tients. 

The  purpose  of  this  paper  is  to  re-empha- 
size that  the  symptomatology,  physical  find- 
ings, and  laboratory  findings  in  acute  appen- 
dicitis, or  its  sequelae,  fit  no  definite  pat- 
tern. There  is  no  pathognomonic  symptom 
or  sign,  and  it  does  mimic  many  other  path- 
ological conditions.  Acute  appendicitis  may 
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be  present  with  normal  or  near  normal  lab- 
oratory findings.  The  clinical  symptoms  and 
signs  may  be  minimal.  Complicating  factors 
found  with  acute  appendicitis  may  produce 
symptoms  in  areas  remote  from  the  right 
lower  quadrant  of  the  abdomen. 

Probaby  one  of  the  most  important  fac- 
tors influencing  the  clinical  picture  of  this 
disease  is  the  use  of  antibiotic  therapy  as 
early  symptoms  arise.  If  the  condition  does 
not  completely  subside,  the  symptoms  may 
become  minimized  or  the  symptoms  are  re- 
lieved only  to  recur  at  a later  date. 

Also,  because  of  the  anatomical  variations 
in  the  vermiform  appendix  itself,  the  clin- 
ical picture  is  so  varied.  The  location  of  the 
abdominal  tenderness  will  depend  u p o n 
whether  the  appendix  happens  to  be  located 
in  the  pelvis,  or  behind  the  cecum,  and/or 
higher  in  the  abdomen.  Likewise,  the  length 
of  the  structure,  which  may  vary  from  one 
or  two  centimeters  to  twenty  centimeters, 
will  influence  the  point  of  tenderness.  Fur- 
thermore, only  a short  and  small  area  of  in- 
flammation may  be  found  in  the  long  ap- 
pendix. Therefore,  the  size  and  the  position 
of  the  appendix,  as  well  as  the  extent  of  in- 
flammatory change  present,  all  have  a part 
in  producing  the  variable  clinical  picture. 
With  combinations  of  those  variable  factors, 
along  with  constitutional  status,  the  resist- 
ance of  the  patient,  and  the  virulence  of  the 
infecting  organism,  it  is  little  wonder  that 
few  other  abdominal  conditions  can  produce 
so  many  different  clinical  pictures. 

CASE  NO.  l 

W.  J.  N.  . . . A 27-year-old,  white  male  was  ad- 
mitted to  the  hospital  on  January  29,  1953,  with 
tenderness  in  the  right  lower  abdomen  which  had 
been  present  one  week.  At  the  onset  the  patient 
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stated  he  had  pain  in  the  epigastrium  disappearing 
in  approximately  24  hours  after  shifting  of  the  pain 
to  the  umbilical  area.  The  pain  was  rather  sharp, 
and  occurred  at  30  to  40-minute  intervals,  lasting 
only  20  to  30  seconds.  After  the  first  48  hours 
from  the  onset,  the  patient  stated  that  the  pain 
eased  to  some  extent.  However,  just  prior  to  his 
admission  the  pain  became  somewhat  increased, 
preventing  him  from  sleeping  well.  There  was  no 
history  of  anorexia,  bowel  movement  changes,  or 
other  significant  symptoms.  There  was  burning, 
occasionally,  on  urination  with  radiating  pain  down 
the  right  scrotal  area. 

Physical  Examination:  The  appearance  of  the 

patient  was  not  remarkable  in  that  he  was  not 
acutely  ill.  Blood  pressure  was  120/80,  with  a pulse 
rate  of  110  per  minute.  The  lungs  were  clear  to 
auscultation  and  percussion.  The  cardiac  ryhthm 
was  normal,  and  no  murmurs  were  audible  in  the 
precordial  region.  Examination  of  the  abdomen  re- 
vealed a large,  tender  mass  in  the  right  lower  quad- 
rant; however,  there  was  no  rigidity  of  the  mus- 
culature over  this  mass,  and  neither  was  there  re- 
bound tenderness.  Rectal  examination  revealed  a 
mass  with  some  induration  which  was  extremely 
high,  and  somewhat  tender.  The  remaining  rectal 
findings  were  normal. 

Laboratory  Findings:  On  admission  revealed 

25,000  white  cells  with  81  per  cent  neutrophils  and 
19  per  cent  lymphocytes.  The  red  cell  count  and 
hemoglobin  were  normal.  Survey  x-ray  film  of  the 
abdomen  revealed  a shadow  suggesting  a mass  in  the 
designated  area.  IVP  on  January  3,  1953,  was  nor- 
mal, as  was  the  urinalysis. 

Hospital  Course:  The  patient  was  initially  diag- 

nosed as  having  a ruptured  appendix  with  abscess. 
It  was  decided  that  antibiotic  therapy  be  given. 
This  was  done,  and  with  good  results.  Streptomy- 
cin, 1 gm.,  with  600,000  units  of  procaine  penicillin 
were  given  daily.  By  February  2,  1953,  the  differ- 
ential blood  study  and  white  blood  corpuscle  count 
were  within  normal  limits.  By  February  12,  1953, 
the  patient  had  no  complaints,  and  no  evidence  of 
residual  mass  on  physical  examination  of  the  abdo- 
men. It  was  decided  that  elective  appendectomy 
was  to  be  done  at  a later  date.  On  May  11,  1953, 
an  appendectomy  was  done  and  a retrocecal  appen- 
dix was  found  in  the  right  lower  quadrant.  There 
was  considerable  edema,  and  evidence  of  chronic 
inflammatory  changes.  There  was  little  difficulty 
in  removing  the  appendix.  The  postoperative  course 
was  uneventful. 

COMMENT 

It  was  later  discovered  that  this  patient 
had  received  penicillin  therapy  before  hos- 
pitalization. This  may  have  relieved  his 
symptoms  considerably.  Although  abscess 
was  obviously  present  as  indicated  by  phys- 
ical examination  and  high  white  blood  count, 
the  patient  did  not  appear  ill,  was  comfort- 
able except  upon  direct  palpation  of  the  mass, 
and  stated  he  had  had  a good  appetite 
throughout  this  period  of  time. 


CASE  NO.  2 

G.  H.  I.  . . . A 46-year-old,  white  male  was  ad- 
mitted to  the  hospital  February  23,  1953,  with  com- 
plaint of  acute  abdominal  pain  present  approxi- 
mately 48  hours  prior  to  admission.  The  onset  of 
pain  was  quite  gradual.  There  was  some  fever, 
nausea  and  vomiting  at  the  onset,  but  none  during 
the  last  24  hours  prior  to  admission.  The  patient 
drank  liquids  which  were  retained  the  latter  24 
hours.  At  no  time  was  there  blood  in  the  vomitus, 
the  stool,  or  the  urine.  The  patient  took  12  table- 
spoonfuls of  castor  oil  on  the  day  of  admission  with 
resultant  loose  stools  which  were  quite  frequent. 
There  was  no  history  of  weight  loss. 

The  patient  had  a similar  attack  approximately 
six  months  prior  to  this  admission  which  lasted  ap- 
proximately three  days  and  was  treated  with  pen- 
icillin. The  attack  was  somewhat  similar  to  this; 
however,  he  had  been  free  from  pain  during  the  en- 
tire six-month  period  up  to  the  present  attack. 
There  was  no  history  of  ulcer  of  the  stomach,  ser- 
ious adult  illnesses  or  previous  surgical  operation. 

Physical  Examination  on  Admission:  Tempera- 

ture, 99°;  pulse,  88  and  regular;  blood  pressure, 
150/85.  The  throat  revealed  atrophic  tonsils,  other- 
wise nothing  remarkable.  There  were  no  cardiac 
findings  other  than  tachycardia.  Abdominal  exam- 
ination revealed  a slight  distention,  but  no  masses 
were  palpable.  There  was  generalized  tenderness 
more  marked  in  the  lower  right  and  left  quadrants. 
The  abdomen  was  tympanitic.  Rectal  examination 
revealed  no  rectal  tenderness,  and  normal-colored 
stool  on  examining  finger.  The  remaining  physical 
examination  was  within  normal  limits. 

Laboratory  Findings:  On  admission  revealed  a 

white  blood  count  of  11,700  with  79  per  cent  neutro- 
phils and  21  per  cent  lymphocytes.  A repeated 
white  count  and  differential  at  a later  date  re- 
vealed no  increase  in  leukocytosis,  or  significant 
change  in  the  differential  count.  Flat  film  of  the 
abdomen  soon  after  admission  revealed  a distended 
loop  consistent  with  obstruction  of  the  lower  small 
bowel  and  proximal  colon.  Barium  enema  was  neg- 
ative. 

Hospial  Course:  The  patient  was  observed  for 

a possible  low  bowel  obstruction,  and,  with  this 
in  mind,  a proctoscopy  was  done  on  two  occa- 
sions. The  first  examination  was  unsatisfactory 
because  of  the  extreme  pain.  However,  at  14  cm. 
a constricted  area  was  found  in  the  lower  sig- 
moid colon.  Proctoscopy  under  anesthesia  revealed 
this  to  be  a quite  narrow  stricture,  and  biopsies 
were  taken  which  revealed  chronic  inflammatory 
reaction.  Otherwise  nothing  remarkable  was  found. 
On  March  11,  1953,  an  exploratory  laparotomy 
was  carried  out.  Findings  at  this  time  revealed 
a small  abscessed  area  just  inferior  to  the  right 
iliopectineal  line  of  the  pelvis.  The  appendix,  as  well 
as  a portion  of  the  lower  sigmoid  bowel  was  in  this 
inflammatory  mass.  There  was  acute  angulation 
of  the  sigmoid  which  was  low  but  could  explain  the 
obstructive  symptoms  presented.  The  appendix  was 
removed,  a drain  left  in  situ,  and  a lysis  of  ad- 
hesions done  to  free  the  sigmoid  bowel.  Antibiotic 
therapy  was  given  postoperatively  as  well  as  sup- 
portive therapy.  The  patient  recovered  satisfac- 
torily. 
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COMMENT 

This  patient  was  treated  with  an  antibiotic 
during  the  first  attack.  The  acute  inflam- 
mation became  chronic  causing  a granu- 
lomatous mass  in  the  pelvis  at  the  same  time 
involving  the  sigmoid  colon.  Clinical  find- 
ings were  not  unlike  those  of  a neoplasm  in- 
volving the  sigmoid.  The  barium  enema  did 
not  reveal  the  strictured  area  which  was 
found  on  proctoscopy. 

CASE  NO.  3 

R.  K.  L.  . . . A 65-year-old,  white  male  was  ad- 
mitted on  March  19,  1953,  with  chief  complaint 
of  abdominal  pain  present  approximately  24  hours. 
The  pain  was  located  in  the  epigastric  region  pri- 
marily, and  was  associated  with  nausea  and  vom- 
iting. There  was  no  shifting  of  the  pain.  The 
possibility  of  cholecystitis  was  considered  by  his 
local  physician  and  he  was  referred  for  surgical 
treatment  for  the  same.  There  was  no  history  of 
previous  attacks  similar  to  this  one.  Neither  was 
there  suggestion  of  gastric  or  duodenal  ulcer.  There 
was  occasional  pain  in  the  right  shoulder  region 
during  this  attack,  radiating  posteriorly  to  the 
right  paravertebral  border  region  at  the  level  of 
T-5  to  T-7.  There  was  no  history  of  cardiac  disease 
or  other  symptoms  suggestive  of  coronary  occlu- 
sion. Systemic  reviews  were  not  contributory  to  the 
diagnosis  of  his  illness. 

Physical  Examination:  The  patient  was  quite 

obese,  alert,  and  obviously  in  acute  pain.  Blood 
pressure  was  140/85  with  a pulse  rate  of  82,  and 
temperature  99.5  orally.  Examination  of  the  head 
and  neck  revealed  no  abnormality.  The  teeth  were 
in  very  poor  condition.  Cardiovascular  and  pul- 
monary examination  revealed  nothing  remarkable 
except  for  some  limitation  of  respiratory  excursion 
due  to  pain  on  deep  inspiration.  Abdominal  exam- 
ination revealed  spasm  and  tenderness  of  the  right 
upper  quadrant  musculature.  Rebound  tenderness 
was  positive.  There  was  no  tenderness  or  rigidity 
found  in  either  lower  quadrant.  The  liver  was  not 
definitely  palpable  due  to  the  obesity  of  the  pa- 
tient. Rectal  examination  revealed  a Grade  II 
prostatic  enlargement,  otherwise  this  organ  was 
normal  in  contour  and  consistency. 

Laboratory  Findings : On  admission  revealed  a 

white  count  of  24,000  with  92  per  cent  neutrophils, 
7 per  cent  lymphocytes,  and  1 per  cent  eosinophils. 
The  red  blood  count  and  hemoglobin  were  normal. 
X-ray  examinations  of  the  chest  and  abdomen  were 
obtained.  Abdominal  findings  with  survey  x-ray 
revealed  dialated  bowel  loops  in  the  upper  portion 
suggesting  localized  abdominal  ascites.  There  was 
some  elevation  of  the  right  diaphragm  suggesting 
subphrenic  pathology. 

Hospital  Course:  The  patient  was  explored  sur- 

gically soon  after  admission.  A retrocecal  appen- 
dix was  found,  the  cecum  being  located  medial  to 
the  hepatic  flexure  region.  There  was  accumulation 
of  purulent  exudate  within  the  subhepatic  region. 
The  appendix  was  gangrenous,  quite  friable  and 
obviously  perforated.  The  appendix  was  removed, 
and  a penrose  drain  was  inserted  at  the  site  after 
removal.  During  the  second  postoperative  day  the 


patient  appeared  to  be  in  good  condition  with  nor- 
mal bowel  sounds;  however,  after  stalling  feed- 
ings an  ileus  soon  occurred.  Nasogastric  suction  was 
then  continued.  The  postoperative  course  was  quite 
stormy  because  of  intra-abdominal  abscess  forma- 
tion which  had  to  be  drained.  With  intravenous 
antibiotics  and  supportive  treatment  the  patient  re- 
covered. 

COMMENT 

This  pathological  appendix  was  located  in 
the  area  of  the  gallbladder,  thus  making  one 
suspect  gallbladder  disease,  although  there 
was  no  history  of  previous  attacks. 

CASE  NO.  4 

R.  0.  G.  . . . A 25-year-old,  white  male  patient 
was  admitted  to  the  hospital  on  March  28,  1953, 
having,  as  his  chief  complaint,  pain  in  the  lower 
right  abdominal  quadrant  for  16  hours  prior  to 
admission.  Two  weeks  prior  there  had  been  con- 
stipation for  which  he  “took  a little  laxative”  until 
he  developed  pain  in  the  right  lower  quadrant.  No 
history  of  chills,  fever,  nausea  or  vomiting.  No 
past  history  of  diarrhea  or  of  bowel  disturbance 
was  noted. 

In  the  past,  the  patient  had  had  no  similar  epi- 
sode of  abdominal  pain.  He  did  not  smoke  or 
drink.  There  was  no  history  of  medical  disease. 
Tonsillectomy  had  been  done  approximately  20 
years  prior  to  the  date  of  admission. 

Physical  Examination:  This  patient  was  a 25- 

year-old,  white  male,  not  acutely  ill,  who  was  co- 
operative and  answered  questions  readily.  Blood 
pressure  was  128/80  with  a regular  pulse  rate  of 
86.  Temperature  was  99.9  F.,  orally.  Abdominal 
examination  revealed  some  tenderness  on  deep 
palpation  with  rebound  tenderness  of  the  abdomen. 
Tenderness  was  present  in  the  right  lower  quadrant 
area  only.  Rectal  examination  was  not  remarkable. 

Laboratory  Findings:  The  total  white  blood  count 
was  7,400  with  differential  of  66  per  cent  neutro- 
phils, 33  per  cent  lymphocytes,  1 per  cent  eosino- 
phils. Hemoglobin,  14.7  grams.  Urinalysis:  — 
straw,  acid,  1.024;  albumin  and  sugar,  none;  micro- 
scopic, negative.  Serology,  negative. 

Hospital  Course:  The  patient  had  no  eleva- 

tion of  white  count  or  suggestion  of  acute  infec- 
tion. His  clinical  findings  suggested  acute  append- 
icitis. Appendectomy  was  performed  soon  after 
admission.  At  the  operation  an  acute  suppuration 
of  the  appendix  was  found,  located  at  the  ileocecal 
junction.  The  tip  of  the  appendix  seemed  to  be  the 
only  involved  portion.  The  pathological  report  re- 
vealed a specimen  consisting  of  excised  appendix, 
with  meso-appendix,  measuring  8.5  cm.  There  was 
an  acute  angulation  at  the  tip  and  this  was  purplish- 
gray.  The  tip  was  quite  indurated.  Microscopic 
sections  showed  marked  desquamation  of  the  entire 
mucous  membrane  with  inflammatory  layers.  The 
entire  meso-appendix  was  involved  by  inflammation. 
The  diagnosis  was  appendicitis,  acute,  suppurative. 
Following  operation,  the  patient  had  an  uneventful 
course. 

CASE  NO.  5 

W.  W.  G.  . . . A 21 -year-old,  white  male  was  ad- 
mitted to  the  hospital  on  May  6,  1953,  with  corn- 
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plaint  of  intermittent  pain  in  the  right  lower  quad- 
rant of  the  abdomen  of  11  hours  duration  prior  to 
admission.  The  pain  started  when  the  patient 
awakened  from  his  sleep,  at  7 :30  a.m.  The  pain 
which  he  described  in  the  right  lower  quadrant  at 
the  onset  was  intermittent.  Two  hours  after  the 
onset  of  pain  he  had  numerous  bouts  of  nausea 
and  vomiting.  The  patient  had  several  urges  to 
defecate,  but  without  result.  There  had  been  no 
evidence  of  bloody  or  tarry  stools.  The  urine  Was 
of  normal  color,  and  there  was  no  evidence  of 
blood.  Also,  there  had  been  no  past  history  of 
similar  episodes  of  abdominal  pain  during  the  pre- 
ceding year. 

The  patient  gave  no  history  of  injury  or  serious 
adult  illness.  He  gave  a history  of  having  recur- 
rent enlargement  of  his  tonsils.  There  had  been 
no  previous  operations  or  injuries. 

Physical  Examination:  Temperature,  99  degrees; 

pulse,  72  per  minute  and  regular;  respiration,  24 
per  minute;  blood  pressure,  140/85.  The  throat  ex- 
amination revealed  slightly  enlarged  tonsils  with 
evidence  of  old  cystic  scars.  Examination  of  the 
lungs  revealed  no  rales  and  the  percussion  was 
normal.  No  murmurs  were  audible  on  auscultation 
of  the  various  valvular  areas  of  the  cardia,  and  the 
cardiac  rate  and  rhythm  were  regular.  It  was 
found  that  the  patient  was  unable  to  take  a deep 
breath  because  of  para-umbilical  pain.  Palpation 
revealed  rebound  tenderness.  The  remaining  phyi- 
cal  examination  was  within  normal  limits. 

Laboratory  Findings:  White  blood  count  30,000, 

89  per  cent  neutrophils,  10  per  cent  lymphocytes, 
1 per  cent  monocytes.  Flat  film  of  the  abdomen 
on  admission  revealed  soft  tissue  shadows  of  the 
abdomen  which  were  not  remarkable.  There  was 
gas  in  the  stomach  and  large  bowel,  but  segmental 
ileus  was  not  identified.  There  was  lumbarization 
of  S-l  vertebra  in  addition  to  a congenital  malde- 
velopment  of.  the  vertebrae.  Chest  x-ray  was  neg- 
ative. 

Hospital  Course:  The  patient,  upon  admission 

to  the  ward,  was  immediately  prepared  for  sur- 
gery. Appendectomy  was  performed  under  gen- 
eral anesthesia.  Upon  entering  the  abdominal  cavity 
it  was  found  that  the  appendix  was  lying  low  in 
the  pelvis  near  the  midline.  The  omentum  was 
found  to  have  walled  off  the  surrounding  tissue, 
and  upon  division  and  mobilization  of  the  appendix 
it  was  found  to  be  reddened,  edematous  and  slightly 
elongated.  The  appendix  was  removed  and  the 
histopathological  report  was  that  of  acute  gangren- 
ous appendicitis.  Antibiotic  therapy  was  given  post- 
operativelv,  and  the  patient  recovered  satisfactor- 
ily. 

CASE  NO.  6 

E.  W.  . . . A 26-year-old,  white  male  was  ad- 
mitted to  the  hospital  on  May  16,  1953,  primarily 
for  a complaint  of  right  lower  quadrant  pain  of  36 
hour’s  duration.  Early  morning  on  day  before  ad- 
mission there  was  pain  in  the  right  lower  quad- 
rant which  was  dull  in  nature  and  quite  steady 
in  character.  There  was  no  history  of  nausea, 
vomiting,  diarrhea,  or  anorexia.  The  patient  had 
breakfast  on  the  morning  of  day  of  admission,  ap- 
proximately 24  hours  after  the  pain  began.  Also, 
on  the  morning  of  the  day  of  admission  the  pa- 
tient noticed  his  stool  starting  to  get  somewhat 


loose.  However,  it  was  not  watery  or  suggestive 
of  diarrhea.  The  past  history  was  entirely  non- 
contributory. 

Physical  Examination:  Blood  pressure,  130/70; 

pulse,  84  and  regular.  A white  male,  well-developed 
and  well-nourished.  Patient  appeared  mentally  alert 
and  cooperative.  There  was  no  evidence  of  eye, 
ear,  nose,  or  throat  disease.  Lungs  and  cardiac 
status  within  normal  limits.  Examination  of  the 
abdomen  revealed  right  lower  quadrant  tenderness. 
Rebound  tenderness  was  present.  A mass  could  be 
palpated  in  the  right  lower  quadrant  which  seemed 
to  be  in  the  appendiceal  area.  Rectal  examination 
revealed  nothing  significant. 

Laboratory  Findings:  Revealed  a white  blood 

count  of  8,750,  87  per  cent  neutrophils,  15  per  cent 
lymphocytes;  4,830,000  red  blood  cells,  and  15.6 
gm.  hemoglobin.  Bleeding  and  coagulation  normal. 

Hospital  Course:  The  patient  was  taken  to  sur- 

gery  immediately  after  admission  at  which  time 
an  appendectomy  was  done  under  general  anes- 
thesia. The  postoperative  course  was  uneventful. 
Operative  findings  were  those  of  a retrocecal  ap- 
pendix with  a perforation.  It  was  necessary  to  re- 
move the  appendix  retrograde.  Culture  of  the 
purulent  fluid  in  the  area  of  the  appendix  revealed 
no  growth. 

Pathological  Report:  The  specimen  revealed  a 9 

cm. -long  appendix  with  attached  meso-appendix. 
The  central  region  of  the  appendix  was  ulcerated, 
the  ulcer  measuring  IV2  cm.  x 8 mm.  The  mucous 
membrane  appeared  to  be  hemorrhagic  and  necrotic 
throughout.  Microscopic  examination  revealed 
necrosis  and  desquamation  of  mucosa  and  muscu- 
laris,  with  a marked  amount  of  polymorphonuclear 
and  small  round  cell  infiltration.  The  serosa,  at 
one  point,  appeared  to  be  perforated.  The  im- 
pression pathologically  was  appendicitis,  gangren- 
ous, acute  and  perforated. 

The  postoperative  course  in  this  case  was  not 
eventful  with  antibiotic  therapy,  using  streptomycin, 
1 gm.,  and  procaine  penicillin,  400,000  units,  I.M., 
for  approximately  5 days.  The  patient  was  dis- 
charged on  May  23,  1953,  fully  recovered. 

COMMENT 

The  last  three  cases  illustrate  the  extremes 
of  the  laboratory  findings  in  the  same  dis- 
ease. The  first  two  patients  had  about  the 
same  degree  of  pathology  at  surgery,  yet  a 
normal  white  blood  count  and  differential 
white  blood  count  on  examination  was  found 
in  the  one  patient.  In  the  other  an  extreme- 
ly high  white  count  was  present  with  a shift 
to  the  left  in  the  differential  white  count. 
In  Case  No.  6 the  duration  of  symptoms 
was  longer  with  a normal  total  white  blood 
count,  but  with  a shift  to  the  left  in  the  dif- 
ferential examination. 

CASE  NO.  7 

L.  A.  C.  . . . A 40-year-old,  white  male  was  re- 
admitted to  the  hospital  on  August  7,  1953,  with 
symptoms  consisting  of  pain  and  tenderness  over 


lune,  1954 


251 


the  right  upper  abdomen.  This  patient  was  hos- 
pitalized in  November,  1952,  and  again  in  April, 
1953,  because  of  similar  symptoms.  Repeated  at- 
tacks occurred  in  this  interim,  with  some  nausea 
but  no  vomiting.  Penicillin  therapy  was  given  only 
during  the  first  hospitalization. 

Physical  Examination  revealed  tenderness  and 
muscle  spasm  over  the  right  upper  quadrant  with 
none  over  the  right  lower  quadrant.  Also,  slight 
tenderness  was  noted  over  the  lateral  right  chest 
region. 

Laboratory  Findings:  On  admission  a white  blood 
count  was  20,800  with  a differential  count  of  85 
per  cent  neutrophils  and  15  per  cent  lymphocytes. 
The  red  count  and  hemoglobin  were  normal,  as  was 
the  urinalysis. 

Hospital  Course:  The  patient  was  taken  to  sur- 

gery on  August  8,  1953,  at  which  time  an  acute- 
ly inflamed  appendix  was  found  in  the  right  up- 
per quadrant.  As  result  of  a malrotated  cecum, 
the  appendix  remained  superior  in  the  right  ab- 
domen. The  patient  made  an  uneventful  recovery. 

COMMENT 

This  represents  an  additional  patient  with 
confusing  symptoms  due  to  malposition  of 
the  offending  appendix.  Apparently,  the 
patient  recovered  without  specific  therapy 
for  the  second  attack. 

CASE  NO.  8 

L.  C.  D.  . . . A white  23-year-old  male  became 
ill  on  day  of  admission,  June  4,  1953.  There  was 
dull  pain  in  the  upper  abdomen  and  twenty  minutes 
after  onset  of  pain  the  patient  vomited.  Anorexia 
was  present.  There  were  two  similar  episodes  pre- 
viously in  the  past  two  years,  but  it  was  not  de- 
termined that  the  patient  received  antibiotic  therapy. 

Physical  Examination:  Abdominal  muscle  spasm 

was  present  in  the  right  lower  and  lateral  abdomen. 
Tenderness  was  present  rectally  on  the  right 
peritoneal  reflection  area. 

Laboratory  Findings:  Total  white  count  was  10,- 

800,  with  a normal  differential  white  count.  The 
red  cell  count  and  hemoglobin  were  normal. 

Hospital  Course:  The  patient  was  opei’ated  upon 

the  day  of  admission.  An  acute  suppurative  ap- 
pendicitis was  found,  retrocecal  in  position  with 
the  cecum  attached  to  the  posterior  abdominal  wall 
over  the  appendix. 

COMMENT 

Again  the  repeated  attacks  have  occurred 
prior  to  the  late  acute  exacerbation  accom- 
panied by  the  normal  or  near  normal  labora- 
tory findings. 

DISCUSSION 

No  attempt  is  made  to  classify  appendiceal 
inflammatory  disease  from  a standpoint  of 
pathological  findings  in  the  presentation  of 
these  case  histories.  Actually,  the  disease  is 


one  that  many  pass  through  acute  inflamma- 
tion to  abscess  formation  accompanied  by 
localized  peritonitis,  or  diffuse  peritonitis. 
Whether  the  inflammation  resolves,  or  con- 
tinues to  form  an  abscess  or  peritonitis,  de- 
pends on  the  physiological  characteristics  of 
the  patient.  The  progress  of  the  disease  may 
also  depend  on  the  treatment  rendered  pre- 
viously, as  found  in  two  of  these  patients 
who  received  penicillin  therapy  on  the  occa- 
sion of  similar  attacks  in  the  past,  with  tem- 
porary recovery. 

The  better  treatment  of  acute  appendictis 
is  surgical  removal  during  the  early  stages 
of  inflammation,  when  the  diagnosis  can  be 
made.  It  appears  that  those  receiving  anti- 
biotic therapy  with  subsidence  of  symptoms 
will  often  require  surgical  relief  at  a later 
date.  Although  some  subside  spontaneously, 
antibiotic  therapy  will  resolve  the  acute 
phase  and  prevent  early  complication.  There 
is,  however,  no  guarantee  that  symptoms  and 
more  serious  complications  will  not  develop 
later. 

SUMMARY 

A review  of  the  cases  with  appendicitis 
occurring  among  822  hospital  admissions  il- 
lustrate the  variable  symptoms  and  labora- 
tory findings  that  may  be  found  with  this 
surgical  disease.  The  variable  anatomical 
positions  of  the  vermiform  appencfix  is  but 
one  factor  that  causes  the  inflammed  organ 
to  mimic  other  acute  abdominal  conditions. 
The  symptomatology  is  altered  significantly 
by  the  administration  of  antibiotic  drugs, 
and  this  therapy  does  not  prevent  repeat- 
ed recurrence  of  acute  exacerbations  of  this 
disease.  The  clinical  picture  of  the  dis- 
ease is  extremely  variable  whether  anti- 
biotics have  or  have  not  been  given.  There- 
fore, the  many  possible  manifestations  of 
appendicitis,  plus  the  knowledge  of  antibiotic 
treatment  the  patient  may  have  received  in 
the  past,  must  be  noted  by  the  examiner  be- 
fore a more  accurate  clinical  diagnosis  can  be 
made. 
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Surgery  of 

Inflammatory  Disease 
of  the  Lung 


These  authors  call  attention  to  the  indications  for 
and  results  of  surgical  treatment  of  bronchiectasis, 
pulmonary  abscess,  and  tuberculosis  of  the  lung.  They 
discuss  the  etiology,  diagnosis,  and  prognosis  of 
bronchiectasis  and  of  abscess  at  some  length,  and 
stress  the  need  for  combined  medical  and  surgical  ap- 
proach to  the  treatment  of  tuberculosis.  Technical  de- 
tails of  surgery  are  minimized. 

EDITOR 

Certain  aspects  of  inflammatory  disease 
of  the  lung  have  definite  surgical  implica- 
tions and  are  best  dealt  with  by  pulmonary 
resection.  The  patient  so  treated  will,  under 
most  circumstances,  cease  to  be  an  invalid 
and  will  acquire  a new  lease  on  life.  The 
diagnosis  of  pulmonary  inflammatory  di- 
sease is  fraught  with  all  sorts  of  pit-falls 
when  one  ponders  the  fact  that  so-called 
primary  inflammatory  disease  may  simply 
represent  the  inflammatory  component  of  a 
malignant  process.  Bronchogenic  carcinoma, 
for  example,  may  simulate  or  exist  concur- 
rently with  bronchiectasis,  lung  abscess,  or 
. pulmonary  tuberculosis. 

BRONCHIECTASIS 

Although  first  described  by  Laennec  in 
1819,  concepts  as  to  etiology^  pathology,  and 
treatment  of  bronchiectasis  have  become 
well  defined  only  during  the  past  two  dec- 
ades. The  introduction  of  lipiodol  broncho- 
graphy by  Sicard  and  Forestier,  in  1922, 
made  possible  accurate  clinical  evaluation  of 
the  disease  process.  Better  understanding  of 
the  principles  of  respiratory  physiology,  re- 
finement of  surgical  technique,  and  the  de- 
velopment of  antibiotic  therapy  have  rend- 
ered resection  of  diseased  lobes  or  segments 
of  lobes  a safe  procedure  in  competent  hands. 

Congenital  forms  of  bronchiectasis  do  oc- 
cur. For  example,  twenty  to  thirty  per  cent 
of  cases  with  situs  inversus  have  an  as- 
sociated bronchiectasis.  For  the  most  part, 
however,  it  is  an  acquired  disease  represent- 
ing the  residue  of  an  acute  tracheobron- 
chitis or  pneumonitis  of  infancy  or  of  early 
childhood.  Bronchial  obstruction  with  result- 
ing segmental  atelectasis  probably  is  the 
most  important  factor  in  the  initiation  of 
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the  disease.  Mucus  plugs  are  prone  to  occur 
during  the  course  of  an  acute  bronchitis  of 
infancy  because  of  the  small  size  of  the 
bronchi  and  a poorly  developed  cough  re- 
flex. Atelectasis,  particularly  if  it  is  exten- 
sive, results  in  a higher  than  normal  nega- 
tive intrathoracic  pressure  with  consequent 
dilating  force  on  the  bronchi  surrounded  by 
atelectatic  lung.  Infection  in  the  bronchi, 
distal  to  the  site  of  obstruction,  supervenes 
causing  weakening  of  the  bronchial  wall  and 
dilatation.  Bronchiectasis  may  also  arise 
from  the  aspiration  of  foreign  bodies,  the 
most  notorious  of  which  is  the  peanut.  The 
latter  will  produce  an  irreversible  bronchi- 
ectasis if  left  in  place  for  ten  days. 

The  extent  of  the  bronchiectasis,  then,  is 
determined  by  the  location  of  the  original 
bronchial  obstruction,  and  in  this  sense  it 
is  not  a progressive  disease.  Once  estab- 
lished, however,  it  may  become  progressive- 
ly worse.  It  is  essentially  a segmental  disease 
involving  any  one  or  all  segments  of  one  or 
more  lobes.  The  lower  lobes  are  usually  in- 
volved, the  left  side  more  frequently  than 
the  right.  The  right  middle  lobe  and  the 
lingula  are  involved  in  about  half  the  cases 
wherein  there  is  lower  lobe  disease. 

The  essential  pathology  of  bronchiectasis 
consists  of  destruction  of  the  bronchial  wall 
by  a chronic  inflammatory  process.  Gland- 
ular structures,  muscle,  elastic  tissue,  and 
even  cartilages  may  be  replaced  by  fibrous 
tissue.  The  bronchial  mucosa  is  hyperemic 
and  thickened.  Vascular  papillary  projec- 
tions may  form  and  give  rise  to  hemorrhage. 
The  vessels  of  the  bronchial  wall  are  en- 
gorged and,  when  thrombosed,  may  be  the 
source  of  septic  emboli  productive  of  meta- 
static brain  abscess.  The  parenchyma  adjac- 
ent to  the  dilated  and  diseased  bronchi  gives 
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Fig.  1.  Extensive  bronchiectasis  occurring  in  female,  age  29,  with  symptoms  dating  back  to  a respiratory  infection  dur- 
ing childhood.  Involvement  was  confined  to  the  left  lower  lobe. 


evidence  of  the  ravages  of  chronic  inflam- 
matory disease  in  that  there  are  areas  of 
focal  atelectasis,  pneumonitis,  fibrosis,  em- 
physema, and  alveolar  destruction. 

The  most  constant  symptoms  of  the  di- 
sease are  chronic  cough  and  expectoration 
of  varying  amounts  of  mucopurulent  or  foul 
sputum.  Recurrent  episodes  of  pneumonitis 
and  hemoptysis  are  common.  Impaired  vital 
capacity  may  be  indicated  by  exertional 
dyspnea.  Systemic  manifestations  such  as 
weight  loss,  fever,  clubbing  of  the  fingers, 
and  amyloidosis  may  develop  in  severe  and 
untreated  disease;  and  complications  such 
as  empyema  or  metastatic  brain  abscess 
may  obscure  the  underlying  bronchial  path- 
ology altogether. 

The  chest  film  may  reveal  accentuated 
bronchovascular  markings,  focal  pneumon- 
itis, patchy  atelectasis,  or  honey  combing  at 
the  base  of  the  lung  field.  Lipiodol  broncho- 
graphy confirms  the  diagnosis  and  demon- 
strates the  location  and  extent  of  the  di- 
sease. It  is  important  to  outline  all  segments 
in  order  to  rule  out  multiple  lobe  or  bilateral 
involvement.  Instillation  of  lipiodol  ordinar- 
ily should  be  preceded  by  iodine  sensitivity 
tests  in  allergic  individuals  inasmuch  as  the 
procedure  is  not  without  complications. 


Fig.  2.  Extensive  bronchiectasis  confined  tq  the  left  lower 
lobe  and  complicated  by  marked  pulmonary  fibrosis,  atelec- 
tasis, and  pneumonitis.  Patient  developed  symptoms  follow- 
ing a bronchopneumonia  at  ten  years  of  age.  Lobectomy  was 
done  at  age  17,  by  which  time  he  was  a chronic  invalid.  Since 
removal  of  affected  lobe  he  has  gained  fifty  pounds  in 
weight. 
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Fig.  3.  Bilateral  lower  lobe  bronchiectasis  occurring  in  a female,  age  40.  Patient  had  been  symptomatic  since  a broncho- 
pneumonia when  she  was  twenty,  and  had  become  a pulmonary  cripple  by  the  time  she  was  40.  Left  lower  lobectomy  was 
done  because  of  the  more  extensive  involvement  on  that  side.  This  was  followed  by  elimination  of  all  symptoms  and  dis- 
ability. 


These  include  vasomotor  rhinitis,  pneu- 
monia, and  even  sudden  death.  The  patient 
should  be  instructed  in  a routine  of  postural 
drainage  following  bronchography  so  as  to 
evacuate  promptly  as  much  lipiodol  as  pos- 


sible. Bronchoscopic  examination  should  al- 
ways be  done  prior  to  bronchography  so  as 
to  rule  out  neoplastic  disease  or  intrabronch- 
ial  foreign  body,  and  to  clear  the  tracheo- 
bronchial tree  of  purulent  secretions. 


Fig.  4.  Bronchiectasis  of  the  left  lower  lobe  in  a 24-year-old  female  with  symptoms  since  a bronchopneumonia  of  infancy. 
Prior  tc  lobectomy  patient  had  two  severe  hemorrhages. 
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All  patients  with  bronchiectasis  should  be 
treated  surgically  except  the  asymptomatic, 
those  with  minimal  bronchiectasis  and 
minimal  symptoms,  those  in  poor  general 
condition,  those  in  whom  the  disease  is  too 
extensive,  the  asthmatic,  and  the  elderly. 
The  cardiorespiratory  reserve  of  every  pa- 
tient, particularly  older  individuals,  con- 
sidered for  surgery  should  be  evaluated 
carefully.  Pulmonary  resection  affords  the 
patient  with  localized  disease  his  only  sure 
prospect  of  cure.  This  means  removal  of  one 
lobe  or  a segment  thereof  when  the  involve- 
ment is  unilobar.  In  those  with  lower  lobe 
disease  with  involvement  of  the  lingula  on 
the  left  and  the  middle  lobe  on  the  right, 
lingulectomy  or  right  middle  lobe  lobectomy 
must  accompany  removal  of  the  lower  lobe 
to  eliminate  the  disease.  In  bilateral  bronchi- 
ectasis the  lobe  on  the  side  with  the  more 
extensive  disease  is  removed  first.  If  symp- 
toms persist  the  involved  lobe  on  the  side 
opposite  should  be  resected  several  months 
later.  Those  with  bilateral  or  widespread 
disease  present  a real  challange  to  the  sur- 
geon. It  is,  perhaps,  to  this  group  that  seg- 
mental resection  is  applicable.  The  rationale 
of  this  procedure  is  based  upon  the  fact  that 
bronchiectasis  is  a segmental  disease  and 
may  be  eliminated  without  sacrificing  unin- 
volved segments  of  a lobe.  Compared  with 
lobectomy,  however,  segmental  resection  is 
associated  with  an  increased  incidence  of 
postoperative  complications  such  as  atel- 
ectasis, emphysema,  and  pneumothorax.  The 
occurrence  of  these  complications  may  actual- 
ly nullify  the  theoretical  advantages  of  the 
operation.  Lingulectomy  undoubtedly  rep- 
resents the  clearest  indication  for  segment- 
al resection. 

The  individual  with  symptomatic  bronchi- 
ectasis usually  dies  from  his  disease  or  from 
a related  complication.  The  majority  of  those 
who  acquire  their  disease  during  the  first 
decade  do  not  survive  much  beyond  forty. 
Employment  of  antibiotics  as  an  adjunct  to 
medical  treatment  may  alter  somewhat  this 
prognosis. 

Medical  treatment  is  largely  palliative  and 
should  be  reserved  for  those  in  whom  sur- 
gical intervention  is  contraindicated.  It  at- 
tempts to  improve  the  general  health  of  the 
patient,  reduce  bronchial  secretions,  and  eli- 
minates infection.  Antibiotic  therapy,  partic- 
ularly the  administration  of  nebulized  or  en- 
dotracheal penicillin,  will  reduce  the  quanti- 
ty of  sputum  and  result  in  symptomatic  im- 


provement. Over  a period  of  time,  however, 
resistant  organisms  develop  so  that  improve- 
ment is  temporary.  Endotracheal  admini- 
stration gives  the  most  effective  and  prompt 
reduction  of  sputum,  whereas  the  nebulized 
antibiotic  represents  a more  practical  mode 
of  administration.  Parenteral  antibiotics  are 
ineffective  as  they  do  not  reach  the  diseased 
segments  of  the  lung. 

The  reduction  in  quantity  of  sputum  is 
one  of  the  most  important  aspects  of  the 
preoperative  preparation  since  it  reduces 
the  incidence  of  postoperative  atelectasis 
and  infection.  The  daily  administration  of 
nebulized  pencillin  together  with  a daily 
routine  of  postural  drainage  for  a week  to 
ten  days  preoperatively  will  ordinarily  ef- 
fect a marked  reduction.  Bronchoscopic  as- 
piration is  occasionally  indicated  as  a sup- 
plemental measure. 

The  bronchus  to  the  diseased  lobe  or  seg- 
ment should  be  clamped  early  in  the  opera- 
tive procedure  so  as  to  prevent  spillage  of 
secretions  into  other  portions  of  the  tracheo- 
bronchial tree.  Bronchoscopic  aspiration 
should  be  done  immediately  following  sur- 
gery as  an  additional  means  of  preventing 
atelectasis.  The  pleural  cavity  is  drained  by 
two  intercostal  catheters  to  which  continu- 
ous suction  is  applied  until  they  are  with- 
drawn at  the  end  of  three  to  five  days.  By 
this  time  the  remaining  lung  has  usually 
expanded  to  fill  the  pleural  space,  and  there 
is  minimal  intrapleural  fluid. 

LUNG  ABSCESS 

Lung  abscess  is  seldom  seen  now  by  the 
surgeon  because  the  vast  majority  are  cured 
by  antibiotic  therapy.  Probably  a certain 
number  of  early  abscesses  have  been  so 
cured  without  recognition  of  their  true  na- 
ture. Overholt  classifies  lung  abscess  as 
simple  and  complicated.  The  simple  type  is 
unilocular  without  associated  bronchiectasis 
or  parenchyma]  fibrosis,  and  represents  a 
comparatively  early  stage  of  the  disease. 

The  vast  majority  of  lung  abscesses  are 
caused  by  the  aspiration  of  septic  material. 
It  must  be  remembered,  however,  that  lung 
abscess  m a y complicate  bronchiectasis, 
bronchogenic  carcinoma,  intrabronchial 
foreign  body,  pulmonary  tuberculosis,  vari- 
ious  pulmonary  cysts,  and  fungus,  infections. 
Sputum  cultures  should  be  made  to  deter- 
mine sensitivity  of  the  infecting  organisms 
to  the  various  antibiotics.  The  cultures  ord- 
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Fig:.  5.  Chronic  lung  abscess  occurring  in  the  right  upper  lobe  in  a patient,  age  65.  Symptoms  consisted  of  recurrent, 
severe  hemoptysis.  Preoperatively  lesion  was  thought  to  represent  a malignant  neoplasm. 


Fig.  3.  A fourteen-year-old  female  patient  with  unilateral  and  unilobar  chronic  pulmonary  tuberculosis  and  a tension 
type  cavity  in  the  apex  of  the  right  lower  lobe.  The  resected  lobe  was  extensively  involved  by  fibrocaseous  disease  from 
which  the  tubercle  bacilli  were  readily  identified.  Sputum  examinations  have  been  consistently  negative  for  tubercle  bacilli 
since  lobectomy,  and  the  patient  has  returned  to  school. 
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Fig.  7.  Sixteen-year-old  female  patient  with  a tension  type  cavity  and  marked  exudative  tuberculosis  of  the  right  lower 
lobe  from  which  tubercle  bacilli  were  readily  identified.  Lobectomy  resulted  in  immediate  sputum  conversion,  and  patient 
has  returned  to  school. 


Fig.  3.  Twenty-five-year-old  female  patient  with  “arrested”  tuberculosis  involving  the  apex  of  the  left  upper  lobe.  Al- 
though the  lesion  was  considered  stable  and  the  sputum  had  been  negative  for  three  years  left  upper  lobectomy  was  done  be- 
cause patient  wanted  to  have  children.  Examination  of  the  resected  lobe  revealed  more  extensive  disease  than  roentgeno- 
grams of  the  chest  indicated.  Tubercle  bacilli  were  readily  identified. 
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inarily  reveal  mixed  flora.  Sputum  examina- 
tion should  also  be  made  to  search  for  mali- 
gant  cells,  and  to  rule  out  specific  infections 
such  as  tuberculosis  and  fungus  disease. 

The  early  symptoms  are  mainly  systemic, 
consisting  of  fever,  chills,  dry  cough,  and 
chest  pain.  Roentgenograms  of  the  chest  at 
this  stage  may  reveal  a localized  area  of  in- 
filtration. As  the  central  portion  of  the  in- 
filtrate undergoes  liquifaction  and  ruptures 
into  a bronchus  there  is  copious  expectora- 
tion of  foul  sputum  which  is  frequently 
bloody  or  blood  streaked.  Actually,  hem- 
optysis occurs  more  often  in  lung  abscess 
than  it  does  in  pulmonary  tuberculosis  or 
in  bronchogenic  carcinoma.  A chest  film  at 
this  stage  may  reveal  a fluid  level  in  the  ab- 
scess area.  If  drainage  is  incomplete  or 
intermittent  a chronic  complicated  abscess 
developes  with  all  the  usual  manifestations 
of  chronic  pulmonary  sepsis  such  a cachexia, 
weight  loss,  anemia,  amyloidosis,  clubbing 
of  fingers  and  the  like. 

Bronchoscopic  examination  should  always 
be  done  to  rule  out  bronchogenic  tumor  or 
foreign  body.  Occasionally  the  exact  location 
of  the  abscess  may  be  determined  in  this 
manner  and  drainage  established.  Broncho- 
grams  are  usually  disappointing. 

Lobectomy  is  the  treatment  of  choice  for 
lung  abscess  not  responding  to  medical  treat- 
ment. As  a general  rule,  any  lesion  that  can- 
not be  diagnosed  definitely  or  cured  by  anti- 
biotic therapy  within  six  to  eight  weeks, 
should  be  resected.  A substantial  number  of 
these  supposedly  inflammatory  lesions  will 
actually  prove  to  be  bronchogenic  carinoma. 
Drainage  alone,  as  advocated  by  Neuhof  in 
1940,  is  best  reserved  for  the  elderly  and  for 
the  fulminating  pulmonary  abscess  not  re- 
sponding to  antibiotics. 

TUBERCULOSIS 

Pulmonary  tuberculosis  cannot  be  cured 
by  resective  -surgery  since  it  is  a dis- 
seminated infection.  It  is  postulated,  how- 
ever, that  by  removing  the  principal  focus 
the  patient  will  be  aided  in  overcoming  the 
residual  disease.  Streptomycin  administra- 
tion before  and  after  resection  tends  to  pre- 
vent spread  of  the  disease  incident  to  sur- 
gery, and  the  reactivation  of  quiescent  foci. 

The  indications  for  resective  surgery  are 
not  as  yet  well  defined,  and  it  is  too  early 
to  assess  the  long  term  results.  As  a general 


rule,  resection  may  be  considered  in  the  fol- 
lowing instances:  1.  When  collapse  measures 
have  failed  altogether;  2.  when  collapse 
therapy  will  probably  fail  because  of  bronch- 
ostenosis or  a tension  type  cavity;  3.  when 
there  is  associated  bronchiectasis ; 4.  when 
there  are  basal  cavities  not  responding  to 
pneumothorax;  5.  when  there  is  a broncho- 
pleural fistula  with  tuberculous  empyema ; 
and  6.  when  bronchogenic  carcinoma  cannot 
be  ruled  out. 

The  tuberculous  patient  considered  for 
resective  surgery  must  be  studied  carefully 
preoperatively  to  predict  his  ability,  or  in- 
ability, to  survive  an  operation.  Preopera- 
tive preparation  should  include  daily  parent- 
eral streptomycin  and  pencillin  therapy,  in- 
halation of  nebulized  pencillin  daily  every 
three  hours,  a routine  of  postual  drainage, 
and,  in  selected  cases,  bronchoscopic  aspira- 
tion. Lobectomy  or  segmental  resection  is 
preferable  to  pneumonectomy,  although  the 
latter  may  be  necessary  because  of  wide- 
spread unilateral  disease. 

CONCLUSIONS 

Pulmonary  resection  is  the  treatment  of 
choice  for  bronchiectasis  and  for  chronic 
lung  abscess.  It  is  also  applicable  in  selected 
cases  to  active  pulmonary  tuberculosis.  Since 
inflammatory  disease  of  the  lung  may  mask 
a malignancy,  exploratory  thoracotomy 
should  be  performed  in  all  cases  in  which  a 
definitive  diagnosis  cannot  be  made,  or  a 
cure  effected,  within  a reasonable  length  of 
time. 


PICK  COMMITTEE  TO  STUDY 
INTERM  PROBLEM 

Acting  on  a resolution  adopted  by  the  A.M.A. 
House  of  Delegates  at  its  June  meeting  in  New 
Yoi'k,  Speaker  James  R.  Reuling  recently  appointed 
a committee  of  five  to  study  the  interm  problem. 

Membei’s  of  the  committee  are:  Drs.  George  S. 

Klump,  Williamsport,  Pa.,  chairman;  Abraham  H. 
Aaron,  Buffalo,  N.  Y.;  H.  Russell  Brown,  Water- 
town,  S.  D.;  George  A.  Earl,  St.  Paul,  Minn., 
and  William  A.  Hyland,  Grand  Rapids,  Mich. 

The  committee  already  has  held  a preliminary 
telephone  conference  and  tentatively  set  April  24 
as  the  date  for  its  first  official  meeting.  The 
session  will  be  held  at  A.M.A.  headquarters. 

Many  of  the  present  problems  involving  intern- 
ship stem  from  the  discrepancy  between  the  num- 
ber of  internships  offered  in  approved  hospitals  and 
the  number  of  available  applicants.  As  a result, 
hospitals,  particularly  those  of  smaller  size  and 
without  medical  school  affiliation,  have  had  diffi- 
culty in  filling  their  house  staff  requirements.  It 
is  anticipated  that  the  committee  will  give  consid- 
eration to  this  and  related  problems. 
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Coming  Meetings  for  June  1954 

CRIPPLED  CHILDREN’S  CLINICS— 

June  12,  Kearney,  Good  Samaritan  Hospital 

June  26,  Scottsbluff,  St.  Mary  Hospital 

July  10,  Norfolk,  Norfolk  State  Hospital 

July  24,  McCook,  St.  Catherine  Hospital 

August  7,  North  Platte,  Knights  of  Columbus 

Building 

August  14,  Chadron,  Elks  Club 
August  28,  Grand  Island,  St.  Francis  Hospital 
ANNUAL  MEETING  OF  THE  AMERICAN  MED- 
ICAL ASSOCIATION,  JUNE  21-25,  San  Fran- 
cisco, California 


Organization  Section 

News  and  Views 

THE  FORMULARY  OF  THE  NEBRASKA 
STATE  MEDICAL  ASSOCIATION— 

A number  of  favorable  comments  on  the 
merits  of  the  Formulary  have  been  received 
from  all  parts  of  the  country.  The  follow- 
ing letter  which  was  sent  to  Mr.  Dan  Mora- 
vec,  Chief  Pharmacist  of  the  Lincoln  Gen- 
eral Hospital,  is  typical  of  the  comments 
being  received.  “The  thought  rushes  to  my 
mind  that  you,  the  Nebraska  State  Medical 
Association  and  the  Nebraska  Pharmaceut- 
ical Association  are  in  a position  to  render 
a real  service  to  many  hospitals  scattered 
over  the  country.  This  could  be  done  by 
making  it  possible  for  these  institutions, 
such  as  the  many  institutions  in  our  State 
Hospital  System  here,  to  purchase  copies  of 
your  present  Formulary  booklet  and  revis- 
ions as  they  might  occur.  I hope  that  you 
will  give  this  suggestion  earnest  thought.” 
This  is  part  of  a letter  written  by  Dr.  Roger 
J.  Hanna,  Tuberculosis  Director  of  the  Tex- 
as State  Hospitals  and  Special  Schools.  All 
requests  such  as  these  are  being  handled  by 
the  Committee  on  Uniform  Fee  Schedule  and 
Advisory  to  Governmental  Agencies. 


SECOND  ANNUAL  INDUSTRIAL 
HEALTH  CONFERENCE— 

The  Industrial  Health  Conference  has  re- 
cently completed  another  successful  meet- 
ing. The  Conference  was  sponsored  by  the 
Nebraska  State  Medical  Association  and  the 
Public  Health  Committee  of  the  Omaha 
Chamber  of  Commerce. 

Persons  representing  management,  the 
medical  profession,  labor,  and  industrial  nur- 
ses were  invited  to  attend  the  one  day  meet- 
ing. A series  of  talks  on  Absenteeism;  Man- 
agement’s Role  in  the  Health  of  Industrial 
Workers;  Advantages  of  Pre-employment 
Back  X-rays ; Accidents  Don’t  Happen,  They 
Are  Caused ; Industrial  Nurses  Must  Know 
Their  Community  Resources ; and  The  Trend 
of  Health  Insurance  in  Industry;  were  dis- 
cussed by  men  and  women  in  the  industrial 
field.  A question  and  answer  period  was 
held  at  the  close  of  the  talks  so  that  mem- 
bers of  the  audience  could  ask  questions  of 
interest  to  them.  Dr.  G.  Prentiss  McArdle 
said  that  the  meeting  was  well  received  and 
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that  everyone  attending  acquired  a lot  of 
valuable  information  which  they  can  put  to 
use  in  their  respective  fields. 

FROM  THE  OMAHA  WORLD-HERALD— 

A grant  of  $3,600  was  made  recently  to 
Clarkson  Hospital  by  Abbott  Laboratories 
of  Chicago.  The  money  will  be  used  by  the 
Department  of  Gynecology  Research  to  study 
the  problems  of  abnormal  menstrual  bleed- 
ing. Research  will  be  done  on  the  drug  tolui- 
dine  blue. 

FROM  THE  NORTH  PLATTE 
TELEGRAPH-BULLETIN— 

Dr.  Ralph  Moore,  Omaha,  and  Dr.  Charles 
L.  Marsh,  Valley,  will  be  members  of  a guest 
faculty  which  will  speak  at  the  National 
Peace  Officers  Association  in  North  Platte 
June  13-15. 

FROM  THE  DUNDEE  NEWS,  OMAHA— 

The  Omaha  Public  School  of  Vocation 
nursing  recently  began  a new  class.  The  one 
year  course  is  sponsored  by  the  Omaha  Pub- 
lic Schools  through  Vocational-Industrial  Ed- 
ucation. No  tuition  is  charged,  but  there  is 
a fee  of  $100  to  pay  for  uniforms,  textbooks, 
and  supplies,  which  become  the  student’s 
property.  Students  must  provide  their  own 
lodging,  food  and  transportation.  Students 
may  earn  nearly  $1,000  for  their  on-the-job 
training  experience. 

FROM  THE  OMAHA  WORLD-HERALD— 

Ten  million  dollars  isn’t  a large  sum  to 
ask  from  American  business  to  preserve  the 
nation’s  medical  schools,  Omaha  business  and 
civic  leaders  were  told  recently. 

Said  Colby  M.  Chester  of  New  York,  hon- 
orary chairman  of  the  board  of  General  Food 
Corporation:  “The  money  will  be  provided. 

It’s  just  a question  of  whether  it  will  come 
from  private  enterprise  or  by  Federal  sub- 
sidy.” Mr.  Chester  said  industry  has  a great 
stake  in  medical  schools.  “High  production 
depends  upon  a strong  healthy  working  pop- 
ulation,” he  said. 

E.  J.  Ade,  public  relations  director  for  the 
National  Fund,  pointed  out  that  tuition  fees 
cover  only  about  twenty-five  per  cent  of  a 
medical  education.  The  rest  must  come  from 
taxes  or  endowments. 


Dr.  Joseph  Hinsey,  director  of  the  New 
York  Ilospital-Cornell  Medical  Center,  said  a 
lack  of  sufficient  funds  for  faculty  salaries 
is  hurting  medical  education. 

FROM  THE  FORT  LAUDERDALE  NEWS— 

“Last  month  the  unsuspecting  American 
Medical  Association  found  itself  burned  in 
effigy  in  the  august  halls  of  Congress,  and 
as  a consequence,  saw  its  name  headlined 
next  day  in  newspapers  throughout  the  coun- 
try,” reports  Faith  and  Freedom  in  its  March 
issue. 

“Its  intrepid  attacker  was  Rep.  Charles  A. 
Wolverton  of  New  Jersey,  who  dramatically 
told  a committee  hearing  that  the  AMA — 
professional  organization  of  the  nation’s  doc- 
tors — had  no  ‘plans  of  its  own’  for  improv- 
ing the  nation’s  health. 

“For  shame!  How  negligent  those  medical 
men  are.  Imagine  their  having  no  master 
plan  for  solving  our  health  problems.  It 
would  be  so  easy,  too,  for  the  AMA  to  make 
a few  plans  for  others.  It  could  set  a quota 
of  so  many  doctors  per  patient  by  1961 ; 
could  estimate  how  many  Americans  are  un- 
der-diagnosed and  under-nursed ; and  could 
require  so  many  major  operations  and  pairs 
of  spectacles  per  family,  etc.,  etc.  The  pos- 
sibilities are  endless.  “But  the  American 
Medical  Association,  you  see,  is  guilty  of  a 
disgraceful  willingness  to  let  people  run  their 
own  lives.  The  doctors,  too  busy  to  plan  for 
others,  are  occupied  full  time  in  saving  lives 
and  improving  health  the  only  way  it  can 
be  done  — outside  the  realm  of  politics  and 
politicians.” 

FROM  THE  NORTH  PLATTE 
TELEGRAPH-BULLETIN— 

Dr.  A.  E.  Reeves  of  North  Platte  was  a 
horse-and-buggy  doctor.  But  he  got  out  of 
the  horse  and  buggy  class  as  soon  as  he 

could. 

Dr.  Reeves,  73,  and  still  practicing  after 
50  years  as  a physician  in  Farnam  and  North 
Platte,  made  his  early  medical  calls  in  one 
of  the  first  automobiles  in  this  area.  His 
first  car  was  a Maxwell  which  he  purchased 
in  1907. 

There  were  no  graded  roads  even  in  town, 
around  Farnam  in  those  days.  Dr.  Reeves 
says  that  resentment  against  the  horseless 
carriage  was  so  great  in  that  area  that  the 
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only  help  he  could  get  when  he  got  stuck 
was  advice  to  “buy  a horse.”  Dr.  Reeves 
will  be  one  of  the  recipients  of  a fifty-year 
practice  pin  from  the  Nebraska  State  Med- 
ical Association  at  its  Annual  Session  in 
May. 

FROM  THE  OMAHA  WORLD-HERALD— 

The  CIO  said  recently  Congress  “has 
stalled  passage  of  important  health  legisla- 
tion,” and  it  blamed  “powerful  insurance- 
company  and  medical  lobbies.” 

CIO  Vice-President  Joseph  Curran  told  a 
Senate  Labor  sub-committee  that  because  of 
this  “thousands  of  people  are  dying  and  suf- 
fering unnecessarily.” 

Americans  for  Democratic  Action  called  the 
Eisenhower  Administration’s  proposal  for 
Federal  reinsurance  for  private  medical  in- 
surance plans  “a  step  in  the  right  direction, 
but  a woefully  inadequate  one.” 

The  ADA’s  recommended  a Government 
program  of  grants-in-aid  for  medical  insur- 
ance and  subsidies  to  make  possible  coverage 
on  the  basis  of  need. 

FROM  THE  OMAHA  WORLD-HERALD— 

This  article  was  written  on  the  23rd  of 
April. 

Vaccinations  of  Omaha  second  - graders 
with  the  new  Salk  polio  vaccine  are  to  start 
next  Tuesday.  Health  authorities  had  hoped 
that  at  least  90  per  cent  of  the  second-grade 
children  would  bring  slips  from  their  parents 
authorizing  vaccination.  So  far,  however, 
only  77  per  cent  have  been  authorized  to 
participate. 

Walter  Winchell,  in  a broadcast  three 
weeks  ago,  reported  that  some  batches  of  the 
new  vaccine  had  been  found  to  be  bad.  So, 
he  asked,  would  the  vaccine  prove  to  be  not 
a life-saver  but  a “killer?” 

Health  authorities  point  out  that  all  vac- 
cine is  tested  three  times.  The  test  that 
spotted  some  defective  vaccine  did  precisely 
what  they  were  supposed  to  do,  and  what 
tests  in  any  other  field  are  supposed  to  do — 
that  is,  to  insure  the  safety  of  the  product 
used. 

Dr.  Edwin  Lyman,  Omaha-Douglas  County 
Health  Director,  and  Dr.  Arthur  J.  Offer- 
man,  president  of  the  Omaha-Douglas  Coun- 


ty Medical  Society,  have  joined  in  saying  that 
the  vaccine  is  safe.  In  this,  they  concur  in 
the  view  of  every  reputable  health  authority. 
In  this  vaccine,  according  to  the  men  best 
qualified  to  judge,  lies  humanity’s  greatest 
hope  for  checkmating  that  monstrous  killer, 
polio. 


FROM  THE  KEARNEY  HUB— 

A successful  one-day  cancer  meeting  joint- 
ly sponsored  by  the  9th  Councilor  District 
and  the  Nebraska  Division  of  the  American 
Cancer  Society  was  held  in  Kearney  on  April 
21.  A total  of  115  doctors  including  their 
wives  registered  for  the  meeting.  Out-of- 
state  members  of  the  guest  faculty  were  Dr. 
Bernard  Zimmerman  and  Dr.  Charles  Nice  of 
the  University  of  Minnesota.  The  all-day 
school  included  instruction  in  newer  methods 
of  cancer  detection  conducted  by  the  visiting 
specialists  for  doctors  and  nurses  in  the  9th 
Councilor  District. 

At  the  evening  session  which  was  open  to 
the  public  the  first  question  asked  of  the 
panel,  which  was  made  up  of  the  guest  fac- 
ulty, was  the  possibility  of  smoking  as  a 
cause  of  lung  cancer.  Dr.  Zimmerman  in  his 
answer  said,  “It’s  not  something  to  be 
laughed  off.”  He  cited  the  relative  high  in- 
cident of  lung  cancer  among  heavy  smokers 
as  evidence  there  may  be  some  correlation. 
However,  he  pointed  out  that  since  nonsmok- 
ers sometimes  develop  cancer,  and  the  large 
majority  of  smokers  never  become  its  vic- 
tims, there  are  certainly  other  factors  in- 
volved. Presiding  at  the  panel  discussion 
was  Dr.  John  T.  McGreer,  Jr.,  Chairman  of 
the  Cancer  Committee  of  the  Nebraska  State 
Medical  Association. 


FROM  THE  NORTH  PLATTE 
TELEGRAPH-BULLETIN— 

Dr.  F.  M.  Bell  of  Grant  was  honored  re- 
cently by  the  Keith-Perkins  County  Medical 
Society  for  a half  century  of  continuous  prac- 
tice in  Grant.  Dr.  and  Mrs.  Bell  were  guests 
at  a dinner  given  by  the  society. 

Dr.  Bell  remarked  that  he  had  remained  in 
the  town  of  his  choice  where  “civilization” 
caught  up  with  him.  His  proudest  achieve- 
ment in  a half  century  of  active  practice  is 
his  record  of  the  delivery  of  over  2,200 
babies.  He  has  served  continuously  as  coun- 
ty physician  of  Perkins  County  since  1904. 
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He  was  organizer  and'  stockholder  of  the 
first  telephone  company  in  Perkins  County, 
president  of  the  local  Chamber  of  Commerce, 
member  of  town  and  school  boards,  past  pres- 
ident of  Grant  Rotary  Club,  Sunday  School 
Superintendent,  and  for  42  years  a trustee 
of  the  Methodist  Church.  Recently  he  was 
awarded  the  Jordan  Medal  by  the  Grand 
Masonic  Lodge  of  Nebraska. 

FROM  THE  GRAND  ISLAND  INDEPENDENT— 

Dr.  A.  H.  Holm  is  entering  his  49th  year 
of  medical  practice  in  the  town  of  Wolbach. 
He  said  that  he  had  started  out  to  be  a 
farmer  but  the  drought  in  the  early  1890’s 
drove  him  out  of  the  farming  business. 

Dr.  Holm  could  not  recall  the  number  of 
babies  he  had  delivered  but  he  said  it  ran 
into  several  thousand.  He  is  now  delivering 
second-generation  babies  and  has  delivered 
one  third-generation  baby. 

He  works  as  hard  today  as  he  used  to  work 
when  two  others  doctors  were  practicing  in 
Wolbach.  “My  day  usually  starts  around  8 
o’clock  in  the  morning  and  never  stops  until 
late  in  the  evening.  Some  one  is  always  com- 
ing to  the  home  for  treatment.” 

“A  country  doctor  has  many  experiences 
that  a doctor  in  a metropolitan  city  never 
encounters,  yet  I would  never  want  to  be  any- 
thing but  a country  doctor,”  Doctor  Holm  de- 
clares. 

The  greatest  failing  the  American  people 
have,  Dr.  Holm  believes,  is  they  live  at  too 
fast  a pace.  He  says  they  would  get  much 
more  enjoyment  out  of  life  and  would  live 
much  longer  if  they  would  slow  down  to  a 
normal  pace,  quit  overeating,  give  up  some 
of  their  drinking,  smoking,  and  take  more 
time  for  sleep. 

FROM  THE  NELSON  GAZETTE— 

Dr.  J.  E.  Ingram,  Nelson,  was  recently  hon- 
ored at  a reception  celebrating  his  38  years 
of  medical  practice.  Nearly  1,100  persons 
attended  the  reception. 

State  Senator  William  A.  McHenry  of  Nel- 
son read  a letter  of  commendation  from  Gov- 
ernor Crosby  to  Dr.  Ingram  and  presented 
the  doctor  with  an  admiral’s  commission  in 
the  Nebraska  Navy.  In  his  38  years  of  prac- 
tice Dr.  Ingram  has  delivered  over  3,000 
babies,  including  18  sets  of  twins.  More  than 


2.000  of  these  have  been  since  coming  to 
Nelson. 

Dr.  Ingram’s  practice  started  at  Harvard 
in  1915,  where  he  remained  eight  years  be- 
fore moving  to  Nelson,  in  1923. 

AMA  SURVEYS  HOSPITAL  SERVICE  IN  U.S.— 

Hospitals  set  a new  record  during  1953 
with  19,869,061  patient  admissions  as  com- 
pared with  18,914,847  in  1952,  according  to 
the  33rd  annual  report  on  hospital  services 
in  the  United  States  prepared  by  the  AMA’s 
Council  on  Medical  Education  and  Hospitals. 

This  report,  appearing  in  the  Journal  of 
the  AMA,  May  15,  shows  a continued  in- 
crease in  the  volume  of  hospital  services  in 
the  country.  For  the  second  time  in  history, 
the  number  of  hospital  births  exceeded  the 
three  million  mark  — 3,307,182  in  1953  as 
compared  with  3,170,495  in  1952.  This  rep- 
resents approximately  84%  of  the  estimated 

3.910.000  annual  births  in  the  United  States. 

Average  length  of  stay  per  patient  was 
reduced  in  general  hospitals  from  9.8  to  9.3 
days.  Also  included  in  this  group  are  fed- 
eral general  hospitals  which  showed  a re- 
duction from  26.2  to  23.6  days. — (From  AMA 
News  Notes — May  1954.) 

ARMY  HOSPITALS  GRANT  INTERNSHIPS— 

Keith  F.  Deubler,  of  Omaha,  a graduate  of 
the  University  of  Nebraska  College  of  Med- 
icine is . the  only  student  from  Nebraska 
among  the  one  hundred  and  fifty  senior  med- 
ical students  granted  internships  in  Army 
hospitals  for  the  coming  year.  Doctor  Deub- 
ler will  interne  at  Madigan  Army  Hospital, 
Tacoma,  Wash. 

THE  MONTH  IN  WASHINGTON— 

Washington,  D.  C.  — At  the  request  of 
the  Defense  Department,  Congress  is  con- 
sidering a bill  to  expand  and  make  more  uni- 
form the  medical  care  program  for  civilian 
dependents  of  military  personnel.  It  could 
have  significant  impact  on  the  practice  of 
medicine  and  on  medical  economics. 

The  legislation  developed  out  of  the  De- 
fense Department’s  Moulton  Commission  re- 
port of  a year  ago.  In  the  intervening- 
months  the  department’s  legislative  plan- 
ners called  in  representatives  of  the  Amer- 
ican Medical  Association  and  other  profes- 
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sional  groups  for  advice.  But  the  bill  finally 
presented  to  Congress  is  evidence  that  not 
all  differences  of  opinion  were  compromised. 
While  in  many  respects  the  measure  is  in 
line  with  the  policy  of  AMA  on  dependent 
care,  at  least  one  basic  conflict  remains: 

The  department’s  bill  states  that  depend- 
ents should  receive  private  medical  care  only 
when  military  facilities  are  unavailable  or 
inadequate.  The  AMA’s  policy,  adopted  after 
long  study  of  the  problem,  is  that  depend- 
ents should  be  cared  for  in  military  hospitals 
and  by  uniformed  physicians  only  when  civil- 
ian care  is  inadequate  or  unavailable. 

There  is  almost  complete  agreement  that 
the  present  patchwork  dependent  medical 
care  program  should  be  changed  to  make 
benefits  uniform  geographically  and  within 
the  services,  and  to  spell  out  the  benefits  in 
law.  The  issue  is  whether  the  military  med- 
ical services  should  care  for  all  qualified  ci- 
vilian dependents,  or  dependents  should,  like 
the  rest  of  the  population,  get  their  medical 
care  from  civilian  physicians  and  hospitals. 

Under  the  bill,  medical  care  furnished  by 
or  underwritten  by  the  federal  government 
would  be  limited  to  “diagnosis,  acute  med- 
ical and  surgical  conditions,  contagious  dis- 
eases, immunization,  and  maternity  and  in- 
fant care.”  Dental  care  would  be  allowed 
only  in  emergencies  or  as  an  adjunct  to  med- 
ical care.  These  restrictions  would  be  waived 
overseas  and  at  remote  stations  in  the  United 
States. 

The  definition  of  “dependents”  would  not 
extend  beyond  parents  and  parents-in-law, 
and  these  relatives  would  have  to  receive  at 
least  half  their  support  from  the  military 
member  to  qualify. 

The  Secretary  of  Defense  would  decide 
what  charges,  if  any,  to  levy  against  depend- 
ents treated  at  military  facilities.  When 
treated  privately,  the  dependents  would  pay 
the  first  $10  cost  of  any  illness,  plus  not  more 
than  10%  of  the  total  cost.  The  secretary 
could  make  use  of  voluntary  health  insur- 
ance for  dependents  if  this  system  were 
found  to  be  more  economical. 

The  Senate  Armed  Services  Committee 
was  slow  to  take  up  the  dependent  care  bill 
because  of  a heavy  schedule  of  other  hear- 
ings. Nor  did  it  make  fast  progress  in  the 
House.  There  the  introduction  of  the  bill 
was  delayed  when  Chairman  Dewey  Short 


(R.,  Mo.)  called  on  Defense  Department  to 
furnish  him  with  detailed  information  on 
what  the  new  medical  care  program  would 
cost. 

By  mid-May,  when  Congress  had  about 
concluded  hearings  on  all  major  administra- 
tion health  bills,  a new  factor  was  intro- 
duced. Chairman  Wolverton  of  the  House  In- 
terstate and  Foreign  Commerce  Committee 
called  hearings  on  his  own  bill  for  federal 
guarantee  of  private  loans  to  health  facili- 
ties. This  was  not  part  of  the  original  Eis- 
enhower health  program,  but  there  were 
some  indications  that  the  administration 
might  get  behind  it. 

As  originally  drawn,  the  bill  would  vir- 
tually exclude  all  clinics  and  hospitals  except 
those  operated  in  conjunction  with  prepaid 
insurance  plans.  During  the  hearings,  Mr. 
Wolverton  indicated  he  would  be  willing  to 
drop  this  restriction.  If  this  were  done,  the 
law  then  would  offer  benefits  to  all  — fee- 
for-service  physicians  and  groups  as  well  as 
“closed  panels.” 

During  this  period,  some  sentiment  de- 
veloped to  combine  the  loan  guarantee  bill 
with  the  reinsurance  bill,  which  wasn’t  mak- 
ing much  progress  on  its  own.  The  result 
was  a period  of  confusion  and  uncertainty, 
with  no  clear  indication  of  what  either  the 
committee  or  the  administration  really  want- 
ed. 

A few  other  medically-important  bills  were 
advancing  on  schedule.  The  House  Ways 
and  Means  Committee  gave  every  indication 
of  reporting  out  a bill  to  require  all  employ- 
ers (physicians  included)  to  participate  in 
the  federal-state  unemployment  insurance 
program.  As  usual  moving  faster  than  the 
Senate,  the  House  had  passed  a bill  to  give 
state  health  officers  more  control  over  fed- 
eral grants  for  public  health  work.  The 
House  also  was  nearing  a vote  on  extension 
of  the  social  security  program,  with  no  sug- 
gestion that  physicians  and  other  self-em- 
ployed groups  who  don’t  want  coverage 
would  be  exempted.  The  House-approved 
Hill-Burton  expansion  bill  was  waiting  ac- 
tion in  the  Senate. 


A GOOD  SLEEP 

Fear  of  not  getting  enough  sleep,  drilled  into  an 
individual  from  childhood,  can  keep  an  individual 
awake  nights,  according  to  an  article  in  the  A.M.A.’s 
Today’s  Health  magazine. 
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Announcements 


Deadlines  for  Journal  Changed 

Hereafter  the  deadline  for  material  such  as 
announcements,  News,  Blue  Shield,  in  fact  any- 
thing that  must  be  printed  the  following 
month,  will  be  the  10th  of  the  month.  Scien- 
tific articles  must  be  in  the  hands  of  the  edi- 
tor at  least  six  weeks  before  the  issue  in 
which  they  are  to  appear. 


1954  ANNUAL  ASSEMBLY  OF  THE 
OMAHA  MID-WEST  CLINICAL  SOCIETY— 

The  twenty-second  annual  assembly  of  the 
Omaha  Mid-West  Clinical  Society  will  be  held 
October  25th  to  28th,  inclusive,  at  the  Pax- 
ton Hotel.  Program  plans  are  well  under 
way  and  it  is  felt  the  assembly  this  year  will 
again  serve  the  needs  not  only  of  the  gen- 
eral practitioner  but  the  specialist  as  well 
as  it  has  so  ably  done  in  the  past.  The 
mezzanine  floor  will  hold  the  usual  scientfic 
and  technical  exhibits,  and,  in  keeping  with 
the  Centennial  Celebration,  a pictorial  dis- 
plav  of  the  history  of  medicine  in  Omaha  is 
being  prepared  by  Dr.  A.  I.  Finlayson. 

In  addition  to  distinguished  guest  speak- 
ers members  of  the  Society  will  present  panel 
discussions  and  lectures.  The  morning  mo- 
tion picture  program  and  discussion  periods 
following  luncheons  and  dinners  will  be  con- 
tinued. 

As  can  be  seen  from  the  following  list  of 
specialists  who  will  be  on  the  program,  the 
talent  on  this  year’s  assembly  matches  that 
of  any  preceding  meeting.  These  men  will 
lecture  on  the  newer  subjects  in  their  respec- 
tive fields. 

MORRIS  B.  BENDER,  M.D.,  New  York,  New  York 
Associate  Professor  of  Neurology,  New  York  Uni- 
versity College  of  Medicine. 

HENRY  L.  BOCKUS,  M.D.,  Philadelphia,  Penn. 
Chairman  of  the  Department  of  Internal  Medicine 
and  Professor  of  Medicine,  University  of  Pennsyl- 
vania Graduate  School  of  Medicine. 

WALLACE  H.  COLE,  M.D.,  St.  Paul,  Minnesota 
Professor  of  Orthopedic  Surgery,  University  of 
Minnesota  Medical  School  and  University  of  Min- 
nesota Medical  Graduate  School. 

ERIC  DENHOFF,  M.D.,  Providence,  Rhode  Island 
Medical  Director,  Meeting  Street  School  for  Cere- 
bral Palsy. 

RICHARD  K.  GILCHRIST,  M.D.,  Chicago,  Illinois 
Associate  Professor  of  Surgery,  Rush  Medical  Col- 
lege. 


PHILIP  J.  JONES,  M.D.,  Philadelphia,  Penn. 
Professor  of  Radiology,  Medical  School,  Univer 
sity  of  Pennsylvania;  Professor  of  Radiology, 
Graduate  School  of  Medicine,  University  of 
Pennsylvania. 

CLINTON  W.  LANE,  M.D.,  St.  Louis,  Missouri 
Sectional  Head,  Department  of  Dermatology,  St. 
Louis  City  Hospital. 

M.  DIGBY  LEIGH,  M.D.,  Vancouver,  British  Co- 
lumbia, Canada,  Director  of  Anesthesiology,  Chil- 
dren’s Hospital  of  Los  Angeles,  Vancouver. 

JULIUS  LEMPERT,  M.D.,  New  York,  N.  Y. 
Lempert  Institute  of  Otology. 

HENRY  A.  SCHROEDER,  M.D.,  St.  Louis,  Mo. 
Associate  Professor  of  Medicine  and  Director,  Hy- 
pertension Division,  Washington  University  School 
of  Medicine. 

CHARLES  S.  STEVENSON,  M.D.,  Detroit,  Mich. 
Professor  of  Obstetrics  and  Gynecology  and  Chair- 
man of  the  Department,  Wayne  University  College 
of  Medicine. 

Plan  now  to  attend  this  excellent  meeting 
in  that  topics  will  be  presented  which  should 
aid  all  physicians  in  their  daily  practice. 

Remember  the  dates  — October  25,  26,  27, 
and  28. 


REGULATIONS  FOR  USE  OF 
GAMMA  GLOBULIN  — 

The  Polio  Coordinating  Committee,  in  col- 
laboration with  the  State  Health  Officer,  has 
adopted  the  following  criteria  for  the  use  of 
gama  globulin  this  summer: 

1.  That  poliomyelitis  immune  globulin  be  used 
only  in  group  inoculations  in  groups  larger  than  a 
single  family  unit,  such  as  a neighborhood,  an 
apartment  house,  a housing  project,  a school  or 
institution,  a camp,  an  area  or  district  within  a 
community,  or  a community  as  a whole. 

2.  That  each  State  Health  Officer  shall  determine, 
in  the  light  of  existing  circumstances,  those  people 
who  for  this  purpose  constitute  a group,  making 
certain  the  group  is  larger  than  a single  family  or 
single  household;  shall  determine  the  time  when  the 
group  inoculation  is  to  be  given,  the  area  in  which 
it  will  be  used,  and  the  size  of  the  dose  to  be  given 
each  individual.  (In  1953  the  average  dose  was 
7cc.;  it  is  recommended  that  this  be  increased  to 
lOcc.  in  1954.) 

3.  That  poliomyelitis  immune  globulin  shall  be 
reserved  for  those  areas  in  which  the  vaccine  field 
trials  are  not  being  conducted.  This  shall  not  affect 
the  use  of  gamma  globulin  for  control  of  measles  and 
infectious  hepatitis  and  in  unusual  circumstances,  as 
shall  be  determined  by  the  State  Health  Officer. 

4.  Information  concerning  the  method  and  form 
to  be  employed  in  securing  gamma  globulin  from 
the  State  Health  Officer  or  from  Regional  Depots 
will  be  sent  to  all  physicians  in  the  State  of  Ne- 
braska by  the  State  Health  Officer. 
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ASSOCIATION  OF  BLOOD  BANKS  TO  MEET  — 

An  excellent  scientific  program,  interest- 
ing exhibits,  a special  course  for  technolo- 
gists and  round  table  and  panel  discussions 
will  feature  the  7th  annual  meeting  of  the 
American  Association  of  Blood  Banks.  The 
association  will  meet  at  the  Sherman  Hotel, 
Washington,  D.C.,  Sept.  13,  14,  15.  Write 
Office  of  the  Secretary,  A.A.B.B.,  3500  Gas- 
ton Ave.,  Dallas,  Texas,  for  details. 


COURSE  IN  POSTGRADUATE 
GASTROENTEROLOGY— 

The  National  Gastroenterological  Associa- 
tion will  hold  its  Sixth  Annual  Course  in 
Postgraduate  Gastroenterology  at  the  Shore- 
ham  Hotel,  Washington,  D.C.,  October  28, 
29  and  30,  1954.  This  will  be  under  the  co- 
chairmanship of  Dr.  Owen  H.  Wangensteen, 
and  Dr.  I.  Snapper.  For  further  information 
and  enrollment,  write  the  Association  at  De- 
partment GSJ,  33  West  60th  Street,  New 
York  23,  N.  Y. 


MEETING  FOR  CYTOLOGIC 
STUDY  OF  CANCER— 

The  Second  annual  meeting  of  the  Inter- 
Society  Cytology  Council  will  be  held  in  Bos- 
ton, Nov.  12  and  13,  1954,  at  the  Statler 
Hotel.  Particular  attention  will  center  on 
lesions  of  endometrium,  gastrointestinal,  and 
urinary  tracts.  The  four  consecutive  ses- 
sions will  consider  Special  Techniques,  Prog- 
nosis in  Treatment  of  Cancer  by  Cytologic 
and  Histologic  Techniques,  New  Develop- 
ments, and  Carcinoma  In-Situ.  Registration 
fee  for  physicians,  $5.00,  for  others,  $2.00. 
If  you  have  material  to  present,  submit  three 
copies  of  title,  and  an  “informative  abstract” 
of  not  more  than  200  words.  For  further 
information  contact  the  Secretary-Treasurer, 
Inter-Society  Cytology  Council,  634  North 
Grand  Boulevard,  St.  Louis,  Mo. 


PROCTOLOGISTS  WILL  MEET  IN  JUNE— 

The  American  Proctologic  Society  will  hold 
its  Fifty-third  Annual  Meeting  at  the  Hotel 
Statler  in  Los  Angeles,  on  2 to  5,  June,  1954. 
Didactic  instruction  in  the  basic  sciences, 
numerous  scientific  papers,  symposia  on 
anorectal  and  colon  surgery,  etc.,  will  be  pre- 
sented. Those  desiring  to  attend  should  write 
the  Secretary,  Doctor  Stuart  T.  Ross,  131 
Fulton  Avenue,  Hempstead,  N.  Y. 


ROCKY  MOUNTAIN  CANCER  CONFERENCE 
WILL  MEET  AGAIN— 

The  Eighth  Annual  Rocky  Mountain  Can- 
cer Conference  will  be  held  in  Denver,  July 
14-15,  at  the  Shirley-Savoy  Hotel.  No  reg- 
istration fee.  There  will  be  eight  guest  speak- 
ers to  cover  radiology,  dermatology,  surgery, 
urology,  pathology,  internal  medicine,  and 
gynecology. 

MEDICAL  RESERVISTS  OFFICERS 
MAY  GET  POINT  CREDIT— 

Department  of  Defense  announces  that  re- 
tirement point  credits,  one  for  each  day  of 
attendance  of  the  sessions  on  Military  Med- 
icine of  the  A.M.A.,  may  be  earned  by  Re- 
serve Medical  Corps  Officers  on  inactive 
duty.  The  officer  must  attend  a total  of 
more  than  two  hours  a day,  must  register  for 
each  session,  and  see  that  properly  authenti- 
cated reports  of  attendance  are  forwarded  to 
the  “cognizant  Reserve  reporting  unit.” 

Human  Interest 

Comunications  bearing:  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor.  Nebraska  State 

Medical  Journal.  1315  Sharp  Bldg:.,  Lincoln. 

Dr.  V.  E.  Nuss,  Sutton,  has  been  elected  mayor 
of  that  city. 

Dr.  and  Mrs.  W.  A.  Cassidy,  Omaha,  left  May 
10,  for  a six-week  tour  of  Europe. 

Dr.  F.  L.  Simonds,  Omaha,  has  been  elected  pres- 
ident of  the  Rotary  Club  for  the  coming  year. 

Dr.  C.  M.  Pierce,  Chadron,  is  recovering  from  a 
heart  condition  which  hospitalized  him,  in  April. 

Dr.  Gerald  A.  Kuehn,  Hastings,  has  recently  been 
made  a member  of  the  American  Geriatrics  Society. 

Dr.  and  Mrs.  Roy  Noble,  Beatrice,  will  leave 
soon  for  California  where  they  will  make  their  home. 

Dr.  and  Mrs.  Alfred  J.  Brown,  Omaha,  have  re- 
turned home  after  a six  week  vacation  in  the  South. 

Dr.  Daniel  McCleery  is  planning  to  return  to  Beat- 
rice and  resume  his  practice  in  the  next  few  months. 

Dr.  Donald  H.  Bendorf,  Hooper,  has  closed  his 
practice  in  that  city  and  has  opened  his  practice 
in  Butte. 

Dr.  Louis  Goglea,  Lincoln,  spoke  to  the  Tri-County 
Medical  Association  at  their  monthly  meeting  in 
Fremont. 

Britain’s  doctor  magazine,  the  Medical  World,  has 
called  for  a national  campaign  to  dissuade  young 
Britons  from  starting  to  smoke  because  of  the  dan- 
ger of  lung  cancer. 

Dr.  Paul  Bancroft,  Lincoln,  was  the  guest  speak- 
er at  a meeting  of  the  Superior  Mothers  Study  clubs 
in  Superior,  recently. 
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Dr.  Gilbert  C.  Schreiner  announced  the  opening 
of  an  office  at  125  North  38th  Street,  Omaha,  for 
the  practice  of  pediatrics. 

Dr.  F.  A.  Brewster,  Franklin,  has  moved  his  prac- 
tice to  Holdrege  where  he  will  practice  with  his 
son,  Dr.  Wayne  Brewster. 

Dr.  LeRoy  Lee,  Omaha,  was  the  guest  speaker 
at  the  April  meeting  of  the  Dawson  County  Med- 
ical Society,  in  Lexington. 

Dr.  John  Coe,  Omaha,  was  the  featured  speaker 
at  the  recent  meeting  of  the  Holt-Northwest  Med- 
ical Association,  in  Atkinson. 

Dr.  J.  J.  Keegan,  Omaha,  was  the  guest  speak- 
er at  the  monthly  meeting  of  the  Pottawattamie 
County  Medical  Society  in  Council  Bluffs,  Iowa. 

Dr.  C.  S.  Harrison,  Neligh,  has  been  called  into 
active  service  and  will  be  stationed  at  the  Brooke 
Army  Medical  Center,  Ft.  Sam  Houston,  Texas. 

Mr.  Leo  Brown,  Chicago,  Public  Relations  Direc- 
tor for  the  A.M.A.,  spoke  at  the  monthly  meeting 
of  the  Omaha-Douglas  County  Medical  Society,  in 
April. 

Dr.  O.  R.  Hayes,  formerly  of  Cheyenne,  Wyo., 
has  announced  the  opening  of  an  office  at  3 West 
27th  Street,  Kearney,  for  general  practice  of  med- 
icine and  surgery. 

Dr.  Robert  Benthack  has  been  released  from  the 
armed  forces  and  is  making  plans  to  return  to 
Wayne  where  he  will  be  in  practice  with  his  father, 
Dr.  Walter  Benthack. 

Mrs.  Mary  Liston,  wife  of  Dr.  0.  E.  Liston,  Elm- 
wood, passed  away  in  April.  The  deepest  sympa- 
thies of  the  Nebraska  State  Medical  Association 
are  extended  to  Dr.  Liston. 

Dr.  and  Mrs'.  C.  C.  Tomlinson,  Omaha,  have  re- 
turned home  from  White  Sulphur  Springs,  West 
Virginia,  where  Dr.  Tomlinson  attended  the  meet- 
ing of  the  American  Dermatological  Association. 

The  Creighton  University  School  of  Medicine  spon- 
sored its  sixth  annual  Spring  Medical  Assembly, 
in  April.  A number  of  lectures  and  laboratory 
demonstrations  were  presented  to  the  attending  doc- 
tors. 

The  City  Planning  Commission  has  approved  the 
plan  presented  in  behalf  of  the  Lincoln  Medical 
Clinic  for  a clinic  building  to  be  located  west  of 
the  Rogers  tract,  between  O and  N streets  in  Lin- 
coln. 

Dr.  R.  D.  Martin,  Grand  Island,  has  retired  from 
active  practice  after  forty-two  years  as  an  eye, 
ear,  nose,  and  throat  specialist.  However,  Dr.  Mar- 
tin has  taken  up  a new  business,  that  of  special- 
izing in  the  raising  of  flowers  in  a greenhouse  lo- 
cated at  the  back  of  his  home. 

Dr.  L.  W.  Lee,  Omaha,  recently  presented  his 
exhibit,  by  invitation,  on  “Hypotonic  Dysfunctions 
of  the  Urinary  Bladder  with  Particular  Reference 
to  Urecholine,”  before  The  Western  Section  of  the 
American  Urological  Association,  at  the  Empress 
Hotel,  Pictoria,  B.  C.,  Canada. 


Deaths 

George  Winthorp  Prichard,  M.D.,  Omaha  — Doc- 
tor Prichard  died  Sunday,  March  7,  at  a hospital 
in  Omaha.  He  was  seventy-four  years  old,  and 
had  practiced  his  profession  in  Omaha  for  thirty- 
four  years.  Doctor  Prichard  received  his  medical 
degree  from  the  University  of  Nebraska  College 
of  Medicine  and  taught  at  his  Alma  Mater  for 
twenty-five  years.  He  is  survived  by  his  wife,  Ina; 
two  daughters,  Mrs.  Chester  H.  Waters,  Jr.,  Omaha, 
and  Mrs.  William  L.  Slayton,  Kensington,  Md.;  a 
brother,  Garrett,  Seattle,  Wash.;  and  five  grand- 
children. 

Roy  Herbert  Whitham,  M.D.,  Lincoln  — Doctor 
Whitham  died  in  Lincoln,  April  7,  at  the  age  of 
fifty-four.  Doctor  Whitham  was  born  at  Raymond, 
attended  the  University  of  Nebraska,  and  gradu- 
ated from  Harvard  Medical  School.  He  had  prac- 
ticed surgery  in  Lincoln  since  1926.  The  doctor 
was  a Commander  in  the  Navy  during  World  War 
II.  He  is  survived  by  his  wife,  Inka;  a daughter, 
Mrs.  Anne  Norvell  of  Dallas,  Texas;  a son,  Miller, 
now  serving  in  the  Armed  Forces;  sisters,  Mrs. 
Far  is  Brodrick,  Fairfield,  and  Mrs.  Madeline 
Schmidt,  Lincoln;  and  brothers,  Glenn  S.  and  Jay, 
both  of  Boston. 

I).  G.  Griffiths,  MD.,  Long  Beach,  Calif. — Doc- 
tor Griffiths  died  suddenly  in  April,  at  the  age  of 
seventy-eight.  A graduate  of  the  University  of 
Nebraska  College  of  Medicine,  he  practiced  in  Beat- 
rice, then  in  Lincoln,  until  he  retired,  in  1938.  Doc- 
tor Griffiths  is  survived  by  his  wife,  Vernie,  of 
Long  Beach;  son  Heath,  Beatrice;  sister,  Mrs. 
Florence  Henderson,  Falls  City;  and  brother,  Ed- 
ward of  Verdon. 

Louis  W.  Katzberg,  M.D.,  Willmar,  Minn. — Doc- 
tor Katzberg  died  at  Willmar,  March  17th,  at  the 
age  of  fifty.  He  was  born  in  Kenesaw,  an^  re- 
ceived his  doctors  degree  from  the  University  of 
Nebraska  College  of  Medicine.  He  practiced  his 
profession  for  a time  in  Red  Cloud,  before  moving 
to  Minnesota.  The  doctor  is  survived  by  his  wife 
Mabel;  three  daughters.  Ann,  Carol,  and  Sue,  all 
at  home;  his  parents,  Mr.  and  Mrs.  August  Katz- 
berg, and  a brother,  Ralph,  all  of  Hastings. 


TYPHUS  USED  TO  KILL  MORE  PEOPLE 
THAN  DID  WARS 

For  400  years  prior  to  Chloromycetin,  recogniz- 
able epidemics  of  typhus  had  been  killing  off  more 
people  than  all  the  weapons  of  all  the  wars. 

The  disease  was  so  rampant  in  the  1700’s  that 
the  period  was  recorded  in  medical  annals  as  the 
“Century  of  Typhus.”  Typhus  and  famine  always 
had  gone  hand-in-hand.  During  the  mid-1800’s, 
some  30,000  people  died  of  typhus  in  England,  while 
in  Ireland,  where  18,000  starved  to  death,  290,000 
died  of  dysentery  and  fever,  largely  typhus. 

After  World  War  I,  3,000,000  Russians  — not 
to  mention  countless  Serbs  and  Poles  — died  of 
typhus.  Egypt  experienced  one  of  its  most  severe 
typhus  epidemics  in  1943,  with  a mortality  rate  of 
18  per  cent. 
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Greetings  from  Past  Presidents 

Palmer  Findley  is  best  known  to  Nebras- 
ka’s physicians  as  a practitioner  of  Obstet- 
rics and  Gynecology,  and  as  an  active  mem- 
ber and  Past  President  of  our  Nebraska  State 
Medical  Association  (1925).  It  is  interest- 
ing to  note  a remark  Doctor  Findley  made  in 
one  of  his  letters:  “It  is  a long  story  with 

me  because  I began  practicing  here  fifty-six 
years  ago,  traveling  over  a very  wide  terri- 
tory and  often  operating  at  night  on  kitchen 
tables.” 

As  will  be  noted  in  the  chapters  of  “The 
Nebraska  Doctor”  which  will  follow  from 
month  to  month,  Doctor  Findley  was  born, 
way  back  in  ’68,  the  son  of  a country  doctor 
in  the  neighboring  state  of  Iowa.  For  those 
who  wish  more  data  regarding  the  interest- 
ing life  and  varied  activities  of  Palmer  Find- 
ley, Who’s  Who  will  serve  as  a reference. 

THE  NEBRASKA  DOCTOR 
by 

Palmer  Findley,  M.D.,  Omaha,  Nebraska 
The  Indian  Medicine  Man 

The  story  of  medical  practice  in  Nebraska 
is  that  of  an  unending  struggle  with  the 
forces  of  nature.  It  began  with  the  Indian 
Medicine  Man,  who  for  hundreds  of  years 
practiced  his  art  among  a people  who  be- 
lieved that  supernatural  forces  were  respon- 
sible for  diseases  and  for  all  their  misfor- 
tunes. To  combat  these  evil  forces  the  In- 
dian Medicine  Man  practiced  what  might  be 
termed  a crude  sort  of  psychotherapy.  Evil 
spirits  possessed  the  patient  and  it  was  his 
responsibility  to  dispossess  the  body  of  these 
forces  of  evil.  To  this  end  he  dressed  in  a 
bizarre  and  fantastic  costume,  he  painted  his 
face  in  lurid  colors,  and  he  danced  and  shout- 
ed while  shaking  a rattle  consisting  of  a 
gourd  filled  with  pebbles.  And  some  were 
cured  of  their  psychic  ailments. 

In  addition  to  these  crude  psychological 
procedures,  animal,  vegetable  and  mineral 
substances  were  administered.  Some  of  these 
are  employed  today  in  a refined  form.  Thus 
we  see  the  foreshadowing  of  organotherapy. 

Instruments  of  flint  and  stone  were  em- 
ployed to  open  abscesses  and  to  let  blood. 
Splints  of  rawhide  were  applied  to  fractures. 
The  smaller  wounds  were  left  open  while  the 
larger  wounds  were  sutured  with  sinew,  us- 


ing bone  needles.  Bleeding  was  controlled  by 
packing  the  wound  with  eagle’s  down,  or  with 
scrapings  from  hides.  To  control  excessive 
bleeding  from  wounds  in  the  arms  and  legs, 
a crude  sort  of  tourniquet  was  applied.  Thus 
we  see  the  foreshadowing  of  surgical  prac- 
tice in  Nebraska. 

The  Indian  Medicine  Man  was  not  re- 
strained by  humanitarian  motives  in  demand- 
ing compensation  for  his  services.  In  pay- 
ment for  his  services  he  helped  himself  to 
whatever  he  could  lay  his  hands  upon — 
feathers,  beads,  robes,  skins,  and  horses. 

The  Medicine  Man  took  no  part  in  obstet- 
rics. This  service  was  left  to  the  midwife 
and  to  the  squaws  in  the  neighborhood.  For- 
tunately the  labors  were  usually  short  and 
not  difficult  due  to  the  small  babies  and  to 
the  muscular  developments  of  the  mothers. 
Maternal  and  infant  mortality  were  low. 


The  First  White  Doctor 

The  first  white  doctor  to  come  to  Nebras- 
ka was  Surgeon  John  Gale,  and  with  him 
were  two,  and  possibly  four,  other  physicians 
of  the  Sixth  Infantry  Rifle  Regiment.  These 
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officers,  together  with  several  hundred 
troops,  came  on  the  first  steamboat  to  ascend 
the  Missouri  river  and  landed  at  Fort  Cal- 
houn, eighteen  miles  above  Omaha. 

Surgeon  John  Gale  married  a squaw  of  the 
Iowas.  A daughter  named  Mary  was  born 
to  them,  and  she  in  turn  married  Joseph 
LaFlesche,  chief  of  the  Omahas.  A daugh- 
ter named  Susan  LaFlesche  was  born  to 
them.  Susan  was  graduated  from  the  Wom- 
en’s Medical  College  of  Philadelphia  — the 
first  Indian  woman  to  receive  the  degree  of 
Doctor  of  Medicine.  She  later  married  a 
half-breed  Indian  named  Henry  Picotte. 

Susan  Picotte  became  a Presbyterian  med- 
ical missionary  among  the  Indians  in  North- 
east Nebraska.  When  the  town  of  Walthill 
was  founded,  Dr.  Picotte  moved  there,  and 
ultimately  built  a hospital  which  stands  to- 
day as  a memorial  to  the  untiring  services 
she  rendered  the  Omaha  Indians.  Dr.  James 
R.  Graham,  formerly  of  Walthill,  informs 
me  that  the  Picotte  Hospital  has  been  con- 
verted into  an  old-age-nursing  home.  The 
Picotte  Hospital  was  the  first  hospital  in 
Nebraska. 

The  first  epidemic  recorded  in  Nebraska 
was  in  the  winter  of  1820,  at  Fort  Calhoun. 
It  was  there  than  Surgeon  John  Gale  and  Sur- 
geon John  G.  Mower  were  in  the  thick  of  an 
epidemic  of  scurvy.  Of  the  788  troops  under 
their  command  nearly  500  were  stricken  with 
the  disease  and  157  were  known  to  have  died. 
In  the  following  month  of  April,  fresh  meats 
and  vegetables  were  brought  in  and  the 
scourge  was  at  an  end.  This  is  the  first 
recorded  account  of  illness  in  the  State  of 
Nebraska. 

(To  Be  Continued) 


UNION  PAPER  CARRIES  A.M.A.  STORY 

It  isn’t  very  often  — it’s  seldom,  in  fact  — - that 
a union  newspaper  carries  a positive  story  about 
the  American  Medical  Association.  When  it  does, 
it’s  news. 

The  March  3 national  edition  of  the  Trade  Union 
Courier,  officially  endorsed  by  2,000  A.F.L.  unions 
in  the  United  States  and  Canada,  carried  all  of 
Dr.  Edward  J.  McCormick’s  recent  testimony  before 
the  Wolverton  committee  in  Washington.  It  titled 
the  article:  “American  Medicine  Ahead  of  the 

World.”  In  his  statement  before  the  committee, 
the  A.M.A.  president  recited  the  positive  story  of 
American  medicine  and  the  advancements  that  have 
been  made  in  medical  science  since  the  beginning 
of  the  20th  century. 


The  Woman's  Auxiliary 

GREETINGS  FROM  THE  NEW 
AUXILIARY  PRESIDENT— 

June,  1954 

It  is  a happy  privilege  and  an  honor  to 
serve  as  your  president  this  coming  year. 
With  your  help  I will  try  to  carry  out  the 
objectives  of  our  parent  organization  the 
American  Medical  Association  — and  of  our 
own  Nebraska  State  Medical  Association.  I 
shall  do  my  very  best  to  uphold  the  stand- 
ard of  those  who  have  preceded  me. 

To  do  this  successfully  I will  need  the  help 
of  every  single  one  of  you.  Success  will  de- 
pend on  the  united  efforts  of  us  all.  Each 
office  we  have  promised  to  fulfill  is  so  closely 
interwoven,  one  with  the  other,  that  they 
resemble  the  links  of  a chain.  But  a chain 
is  only  as  strong  as  its  weakest  link.  Let 
not  one  of  us  be  the  weak  link. 

As  we  carry  on  our  work  let  us  be  enthus- 
iastic! Enthusiasm  is  catching.  It  trans- 
forms dull  tasks  into  delightful  adventures. 

Many  women  can  belong  to  many  clubs 
but  only  the  wife  of  a doctor  can  belong  to 
the  auxiliary. 

Thank  you  for  giving  me  this  opportunity 
to  serve  you  as  your  president. 

MRS.  ISAIAH  LUKENS  IV 
Officers  for  1954-1955 

President Mrs.  Isaiah  Lukens  IV 

Tekamah 

Vice  President Mrs.  Lynn  Sharrar 

1919  Pershing  Road,  Lincoln 

1st  Vice  President Mrs.  George  Robertson 

3904  Harney,  Omaha 

2nd  Vice  President Mrs.  R.  R.  Brady 

Ainsworth 

Recording  Secretary Mrs.  F.  W.  Niehaus 

411  South  40th,  Omaha 

Corresponding  Secretary Mrs.  J.  M.  Christlieb 

7021  Belleview  Blvd.,  Omaha 

Treasurer Mrs.  George  Covey 

2900  Jackson  Drive,  Lincoln 

Advisor Mrs.  James  P.  Donelan 

2703  North  55th,  Omaha 

Parliamentarian Mrs.  P.  O.  Marvel 

Giltner 

Chaplain Mrs.  Glenn  Whitcomb 

725  North  56th.  Omaha 

Historian Mrs.  W.  W.  Carveth 

3003  South  31st,  Lincoln 

Chairmen  of  Committees 

Program Mrs.  R.  H.  ICohtz 

Bloomfield 

Legislation Mrs.  G.  K.  Muelig 

7805  Pine,  Omaha 
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Publicity Mrs.  Donald  Purvis 

3310  South  29th,  Lincoln 

Nurse  Recruitment Mrs.  W.  C.  Kenner 

1802  First  Avenue,  Nebraska  City 
Today’s  Health Mrs.  Victor  Norall 

Lexington 

Public  Relations Mrs.  D.  B.  Wengert 

1353  North  Park  Street,  Fremont 

Bulletin Mrs.  Hiram  Hilton 

2500  W'oodscrest,  Lincoln 

Finance Mrs.  Arthur  J.  Offerman 

3334  Pine,  Omaha 

Civil  Defense Mrs.  Rudolph  Seivers 

Blair 

News  Letter Mrs.  Richard  Garlinghouse 

2850  Sheridan,  Lincoln 
American  Medical  Education 

Foundation Mrs.  James  P.  Tollman 

2031  North  55,  Omaha 

Resolutions  and  Revisions Mrs.  Herbert  Staubitz 

4702  Walnut,  Omaha 

Directors  — One  Year 

Mrs.  Arthur  J.  Offerman Omaha 

Mrs.  B.  R.  Bancroft Kearney 

Directors  — Two  Years 

Mrs.  O.  A.  Kostal Hastings 

Mrs.  M.  A.  Wood Lincoln 

Advisory  Council 

Dr.  Eari  Leininger,  McCook 

President,  Nebraska  State  Medical  Association 

Dr.  Charles  McLaughlin,  Jr 

413  Medical  Arts  Building,  Omaha 

Dr.  R.  E.  Garlinghouse 723  Sharp  Building,  Lincoln 

The  Woman’s  Auxiliary  to  the  Omaha- 
Douglas  County  Medical  Society  will  meet  on 
Tuesday,  May  18,  at  the  home  of  Mrs.  Ed- 
ward Langdon  for  a one  o’clock  dessert 
luncheon. 

Mr.  Lawrence  Krell,  chief  probation  officer 
of  the  Juvenile  Court,  will  be  guest  speaker. 

On  Tuesday,  April  13,  the  Auxiliary  met 
with  the  doctors  for  dinner  at  the  Athletic 
Club.  Mr.  Leo  Brown,  Director  of  Public 
Relations  for  the  A.M.A.,  was  speaker.  Mr. 
Brown  gave  an  over-all  picture  of  the  current 
problems  facing  medicine.  He  urged  the  doc- 
tors to  solve  their  problems  in  order  to  im- 
prove their  relations  with  the  public. 

A benefit  card  party  to  provide  financial 
assistance  for  the  special  education  program 
for  physically  handicapped  children  at  West 
Lawn  school  was  held  by  the  Hall  County 
Medical  Auxiliary  on  Friday,  May  7th. 


The  card  party  followed  a 1:30  p.m. 
dessert-luncheon  at  Riverside  Golf  Club.  Mrs. 
John  S.  Sanderson  was  chairman  of  arrange- 
ments for  the  event,  and  her  committee  in- 
cluded Mrs.  C.  Dean  McGrath,  Mrs.  J.  A. 
Proffitt  and  Mrs.  John  Campbell. 

The  club  re-elected  Mrs.  Warren  G.  Bosley 
as  president.  Other  officers  are  Mrs.  K.  F. 
McDermott,  president-elect;  Mrs.  J.  G.  Wood- 
in,  vice  president;  Mrs.  Robert  F.  Holland, 
treasurer;  and  Mrs.  C.  Dean  McGrath,  re- 
cording secretary. 

The  Dawson  County  Medical  Association 
Auxiliary  has  established  a loan  fund  avail- 
able to  anyone  in  Dawson  county,  who  is  in- 
terested in  taking  nurses  training. 

The  Dawson  County  Medical  Society  and 
their  wives  met  for  their  regular  dinner 
meeting  at  the  Cornland  Hotel  in  Lexington, 
on  April  5th.  Dr.  LeRoy  Lee  of  Omaha  was 
the  guest  speaker.  The  auxiliary  met  after 
dinner  at  the  home  of  Mrs.  P.  B.  Olsson.  New 
officers  elected  for  the  coming  year  are:  Mrs. 
Charles  Hranac,  president;  Mrs.  S.  H.  Per- 
ry, vice  president;  and  Mrs.  Rodney  Sitor- 
ius,  secretary-treasurer.  Attending  from 
Lexington : Dr.  and  Mrs.  P.  B.  Olsson,  Dr. 

and  Mrs.  A.  W.  Anderson,  Dr.  and  Mrs.  Dean 
McGee,  Dr.  and  Mrs.  V.  D.  Norall,  Dr.  and 
Mrs.  R.  S.  Wycoff,  Dr.  and  Mrs.  Wm.  Long. 

The  Buffalo  County  Medical  Auxiliary  as- 
sisted by  the  registered  nurses  and  prac- 
tical nurses  were  hostesses  to  a tea  for  nurse 
recruits  at  the  Consumers  Building,  Wednes- 
day, April  21st. 

Mrs.  Don  Burman,  president  for  the  RN’s 
and  Mrs.  B.  R.  Bancroft  for  the  PN’s.,  Mrs. 
Alta  Berquist,  college  nurse,  and  Mrs.  L.  Sid- 
well,  public  school  nurse,  spoke  on  the  advis- 
ability of  obtaining  a BS  degree  in  nursing. 
Mrs.  T.  Sundmier,  RN,  of  Grand  Island  St. 
Frances  Hospital,  accompanied  by  student 
nurses,  Misses  Cording  and  Jantazi,  ex- 
plained the  requirements  of  St.  Frances 
School  of  Nursing.  The  Medical  Auxiliary 
committee  in  charge  of  the  tea  were  Mes- 
dames,  R.  D.  Johnson,  R.  J.  Johnston,  S.  O. 
Staley,  T.  S.  Elliott,  Dan  Nye,  R.  B.  Ban- 
croft, and  JI.  C.  Hansen. 

A cordial  invitation  is  extended  to  all  mem- 
bers of  the  Woman’s  Auxiliary  to  the  Amer- 
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ican  Medical  Association,  their  guests,  and 
the  guests  of  physicians  attending  the  con- 
vention of  the  American  Medical  Association, 
to  participate  in  all  social  functions  and  at- 
tend the  general  meetings  of  the  Auxiliary. 
Headquarters  will  be  at  the  Hotel  Fairmont 
for  the  Thirty-First  annual  meeting  being 
held,  in  San  Francisco,  June  21-25,  1954. 

MRS.  DONALD  PURVIS, 

Publicity  Chairman 


Many  doctors  or  their  secretaries  ask  patients,  on 
the  first  visit,  if  they  have  Blue  Shield.  If  the 
answer  is  “Yes,”  they  note  the  group  and  agree- 
ment number  on  the  patient’s  record.  This  informa- 
tion facilitates  obtaining  assignments  and  filling 
out  reports. 


Blue  Cross  and  Blue  Shield  have  never  cancelled 
membership  because  of  the  number  of  times  a mem- 
ber has  been  hospitalized  nor  because  of  the  amount 
of  benefits  received. 


fKnow  Your 

Blue  Shield  Plan 

One  of  the  features  of  Blue  Shield  service  which 
patients  greatly  appreciate  is  the  approval  notice 
sent  to  them  to  report  the  amount  Blue  Shield  al- 
lowed for  services  rendered.  In  90%  of  the  cases, 
the  report  is  mailed  within  four  days  after  the  doc- 

He'd  Kill  the  Goose 


tor’s  report  is  submitted  to  Blue  Shield.  When 
medical  reports  are  sent  immediately  after  services 
are  rendered,  the  patient  receives  the  approval  no- 
tice during  convalescence,  when  the  information 
about  benefits  paid  is  especially  welcome.  (Since 
the  allowance  for  an  operation  includes  normal  pre- 
and  post-operative  care,  it  is  not  necessary  to  wait 
until  the  final  dismissal  before  submitting  the  re- 
port.) Prompt  reports  speed  up  payment  of  bene- 
fits and  promote  good  will  for  doctors  as  well  as 
Blue  Shield. 


TUBERCULOSIS  ABSTRACTS 

DIABETES  AND  TUBERCULOSIS 

Tuberculosis  occurs  frequently  as  a complication 
of  pre-existing  diabetes  mellitus.  The  fact  that  this 
combination  of  diseases  is  lethal  unless  recognized 
early  and  treated  vigorously  is  of  utmost  impor- 
tance. The  incidence  of  tuberculosis  is  higher  in 
the  diabetic  than  in  the  general  population.  Recent 
evidence  is  presented  by  the  Philadelphia  Survey 
in  which  8.4  per  cent  of  the  3,106  diabetics  studied 
were  tuberculous,  whereas  4.3  per  cent  of  a group 
of  70,767  industrial  workers  were  found  to  harbor 
tuberculosis. 

From  this  survey  other  important  conclusions 
were  drawn:  (1)  tuberculosis  was  active  in  2.6 
per  cent  of  the  diabetics  and  was  three  times  as 
prevalent  in  those  under  40  years  of  age  as  in  those 
40  or  over;  (2)  the  prevalence  of  active  tuberculosis 
increased  markedly  with  severity  of  the  diabetes 
and  was  greater  in  underweight  persons  than  in 
overweight;  (3)  in  the  younger  age  group  the  preva- 
lence of  active  tuberculosis  was  much  greater  in 
those  having  had  diabetes  10  years  or  more;  (4) 
tuberculosis  was  much  more  likely  to  be  active  in 
diabetics  than  in  nodiabetics. 

No  conclusion  was  reached  as  to  the  effect  of 
degree  of  control  of  diabetes  on  the  incidence  of 
tuberculosis.  The  juvenile  diabetic  at  present  sur- 
vives into  the  decades  when  tuberculosis  becomes 
more  prevalent;  .thus  the  opportunity  for  exposure 
and  increased  incidence  of  tuberculosis  becomes  a 
function  of  time  itself.  If  underweight  is  evidence 
of  undernutrition  and  inadequate  control,  then  the 
increased  incidence  in  this  group  may  reflect  the 
hazard  of  poor  diabetic  control. 

A statistical  case  for  the  beneficial  effect  of  im- 
proved diabetic  care  can  be  made  by  a comparison 
of  the  declining  mortality  of  the  diabetic  from  tu- 
berculosis in  the  various  eras  of  diabetic  therapy, 
which  seems  to  be  related  to  the  longer  lasting  in- 
sulin effect  with  better  control.  However,  the  effect 
of  improved  treatment  of  tuberculosis  must  be 
evaluated,  particularly  since  the  ovei'all  mortality 
from  tuberculosis  is  declining  more  rapidly  than 
that  from  diabetes. 

From  a presently  incomplete  study  of  several  hun- 
dreds of  tuberculous  diabetic  patients  treated  in 
Montefiore  Hospital,  (N.Y.),  under  uniform  super- 
vision over  the  past  15  years,  it  appears  that  more 
thorough  control  of  the  diabetes  yields  a definitely 
higher  survival  rate,  almost  equaling  the  survival 
rate  of  the  nondiabetic  tuberculous  patient  in  the 
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same  institution  receiving  the  same  therapy  for  his 
tuberculosis.  This  conclusion  is  tentative  and  may 
have  to  be  modified  somewhat  in  the  light  of  stricter 
analysis. 

What  is  the  reason  for  the  increased  susceptibility 
of  the  diabetic  to  infections,  in  this  instance,  tuber- 
culosis ? Many  theories  have  been  advanced,  among 
the  latest  of  which  is  the  effect  of  adrenal  steroids 
on  the  immune  reaction  in  tuberculosis.  Overproduc- 
tion of  such  contrainsulin  steroid  or  pituitary  fac- 
tors, particularly  in  the  older  age  group  of  diabetics, 
may  well  be  a determining  factor  in  the  causation 
of  diabetes  and  of  altered  immunity.  This  might 
also  explain  the  high  incidence  of  true  insulin  re- 
sistant diabetes  in  tuberculosis.  But  in  the  younger 
age  group  of  diabetics,  deficiency  of  insulin  itself 
seems  to  be  the  prime  cause  of  diabetes.  Yet  this 
age  group  has  a high  rate  of  active  tuberculosis. 
Further  studies  may  resolve  this  dilemma. 

The  course  of  tuberculosis  in  the  diabetic  is  usual- 
ly stated  to  be  more  active,  more  progressive  and 
leading  to  more  frequent  generalized  spread.  Many 
features  of  the  pathology  of  the  disease  warrant 
this  conclusion.  Fewer,  less  dense  pleural  adhe- 
sions, rendering  pneumothorax  easier,  less  fibrosis, 
more  caseation  and  a low  incidence  of  amyloid  dis- 
ease, attest  to  the  more  rapid  progress  of  the  dis- 
ease. There  seems  to  be  no  difference  in  native 
immunity  to  tuberculosis  in  diabetics.  Healed  pri- 
mary lesions  are  usual.  But  something  occurs  after 
development  of  diabetes  which  lowers  the  normal 
resistance  to  tuberculosis  infection,  and  the  disease 
may  progress  rapidly. 

There  is  no  essential  difference  in  the  localization 
of  the  tuberculous  infection  in  the  diabetic  and  the 
nondiabetic.  The  onset  is  no  more  insidious,  but  it 
is  very  often  missed.  The  old  rule  that  “in  every 
diabetic  who  is  not  doing  well  without  apparent 
cause,  suspect  tuberculosis”  still  holds.  The  mini- 
mum of  a semi-yearly  roentgenogram  of  the  chest 
is  a small  price  to  pay  for  early  diagnosis!  It  is 
well  to  remember  that  tuberculosis  may  become  ac- 
tive very  frequently  in  the  older  age  groups  as  well 
as  in  the  younger. 

At  Montefiore  Hospital  there  is  no  limitation 
placed  on  the  treatment  of  the  tuberculous  patient 
because  he  has  diabetes.  Under  proper  manage- 
ment there  is  no  reason  to  fear  ketosis.  Premature 
vascular  disease  in  a diabetic  may  preclude  extreme 
surgical  procedures.  But,  by  and  large,  these  pa- 
tients can  be  treated  for  tuberculosis  almost  as  if 
the  diabetes  did  not  exist.  Chemotherapy,  is  used 
according  to  the  newer  concepts.  The  possible  in- 
crease in  insulin  requirement  resulting  from  isoni- 
azid  therapy  is  offset  by  the  decrease  from  the  im- 
proved febrile  state,  so  that  diabetic  balance  is  main- 
tained. The  important  principle  is  to  treat  the  dis- 
ease vigorously.  All  diabetic  subjects  who  develop 
tuberculosis  should  be  hospitalized  immediately  in  an 
institution  equipped  to  treat  both  diseases. 

The  diabetes  should  be  treated  to  maintain  ade- 
quate nutrition  in  a chronic,  debilitating  febrile  dis- 
ease. The  diabetes  is  rendered  more  severe  as  a 
rule,  but  a satisfactory  degree  of  stabilization  oc- 
curs even  with  the  fluctuating  course  of  the  infec- 
tion. The  diet  should  be  attractive  and  varied. 
Over-  or  underweight  should  be  avoided.  Most  pa- 


tients on  enforced  bed  rest  tend  to  become  over- 
weight. The  vascular,  neuropathic,  and  other  com- 
plications of  diabetes  when  encountered  are  treated 
in  the  usual  manner. 

Insulin  is  necessaiy  in  at  least  95  per  cent  of  the 
patients.  The  longer-lasting  insulins  are  quite  sat- 
isfactory but  frequently  must  be  supplemented.  With 
the  fluctuations  in  the  infectious  process  minimal 
glycosuria  and  near  normoglycemia  are  often  diffi- 
cult to  accomplish,  but  with  constant  vigilance  can 
nearly  be  attained.  Fractional  urines  are  used  as 
the  base  for  regulation,  and  even  a slight  ketosis 
is  treated  vigorously.  We  have  had  no  deaths  from 
diabetic  coma. 

A few  practical  points  may  be  mentioned.  Re- 
adjust the  insulin  dosage  slowly.  Fluctuations  in 
the  infection,  changes  in  appetite,  and  the  tendency 
for  long-institutionalized  patients  to  relax  their 
regimes  are  factors  in  control.  Above  all,  avoid 
hypoglycemia  with  its  attendant  danger  of  uncon- 
sciousness and  aspiration  of  infected  material  with 
bronchogenic  spread.  A slight  glycosuria  will  avoid 
this  hazard.  Whenever  a persistent  aglycosuria  oc- 
curs, it  is  wise  to  reduce  the  insulin  dosage  promptly 
but  gradually. 

With  vigorous  therapy,  a hopeless  outlook  is  no 
longer  necessary.  Preliminary  uncorrected  analysis 
of  the  first  100  of  the  cases  in  Montefiore  Hospital 
from  1936  to  1941  shows  a five-year  mortality  rate 
of  24.2  per  cent  against  a rate  of  22.9  per  cent  of 
nondiabetic  tuberculous  patients.  This  is  also  evi- 
denced by  the  increasing  number  of  discharges  of 
arrested  cases,  who  are  an  excellent  group  of  well- 
controlled  diabetics. 

The  watchwords  are  early  detection  and  prompt, 
vigorous  treatment  of  both  diseases. 

By  Elmer  S.  Gate,  M.D.,  New  York  State  Journal  of  Medi- 
cine, August  15,  1953. 

(This  abstract  was  prepared  from  one  of  the  articles  entitled 
“Current  Concepts  in  Diabetes  Mellitus”  published  under  the 
auspices  of  the  Committee  on  Professional  Education  of  the 
Clinical  Society  of  the  New  York  Diabetes  Association). 


WIDOWS  AND  THEIR 
LIVING  ARRANGEMENTS 

The  widows  in  our  country  now  total  close  to 
7%  million  and  their  number  is  rising  steadily. 
In  the  early  years  of  this  century  widows  were  in- 
creasing by  less  than  80,000  annually,  but  since 
1930  the  yearly  rise  has  been  about  100,000.  The 
indications  are,  moreover,  that  their  growth  will  be 
even  greater  in  the  future;  by  1960,  there  may  be 
as  many  as  8V2  million  widows  in  the  United  States. 

Currently,  more  than  one  half  of  our  widows  are 
65  or  older,  which  is  based  on  the  1950  Census  fig- 
ures. Another  two  fifths  of  the  widows  are  in  mid- 
life, that  is,  in  the  age  range  from  45  to  64,  and 
only  about  a tenth  are  under  age  45.  The  relative 
importance  of  widowhood  in  our  female  population 
increases  even  more  sharply  with  each  advance  in 
age,  as  is  evident  from  the  fact  that  widows  com- 
prise somewhat  more  than  one  tenth  of  all  women 
at  ages  45-54,  nearly  one  half  at  ages  65-74,  and 
not  far  from  three  fourths  at  ages  75  and  over. 


272 


Nebraska  S.  M.  J. 


With  G-E  diagnostic  x-ray  units,  you  can 

start  small . . , 


build  bi 


ONE  of  the  three  General  Electric  diag- 
nostic units  shown  here  will  give  you 
the  results  you  have  a right  to  expect  within 
the  range  of  service  you  need.  All  provide 
modern  radiographic  and  fluoroscopic  facili- 
ties . . . each  is  built  to  the  exacting  standards 
naturally  associated  with  General  Electric. 

And  remember  — you  can  get  any  of  these 
units  — luith  no  initial  investment  — under 
the  G-E  Maxiservice®  rental  plan.  What’s 
more,  if  you  want  to  upgrade  or  "trade-in” 
your  rented  unit,  there’s  no  obsolescence  loss. 

Get  all  the  facts  from  your  G-E  x-ray 
representative. 


Progress  is  our  most  important  product 


GENERAL®  ELECTRIC 


MAXISCOPE®  gives  you  every  feature  you’ve  sought 
in  conventional  x-ray  apparatus  — fast,  consistent 
results  for  both  radiography  and  fluoroscopy. 


IMPERIAL  begins  where  conventional  x-ray  units 
leave  off  — gives  all  technics  new  ease  and  facility 
with  exclusive  features  previously  unobtainable. 


Direct  Factory  Branches:  Resident  Representatives: 

OMAHA  — 1617  Dodge  Street  LINCOLN  — J.  K.  Mullen,  Box  238,  Station  B 

DES  MOINES  — 319  11th  Street  SIOUX  CITY  — J.  R.  Pesavento,  1117  South  Newton 
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CITES  NEED  FOR  UNITY 
OF  OPINION  ON  LEGISLATION 

A plea  for  unity  of  opinion  of  the  profession  on 
legislative  matters  was  sounded  by  A.M.A.  Trustee 
David  B.  Allman,  Atlantic  City,  at  one  of  the  re- 
cent regional  legislative  hearings. 

The  trustees,  he  pointed  out,  study  each  legisla- 
tive issue  carefully  and  thoroughly  on  its  merits 
and  then  adopt  a formal  position  in  the  light  of 
the  facts  and  the  best  interests  of  public  and  pro- 
fession. Then  one  man  usually  is  designated  to 
present  that  opinion  at  a hearing  on  the  bill  in 
Washington. 

However,  Dr.  Allman  continued,  it  is  not  unusual 
for  some  congressman  to  pull  out  a letter  from  a 


physician  back  home  expressing  an  opinion  oppo- 
site to  that  of  the  American  Medical  Association. 
The  medical  spokesman  is  thus  embarrassed  and 
the  value  of  his  statement  weakened. 

Everyone  has  a right  to  his  opinion,  of  course, 
Dr.  Allman  said,  but  if  he  wants  it  reflected  in  the 
profession’s  formal  announcements,  he  should  write 
to  the  American  Medical  Association. 

“We  would  like  every  member  to  support  our 
position  with  letters  to  his  own  congressman,”  Dr. 
Allman  said.  “That  is  the  most  effective  method 
of  expression,  for  every  representative  pays  atten- 
tion to  word  from  his  voters.  But  those  who  dis- 
agree with  the  opinion  of  the  Board  should  write 
to  us.  We  are  doing  our  best  to  reflect  medical 
opinion,  and  we  want  such  letters.” 
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FREE  PRESCRIPTION  DELIVERY 
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WRIGHT’S 


202  S.  13th— Sharp  Building 
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Phone  2-7627 


PRACTICING  THE  PROFESSION  OF  PHARMACY 


V 
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SPLINT  & BRACE 
SHOP. . . 

Jack  O.  Casey,  Owner 

We  Make  and  Repair  All 
Types  of  Braces  and  Splints 

prompt~serv7ce 

1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 
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1100  “O”  St.  Lincoln,  Nebr. 

When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln , Call 

Mayo  Drug  Co. 

“The  Drug  Store  on  the  Corner” 

Phone  6-2353  2700  North  48th 

— We  Deliver  — 

(Serving:  Our  Community  for  30  Years) 


ICK  PELS  5U 


Fine  Custom  Made  Suits  and 
Coats  for  Men  and  Women 


or 

Since  1912 


-ALSO- 


PERSONAL 

CALLS 

Phone  2-1721 


Custom  Made  Shirts  for  Men 
Doctors'  and  Nurses'  Uniforms 
Approved 

Uniforms  for  Armed  Forces 


139  North  14th  St. 
Lincoln  8,  Nebr. 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 


* * * 


A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 
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Gilmour- Danielson 

DRUG  COMPANY 


142  South  13th  Street 
Phone  2-1246 


800  South  I 3th  Street 
Phone  2-9351 


— FREE  DELIVERY  — 


PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  he  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  LEASE  — Brick,  air  conditioned  building 
being  constructed  at  Normal  and  South  Streets, 
Lincoln,  Nebraska.  Doctor’s  quarters  available  ap- 
proximately 40  x 60  ft.  Ample  parking  space  pro- 
vided. Will  finish  to  suit  tenant.  Write  Box  28, 
Nebraska  State  Medical  Association,  1315  Sharp 
Building,  Lincoln,  Nebraska. 


EXCELLENT  OPPORTUNITY  for  man  out  of  in- 
ternship to  gain  broad  experience  with  specialist 
backing.  Our  group  needs  a man  on  a one  or  two- 
year  basis  at  $1,000  per  month.  Write  Box  No.  31, 
Nebraska  State  Medical  Association,  1315  Sharp 
Bldg.,  Lincoln,  Nebraska. 


Fully  equipped  Internist's  office  in  Lincoln  has 
hours  available  for  physician  desiring  to  share  facil- 
ities. Write  Box  32,  Nebraska  State  Medical  Asso- 
ciation, 1315  Sharp  Building,  Lincoln  8. 


FOR  SALE  — Complete  25-bed  hospital  equip- 
ment including  drugs,  supplies,  kitchen  appliances 
and  3-station  call  system.  A bargain  for  a small 
community  hospital  at  $14,000.00  F.O.B.,  Sidney,  Ne- 
braska. Possession  December  next  at  latest.  B.  H. 
Grimm,  M.D.,  Sidney,  Nebr. 


PSYCHIATRISTS  WANTED  IN  MISSOURI  — 
Numerous  opportunities  exist  for  Psychiatrists  in 
Missouri  mental  hospital  which  are  in  the  process 
of  expanding  medical  staffs.  Wide  choice  of  loca- 
tions. Housing  available  at  institutions.  Candidates 
rated  on  prescribed  credentials.  Following  assign- 
ments available:  Physician  III,  $8,000-$12,000, 

eligible  for  examination  for  certification  by  Ameri- 
can Board  of  Psychiatry;  Physician  II,  $7,000- 
$10,000,  three  years  of  resident  training  in  psychi- 
atry; Physician  I,  $6,000-$9,000,  two  years  medical 
experience  including  one  year  in  psychiatry.  Ap- 
pointment salary  for  all  grades  will  depend  upon 
qualifications,  institutions  located  in  St.  Louis,  St. 
Joseph,  Farmington,  Nevada,  Marshall,  and  Fulton 
(within  commuting  distance  of  Missouri  University 
Medical  School  which  is  now  being  organized  as  a 4- 
year  school).  For  information  and  application  ap- 
ply to  Missouri  Personnel  Division,  12th  Floor, 
Jefferson  Building,  Jefferson  City,  Missouri. 


Careful  clinical  evaluation  of  each  person  found 
to  have  suspected  tuberculosis  on  a minature  film 
is  of  great  importance  in  predicting  the  likelihood 
of  future  disability  or  death.  Wendell  R.  Ames, 
M.D.,  and  Miller  H.  Schuck,  M.D.,  Am.  Rev.  Tuberc., 
July,  1953. 
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Wine  in  Geriatrics? 

“Wine  is  tli 


lie  nurse  of  o u age. 

— Galen 


Since  long  before  the  time  of  Galen,  wine  has  been 
recommended  not  only  for  its  epicurean  delights  but 
for  its  value  in  medicine — notably  as  an  aid  in  combating 
the  physical  and  emotional  infirmities  of  old  age. 

This  historical  application,  now  supported  and 
expanded  by  recent  laboratory  and  clinical  research*  in 
American  medical  centers,  is  important  to  modern  ger- 
iatricians— to  physicians  who  today  arc  giving  added 
years  of  life  to  their  patients,  and  who  arc  asked  to  make 
these  added  years  pleasant  and  comfortable. 

*New  investigations  have  demonstrated,  both  in  the 
laboratory  and  in  the  clinic,  that  the  moderate  use  of 
wine  can  increase  the  appetite  in  anorexia. 

They  have  shown  that  wine  injudicious  quantities  can 
stimulate  the  lax  and  achlorhydric  stomach  of  the  elderly, 
assist  in  providing  a more  adequate  fluid  intake,  and 
improve  elimination  by  enhancing  the  important  gastro- 
colic reflex. 

As  a gentle  sedative — sometimes  called  the  safest  of  all 
sedatives  for  old  age — wine  can  help  allay  restlessness  and 
irritability,  easing  the  fears  and  anxieties  of  the  elderly. 
The  euphoria  — the  “glowing  sense  of  well-being”  — pro- 
duced by  a glass  of  Port,  Sherry  or  table  wine,  may  aid 
significantly  in  overcoming  the  all-pervading  sense  of 
uselessness  which  too  often  mars  the  last  decades  of  life. 

Physiologically,  wine  acts  gently  and  moderately  as  a 
vasodilator,  diuretic,  relaxant,  and  aid  to  nutrition  and 
digestion.  But  perhaps  of  equal  importance,  it  acts  psy- 
chologically as  well  — as  a mark  of  “something  special” 
to  grace  the  diet  of  the  aging  patient. 

California’s  700-mile  vineyard  belt  affords  a range  of 
soils  and  climate  in  which  can  be  grown  the  world’s 
finest  wine  grapes  of  every  variety.  Add  to  this  natural 
advantage  the  modern  wine-making  skills  and  facilities 
of  a progressive  New  World  industry,  and  you  have  wines 
of  strict  quality  standards,  true  to  type,  moderate  in  price. 
Wine  Advisory  Board,  717  Market  Street,  San  Francisco  3, 
California. 
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YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 


In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  nar- 
cotic addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for 
success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 

THE  RALPH  SANITARIUM 

A Unit  of  the  Benjamin  Burroughs  Ralph  Foundation  for  Medical  Research 

529  HIGHLAND  AVENUE  telephone  victor  3624  KANSAS  CITY  6,  MISSOURI 

Ralph  Emerson  Duncan,  M.D.,  Director 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties:  Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 
Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax.  Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties:  Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties : 
Cherry,  Keyapaha,  Brown,  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas. 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy.  HitchcocK 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte. 
Morrill,  Kimball,  Cheyenne. 
Sioux.  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) George  L.  Pinney,  Hastings C.  R.  Holm,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Z.  R.  Boyd,  Albion 

Box  Butte  (12) F.  W.  Ford.  Hemingford B.  A.  Owen,  Hemingford 

Buffalo  (9) R.  E.  Johnston,  Kearney J.  E.  Nordstrom,  Shelton 

Burt  (5) L.  E.  Sauer,  Tekemah  J.  G.  Allen,  Tekamah 

Butler  (6) L.  J.  Ekeler,  David  City D.  E.  Burdick,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix. -Dak. -Th. -Wayne  (4)  J.  R.  Keown,  Pender H.  J.  Billerbeck,  Randolph 

Cheyenne-Kimball-Deuel  (12)  G.  B.  Dorwart,  Sidney J.  A.  Federle,  Sidney 


Clay  (17) _ 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (5) 

Fillmore. 


.Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

R.  L.  Blair,  Broken  Bow G.  T.  Erickson,  Broken  Bow 

J.  B.  Kile,  Eddyville M.  J.  Ayres,  Gothenburg 

C.  C.  Nelson,  Fremont R.  C.  Byers,  Fremont 

_C.  F.  Ashby,  Geneva V.  V.  Smrha,  Milligan 


Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Four  County  (9) Paul  Martin,  Ord Robert  J.  Fox,  Spalding 

Gage  (3) J.  C.  Nelson,  Wymore V.  L.  Branson,  Beatrice 

Garden-Keith-Perkins  (11) R.  E.  Benner,  Ogallala R.  L.  Thompson,  Grant 

Hall  (9) H.  C.  Anderson,  Gr.  Island A.  G Gilloon,  Gr.  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) W'.  C.  Bartlett,  Alma L.  G.  Agee,  Alma 

Holt  and  Northwest  (8) H.  J.  Panzer,  Bassett J.  E.  Ramsay,  Atkinson 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  O.  Hughes,  Fairbury K.  J.  Kenney,  Fairbury 

Johnson  (3) L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

Lincoln  (11)- A.  J.  Callaghan,  North  Platte J.  C.  Baker,  North  Platte 

Madison  Six  (4) A.  E.  Mailliard,  Osmond F.  A.  Bulawa,  Norfolk 

Merrick  (5) A.  D.  Brown.  Central  City Lee  C.  Holmes,  Central  City 

Nance  (5) -.Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) Ben  C.  Bishop,  Crawford Roy  G.  Brown,  Crawford 

Nuckolls  (7) C.  T.  Mason,  Superior A.  I.  Webman,  Superior 

Omaha-Douglas  (1) A.  J.  Offerman,  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) W.  C.  Ramacciotti,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  Bivens,  Holdrege D.  W.  Jones,  Hold rege 

Platte  (5) E.  N.  Heiser,  Columbus. E.  G.  Brillhart,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola C.  L.  Anderson,  Stromsburg 

Richardson  (3) W.  D.  Ketter,  Falls  City W.  E.  Shook,  Shubert 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Saunders  (6) Ivan  M.  French,  Wahoo Stephen  E.  Wallace,  Wahoo 

Scotts  Bluff  (12) S.  P.  Wiley,  Gering- Wm.  Holmes,  Scottsbluff 

Seward  (6) R.  W.  Herpolsheimer,  Staplehurst James  R.  Frans,  Milford 

Southwest  Nebraska  (10) J.  H.  Donaldson,  Jr.,  McCook D.  H.  Morgan,  Jr.,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 


restlessness  and  irritability  with  pain 


one  of  the  kk  uses 

for  short-acting 


Nembutal® 


"Of  the  various  drugs  used,  eodein  and 
Nembutal  (Pentobarbital,  Abbott)  were 
found  to  be  highly  effective.  It  was  found 
that  these  drugs  could  be  repeated  to  pro- 
vide continued  restfulness  and  that  fractions 
of  the  original  doses  were  often  effective  as 
maintenance  doses. 

4061 18A 


“They  usually  produce  rest  and  the  sleep 
brought  about  by  their  use  approximates 
normal  sleep.  The  action  of  these  drugs  is 
rapid;  and  if  the  patient  is  not  disturbed, 
the  sleep  may  continue 
from  one  to  five  hours.”1  (Itlrott 


1.  Gurdjian,  E.  S.,  and  Webster,  J.  E.,  Amer.  J.  of 
Surgery,  63:236,  1944. 
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Nebraska  State  Medical  Association  Officers  and  Committees 

Imperial 
Randolph 
-.Lincoln 

Geneva 

__  Lincoln 

Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 
Medical  Service 


OFFICERS 

James  F.  Kelly,  Omaha President 

Earl  F.  Leininger,  McCook President-Elect 

Wm.  M.  McGrath,  Grand  Island Vice  President 

R.  B.  Adams,  Lincoln Secretai'y-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman 

G.  E.  Peters 

J.  E.  M.  Thomson 

A.  A.  Ashby 

R.  B.  Adams 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen,  Chm Blair 

John  R.  Kleyla Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Raymond  Lewis,  Chm Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

E.  W.  Hancock,  Chm Lincoln 

R.  R.  Brady Ainsworth 

A.  E.  Freed Omaha 

C.  W.  Guildner Hastings 

W.  J.  McMartin Omaha 

Blood  and  Blood  Products 

(To  be  appointed) 
Constitution  and  By-Laws 
R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 

Neil  J.  Everitt,  Chm Omaha 

G.  P.  Charlton Hastings 

J.  J.  Freymann Omaha 

J.  T.  Hanna Scottsbluff 

J.  P.  Redgwick Omaha 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

J.  P.  Tollman Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Saltei',  Chm Norfolk 

Forrest  Rose Lincoln 

W.  E.  Wright Creighton 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

C.  H.  Sheets Cozad 

E.  F.  Leininger McCook 

Floyd  L.  Rogers Lincoln 

Henry  J.  Lehnhoff Omaha 

Earle  G.  Johnson Grand  Island 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 


E.  B.  Reed,  Chm Lincoln 

J.  S.  Broz Alliance 

M.  C.  Howard Omaha 

Wm.  L.  Rumbolz . Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Walter  Benthack Wayne 

Morris  Nielsen Blair 

Prepayment  Medical  Care 
H.  A.  Jakeman,  Chm. --Fremont 

John  Brush Omaha 

Frank  Tanner Lincoln 

Public  Relations 

Leroy  W.  Lee,  Chm Omaha 

H.  F.  Elias Beatrice 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Kenneth  D.  Rose Lincoln 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

R.  E.  Penry Hebron 

Walter  Reiner Holdrege 

Scientific  Assembly 

W.  W.  Waddell,  Chm Beatrice 

T.  T.  Smith Omaha 

A.  C.  Johnson Omaha 

Horace  V.  Munger Lincoln 

Lee  Stover Lincoln 

R.  B.  Adams Lincoln 

Speakers  Bureau 

H.  J.  Lehnhoff,  Chm Omaha 

John  Brown Lincoln 

O.  V.  Calhoun Lincoln 

John  E.  Courtney Omaha 

R.  0.  Garlinghouse Lincoln 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm. -Lincoln 

A.  J.  Sehwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  O.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

C.  R.  Carlson Wauneta 

F.  L.  Dunn Omaha 

Cancer 

John  T.  McGreer,  Jr Lincoln 

B.  R.  Bancroft Kearney 

C.  W.  McLaughlin,  Jr. Omaha 

Cardiovascular 

C.  Thompson,  Chm Omaha 

Fred  W.  Niehaus Omaha 

Wm.  M.  McGrath Grand  Island 

Cerebral  Palsy 

L.  S.  Campbell,  Chm Omaha 

C.  Fred  Ferciot Lincoln 

L.  J.  Gogela Lincoln 

Diabetes 

F.  L.  Rogers,  Chm Lincoln 

Morris  Margolin Omaha 

S.  M.  Rathbun Beatrice 

Fracture 

Stanley  M.  Bach,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

E.  J.  Kirk,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

L.  S.  McGoogan,  Chm. Omaha 

Hamilton  H.  Morrow Fremont 

S.  L.  Wolters Lincoln 

Mental  Hygiene 

Robert  S.  Wigton,  Chm.__Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Polio  Coordinating  (Interim) 
Harold  N.  Neu,  Chm Omaha 

F.  G.  Gillick Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

E.  W.  Hancock Lincoln 

Wm.  Gentry Gering 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

S.  I.  Fuenning Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman-- Kearney 

Venereal  Diseases 

O.  J.  Cameron,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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EDITORIAL 

DERELICTION 

The  IJouse  of  Delegates  of  the  Nebraska 
State  Medical  Association  was  designed  to 
be  the  governing  body  of  our  state  society. 
It  is  composed  of  elected  representatives  of 
the  profession  in  Nebraska.  Whatever  poli- 
cies are  developed,  adopted,  and  instrument- 
ed, relating  to  the  activities  of  our  associa- 
tion and  of  its  members,  should  depend  upon 
the  considered  opinions  of  the  delegates  com- 
posing this  House.  Such  a course  of  action 
would  assure  us  a truly  democratic  govern- 
ment of  the  doctors,  by  the  doctors,  and  for 
the  doctors  of  Nebraska.  In  this  manner 
every  doctor  who  belongs  to  the  NSMA  can 
have  representation  if  he  chooses.  If  he 
does  not  choose  to  accept  this  privilege  and 
responsibility,  he  is  not  entitled  to  condemn 
a mythical  “hierarchy”  or  a “beurocracy” 
sometimes  said  to  run  our  associations ; he 
can  have  “grass-roots”  control  if  he  will. 

A considerable  effort  has  been  made  to 
acquaint  the  delegates  with  the  business  to 
be  considered  by  the  House,  and  to  do  this 
well  in  advance  of  its  meetings.  This  gives 
ample  time  for  each  delegate  to  think  over 
the  problems  that  are  to  be  considered,  to 
discuss  them  with  his  constituents,  and  to 
come  to  the  sessions  with  a clear  idea  of 
what  actions  he  and  his  society  would  pre- 
fer. He  can  be  in  a position  to  discuss 
these  problems  in  the  light  of  judgment 
based  upon  adequate  information. 

Sixty-eight  delegates  should  have  been 
seated  at  the  sessions  held  in  conjunction 
with  the  recent  meeting  of  the  Association. 
Each  one  of  these  sixty-eight  delegates 
should  have  attended  each  of  the  four  ses- 
sions that  were  held.  The  apparent  disin- 


terest of  the  delegates  and  of  their  parent 
societies  that  is  revealed  by  a review  of  the 
record  of  attendance  is,  indeed,  dishearten- 
ing. This  disinterest  in  the  affairs  of  our 
Association,  as  manifested  by  such  neglect 
of  duty,  is  difficult  to  evaluate.  Can  it  be 
that  we  are  gradually  evolving  a government 
by  committees,  the  reports  of  which  need 
only  to  be  rubber-stamped  “yes”  ? 

Four  of  our  county  societies  elected  no 
delegates,  so  far  as  the  record  shows.  Of 
course,  the  doctors  comprising  those  socie- 
ties had  no  voice  in  the  proceedings.  Per- 
haps worse  than  this,  seventeen  delegates 
who  had  been  duly  elected  were  not  “seated” 
at  any  session  of  the  House.  These  two  items 
alone  indicate  that  the  “grass-roots”  repre- 
sentation of  the  members  of  the  association 
was  accomplished  by  sixty-nine  percent  of 
the  possible  sixty-eight  delegates. 

The  actual  situation  was  even  worse  than 
indicated  above,  because  only  eighteen  of  the 
forty-seven  delegates  who  were  “seated” 
attended  each  of  the  four  sessions  of  the 
House.  The  work  of  the  House  of  Delegates 
was  accomplished,  therefore,  in  large  part, 
by  a little  over  one  fourth  of  the  representa- 
tives of  the  profession  of  our  state. 

Of  the  other  twenty-six  who  had  been 
seated,  eight  attended  only  one  of  the  four 
sessions,  and  six  were  present  at  two  of  the 
four  sessions  of  the  House.  Such  meagre 
attendance  does  not  permit  the  delegate  to 
have  a clear  idea  of  what  is  taking  place, 
nor  to  express  a worthwhile  opinion  for  his 
constituents  or  for  himself ; his  vote,  during 
the  brief  time  he  is  present,  may  have  but 
little  basis  in  mature  and  considered  judg- 
ment. 
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should  maintain  a truly  representative  gov- 
ernment as  established  by  a basically  demo- 
cratic organization.  If  we  are  to  do  this, 
our  county  societies  must  elect  delegates; 
these  delegates  must  be  informed  of,  and  be 
responsive  to  the  will  of  their  constituents ; 
they  must  keep  informed  about  the  business 
of  the  House;  and,  above  all,  they  must  be 
present  at  all  sessions  of  the  House  of  Dele- 
gates, enter  into  its  deliberations,  and  be  able 
to  cast  votes  based  upon  intelligent  consider- 
ation of  the  issues. 

PROBLEMS  IN  THE  FIELD  OF 
PSYCHIATRY 

(Guest  Editorial) 

The  Nebraska  Society  of  Neurology  and 
Psychiatry  is  grateful  for  this  opportunity, 
extended  by  its  State  Medical  Association, 
to  join  in  the  presentation  of  a Neuropsy- 
chiatric issue  of  our  State  Medical  Journal. 
This  has  been  a challenge  and  a stimulus 
to  us ; we  hope  that  the  readers  will  find 
it  of  interest,  and  that  it  will  be  helpful  in 
regard  to  some  of  the  many  problems  in  this 
area,  which  are  met  by  the  physician  in  his 
daily  practice. 

Among  the  many  problems  in  neurology 
and  psychiatry,  it  is  the  psychiatric  field 
that  has  been  undergoing  the  most  far-reach- 
ing changes.  Partly  for  this  reason,  you 
will  find  the  issue  chiefly  dealing  with  psy- 
chiatry and  with  material  bearing  upon  the 
interpretation  of  psychiatric  practice  and 
description  of  facilities  for  psychiatric  care 
in  Nebraska.  It  was  felt  that  this  would 
not  be  inappropriate  to  this  first  Neuropsy- 
chiatric Issue. 

Psychiatry  is  in  a period  of  profound  and 
rapid  change.  Because  of  these  advances, 
the  problems  of  psychiatry  today  are  many. 
Not  the  least  of  these  are  the  ones  that  have 
resulted  from  the  “overselling”  of  some  as- 
pects of  the  field  since  the  war.  Dramatic 
results  in  some  types  of  cases  have  caused 
an  enthusiasm  and  hopefulness  in  regard 
to  other  types  less  responsive  to  practical 
methods  of  treatment  today.  There  are  many 
areas  where  research  and  theory  give  reason 
to  expect  great  helpfulness  in  the  future,  but 
further  growth  and  time  will  be  required 
to  fully  realize  hoped-for  results  on  a broad- 
er scale.  Personnel  and  facilities  have  been 
acutely  short,  leading  to  a similar  state  of 


some  tempers  and  opinion  about  psychiatry 
in  general.  Progress  in  implementing,  in  a 
practical  way,  the  benefits  of  these  new 
technics  and  knowledges  has  been  rapid,  but 
has  not  yet  “caught  up.”  In  fact,  the  con- 
tinuing progress  in  basic  concepts  and  the 
expansion  of  the  areas  in  which  psychiatric 
knowledge  can  be  applied,  makes  it  apparent 
that  change  and  a “catching  up”  problem 
will  be  characteristic  of  this  field  for  some 
time  to  come. 

An  attempt  has  been  made  to  try  to  state 
frankly  some  of  the  difficulties  that  are 
being  faced  in  this  field.  We  have  tried  to 
incorporate  in  these  pages  the  answers  to 
questions  that  are  frequently  asked,  and  pos- 
sibly to  resolve  some  misconceptions. 

NEBRASKA  SOCIETY  OF  NEUROLOGY  & PSYCHIATRY 
Robert  S.  Wigton,  M.D.,  Chairman 
Robert  J.  Stein,  M.D. 

G.  Lee  Sandritter,  M.D. 


STUDY  FINDS  LEVOPHED  EFFECTIVE 
IN  CASES  OF  “IRREVERSIBLE”  SHOCK 

Twenty  of  30  patients  in  severe  shock  accompany- 
ing myocardial  infarction  recovered  from  the  shock 
episodes,  one  of  25  hours’  duration,  under  contin- 
uous intravenous  infusions  of  Levophed  (norepine- 
phrine), Drs.  John  J.  Sampson  and  Alfred  Zipser, 
of  Mt.  Zion  Hospital,  San  Franciso,  report  in 
Circulation  (9:38,  January  1954).  Levophed  is  pro- 
duced by  Winthrop-Stearns  Inc. 

They  add  that  16  recovered  completely  and  were 
later  discharged,  while  four  died  of  other  causes 
subsequent  to  therapy.  Of  those  who  responded  and 
recovered,  “nearly  40  percent  had  been  in  shock 
longer  than  three  hours,  and  one  for  25  hours”  be- 
fore receiving  Levophed. 

The  doctors  cite  personal  experiences  showing 
that  blood  and  plasma  were  rarely  beneficial  in 
shock  lasting  more  than  four  hours.  Generally,  an 
irreversible  state  develops  after  “several  hours  of 
shock”  in  myocardial  infarction,  or  surgical  and 
hemorrhagic  shock,  they  write. 

“The  continuous  administration  of  Levophed  with 
the  attendant  high  percentage  of  recovery  suggests 
a modification  of  previous  concepts  of  irreversible 
shock,”  the  article  says.  Early  use  of  the  drug  is 
recommended  to  prevent  persistent  shock  and  severe 
hypotension  from  causing  additional  damage  to  the 
heart  and  other  vital  organs.  This  proredure  “may 
demonstrate  even  further  the  life-saving  potential 
of  Levophed.” 

By  maintaing  blood  pressures  at  normal  levels, 
the  vasoconstrictor  “permits  the  organism  to  sur- 
vive a critical  period  until  the  natural  mechanisms 
are  resumed.” 

It  was  found  that  an  average  dose  of  7.5  micro- 
grams of  the  active  principle  per  minute  was  re- 
quired to  elevate  and  sustain  blood  pressure,  al- 
though optimal  responses  were  obtained  with  doses 
as  low  as  1.5  micrograms.  Large  doses  should  be 
tried  before  concluding  that  the  patient  is  “re- 
fractory to  treatment,”  the  doctors  report. 
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The  Basic  Sciences  '<» 

Neurology  and  Psychiatry 


The  author  contrasts  the  obvious  importance  of 
the  basic  sciences  to  organic  disease  with  the  meager 
help  they  afford  in  psychiatric  disturbances.  He  ex- 
presses the  need  for  a new  type  of  "basic  science" 
devoted  to  the  study  of  the  whole  living  man.  He 
specifies  a number  of  important  factors  that,  in  his 
opinion,  must  be  dealt  with  in  the  pursuit  of  such  a 
study. 

EDITOR 

Anatomy,  physiology,  and  pathology,  and 
some  allied  fields  of  knowledge  have  been 
the  basic  sciences  on  which  the  whole  struc- 
ture of  clinical  medicine  and  surgery  have 
been  built.  These  objective  sciences  are  ac- 
cumulations of  facts  about  material  things, 
demonstrable  for  the  most  part.  The  organs 
of  patients  who  died  from  typhoid  fever, 
pneumonia,  or  even  nervous  system-diseases, 
are  preserved  in  specimen  form  and  with 
simple  descriptions.  For  diseases  of  the 
body  there  has  been  a close  relationship  be- 
tween words  and  specimens.  Even  neurolo- 
gy, dealing  with  the  complex  and  multiple 
functions  of  the  nervous  system,  has  been 
a most  difficult  yet  a fairly  exact  science. 

Let  us  turn,  by  contrast,  to  a patient  who 
enters  a hospital  while  afflicted  with  an 
acute  mental  illness.  If  death  supervenes, 
the  very  valuable  basic  sciences  referred  to 
above  may  be,  and  often  are,  disappointing 
in  aiding  us  to  an  understanding  of  the  pa- 
tient’s conduct,  and,  at  times,  even  to  an  ex- 
planation of  the  cause  of  death.  Upon  ex- 
amining the  clinical  record  of  such  a pa- 
tient, one  is  struck  by  the  use  of  words  in 
abundance — facts,  opinions,  and  descriptions 
being  intermingled.  Frequently  several  differ- 
ent psychiatrists  have  differing  impressions 
of  the  patient — a situation  demonstrated  so 
frequently  in  court-testimony.  Thus  it  is 
that  psychiatry  has  come  to  be  burdened 
with  words,  a fact  so  very  well  expressed 
by  Karl  Menninger  in  an  article  entitled 
“The  Cinderella  of  Medicine.” 

The  basic  sciences  have  to  do  with  struc- 
ture, relationship,  and  function,  together 
with  the  distortions  imposed  by  disease. 
Parts  of  the  human  body,  and  often  of  dead 
ones  at  that,  are  the  objects  of  study.  The 

* Read  before  the  joint  meeting  of  the  Iowa  Psychiatric 
Society  and  the  Nebraska  Society  of  Neurology  and  Psychiatry 
at  Omaha,  Nebraska,  December  9,  1950. 
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sciences  are  called  basic  because  they  are 
well  established  and  form  substantial  cri- 
teria for  comparative  study. 

Until  fundamental  and  unswerving  facts 
were  collected  about  typhoid  fever,  and  ob- 
jective material  was  available  for  compari- 
son, this  well  known  disease  also  was  largely 
a matter  of  words.  What  the  basic  sciences 
did  for  typhoid,  a new  basic  science  must  do 
for  psychiatry.  What  will  this  be?  Knowl- 
edge of  the  nervous  system  will  be  a vital 
part  of  it,  but  only  a part.  Facts  about  in- 
ternal organs  will  have  a place,  but,  on  the 
whole,  these  facts,  including  those  concern- 
ing the  endocrine  organs,  have  been  disap- 
pointing in  their  contributions.  What  re- 
mains to  be  studied?  It  appears  to  be  man 
alive,  in  action,  going  about  his  affairs  day 
by  day  from  birth  to  death.  Perhaps  the 
significance  of  this  aspect  of  man  may  be 
brought  to  light  when  one  considers  the 
eye,  for  a moment.  The  eye  is  a remark- 
able anatomic  structure,  grossly  and  micro- 
scopically, and  its  camera-like  functions  are 
no  less  interesting.  The  nerve  and  brain 
impulses  set  in  motion  by  a light-image  can 
long  intrigue  the  imagination  of  man.  The 
diseases  that-  may  interfere  with  the  struc- 
ture or  function  of  the  eye  are  well  known. 
But  to  the  living  man  the  eye,  interesting 
as  it  may  be,  is  merely  a means  to  an  end, 
and  unless  we  learn  to  know  the  seeing, 
looking,  observing,  apprehending  person, 
we  have  missed  much  that  belongs  to  the 
biology  of  human  nature.  And,  incidentally, 
this  new  science,  which  will  borrow  from 
psychology  and  biology  as  well  as  from  oth- 
er sciences,  is  more  than  these.  It  has  a 
particularly  human  touch,  and  perhaps  we 
can  do  no  better  than  to  call  it  the  biology 
of  human  nature. 

What  is  the  subject  matter  of  this  new 
science  ? It  is  chiefly  the  living  man,  but  any 
knowledge  that  will  help  us  to  understand 
him  better  is  welcome.  In  this,  the  pre- 
viously mentioned  basic  sciences  are  con- 
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tributors.  What  characteristics  of  the  live, 
functioning  man  will  engage  our  attention? 
To  some  of  these  let  us  turn  our  attention. 

Energy  is  one  of  the  most  important  at- 
tributes of  an  animal.  It  is  a well  known 
fact  that  the  ingestion,  absorption,  and  oxi- 
dation of  food  are  the  chief  sources  of 
energy.  Some  energy  appears  as  body  heat; 
this  obeys  all  of  the  laws  of  thermodynamics 
in  its  dissipation.  Some  of  it  goes  into  move- 
ment. Some  goes  into  muscle  tension.  The 
great  variety  of  movements,  both  voluntary 
and  involuntary,  are  the  best  indices  of  one’s 
energy.  Energy  is  undoubtedly  related  in 
some  obscure  way  to  the  brain ; the  electro- 
encephalogram may  eventually  help  us  to 
comprehend  this  relationship.  There  ap- 
pears to  be  some  sort  of  cycle  to  energy, 
perhaps  seasonal  in  a measure,  but 
dependent  upon  other  facts  as  well. 
Richter  and  his  associates  have  measured 
the  energy  release  of  rats.  They  learned 
that  it  is  greatest  in  the  female  during  the 
oestrous  cycle,  that  there  are  peculiar 
rhythms  to  it  not  well  understood  as  yet,  and 
that  a few  types  of  activity  such  as  running, 
burrowing,  nest  building,  etc.,  are  the  out- 
lets for  much  of  this  animal’s  energy.  Each 
animal  differed  from  the  others  with  re- 
gard to  these  energy  outlets ; and  thus  we 
see  that  even  rats  have  great  individual  dif- 
ferences so  far  as  their  energy  is  concerned. 
It  seems  logical  to  suspect  that  the  release 
of  energy,  not  unlike  the  secretion  of  saliva, 
may  be  conditioned  reflexly  to  a certain  ex- 
tent. It  is  dependent  also  upon  recuperative 
processes  such  as  sleep,  rest  habits,  and  eat- 
ing, each  of  which  also  may  be  conditioned  to 
various  stimuli  in  very  subtle  and  insidious 
ways. 

Like  the  rats,  human  beings  show  great 
individual  differences  in  energy.  Attemps  to 
measure  output  of  energy  are  exemplified 
in  basal  metabolism,  thermometry,  and  the 
foot  pounds  of  work  done  (which  is  diffi- 
cult to  estimate).  Growing  out  of  the  varia- 
tions in  energy,  we  have  descriptive  words 
in  our  language  with  varying  implications, 
such  as  lazy,  weak,  vigorous,  energetic,  slow, 
dynamic,  quick,  forceful,  and  others.  The 
ease  with  which  stimuli  may  release  energy, 
even  to  the  point  of  exhaustion,  are  at- 
tributes that  deserve  much  study.  Until  de- 
vices are  found  that  will  measure  various 
attributes  of  energy,  this  vital  aspect  of 
humans  often  will  be  a matter  of  approxima- 


tion affording  so-called  explanation  by 
words. 

Another  characteristic  of  our  living  man 
is  his  conduct  or  behavior,  which  is  nothing 
other  than  the  direction  which  his  energies 
take.  Conduct  and  behavior  have  some 
social  implications,  as  is  well  known. 

Recently  one  entire  and  very  interesting 
symposium  was  devoted  to  factors  determin- 
ing human  behavior.  It  is  noteworthy  that 
the  very  first  contributor  spoke  on  the  in- 
fluence of  the  nervous  system.  The  second 
speaker  brought  forth  examples  to  show 
the  effect  of  hormones  on  conduct,  and  cited 
the  case  of  a man  who,  in  a hypoglycemic 
state,  showed  hunger  and  confusion,  was 
thought  to  be  intoxicated  by  alcohol,  and  was 
treated  in  keeping  with  that  belief.  The 
patient  became  angry  and  thus  released 
adrenalin  into  his  blood  stream.  The  ad- 
renalin in  turn,  freed  sufficient  sugar  from 
the  liver  to  offset  the  hypoglycemic  state, 
thus  bringing  about  his  quick  recovery.  The 
third  address  emphasized  the  growth  of  the 
learning  process  and  the  accumulation  of 
experience.  The  fourth  essayist  spoke  on 
the  hunger  for  food  and  for  reproduction, 
and  the  drive  to  action,  which  I have  al- 
ready touched  on  previously.  The  fifth  con- 
tributor discussed  psychological  strength 
and  weakness,  mobilization  and  retrench- 
ment. Logic,  as  it  affects  behavior,  dealt 
with  clarity,  consistency,  and  adequacy  of 
evidence,  really  a strong  plea  for  the  more 
precise  feeling  for,  and  use  of  language.  The 
effect  of  governments  on  the  behavior  of 
men  is  well  exemplified.  One  needs  but  to 
scan  current  history  to  see  this  principle  in 
action.  And,  finally,  a famous  anthropolo- 
gist discussed  the  influence  of  culture  which 
he  defined  as  the  organized  behavior  of  man. 
The  influence  of  Confucianism  on  Chinese 
life  is  a case  in  point.  Certain  seemingly 
illogical  acts  of  isolated  tribes  were  pre- 
sented. As  an  example  of  how  these  are  no 
less  logical  than  some  things  done  in  civi- 
lized society  I shall  quote  Jung  (Modern 
Man  is  Search  of  a Soul,  p.  172)  : 

“Are  the  ‘collective  representations’  of 
archaic  man  really  profound,  or  do  they 
only  seem  so?  I cannot  answer  this  most 
difficult  of  questions,  but  I can  tell  of  an 
observation  which  I made  among  the  moun- 
tain tribe  of  the  Elgonyi.  I searched  and 
inquired  far  and  wide  for  traces  of  religious 
ideas  and  ceremonies,  and  for  weeks  on  end 
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I discovered  nothing.  The  natives  let  me  see 
everything  and  were  free  with  their  informa- 
tion. I could  talk  with  them  without  the 
hindrance  of  an  interpreter,  f0r  many  of  the 
old  men  spoke  Swahili.  At  first  they  were 
reluctant  enough,  but  when  the  ice  was 
broken,  I was  cordially  received.  They  know 
nothing  of  religious  customs.  But  I never 
gave  up,  and  finally,  at  the  close  of  one  of 
many  fruitless  palavers,  an  old  man  ex- 
claimed: ‘In  the  morning,  when  the  sun 
comes  up,  we  leave  our  huts,  spit  in  our 
hands,  and  hold  them  up  to  the  sun.’  I got 
them  to  perform  the  ceremony  for  me  and 
describe  it  exactly.  They  hold  their  hands 
before  their  mouths  and  spit  or  blow  into 
them  vigorously.  Then  they  turn  their  hands 
round  and  hold  the  palms  toward  the  sun.  I 
asked  them  the  meaning  of  what  they  did 
— why  they  blew  or  spat  in  their  hands.  My 
question  was  futile.  ‘That  is  how  it  has  al- 
ways been  done’,  they  said.  It  was  impos- 
sible to  get  an  explanation,  and  I was  per- 
fectly convinced  that  they  knew  only  what 
they  did,  and  not  why  they  did  it.  They  see 
no  meaning  in  their  action.  They  greet  the 
new  moon  with  the  same  gestures. 

“Let  us  suppose  that  I am  a total  stranger 
in  Zurich  and  have  come  to  this  city  to  ex- 
plore the  customs  of  the  place.  First  I settle 
down  in  the  outskirts  near  some  suburban 
homes,  and  come  into  neighbourly  contact 
with  their  owners.  I then  say  to  Messrs. 
Muller  and  Meyer : ‘Please  tell  me  some- 
thing about  your  religious  customs.’  Both 
gentlemen  are  taken  aback.  They  never  go 
to  church,  know  nothing  about  it,  and 
emphatically  deny  that  they  practice  any 
such  customs.  One  morning  I surprised  Mr. 
Muller  at  a curious  occupation.  He  is  busily 
running  about  the  garden,  hiding  coloured 
eggs  and  setting  up  peculiar  rabbit  idols.  I 
have  caught  him  in  flagrante  delicto.  ‘Why 
did  you  conceal  this  highly  interesting  cere- 
mony from  me?’  I ask  him.  ‘What  cere- 
mony?’ he  retorts.  ‘This  is  nothing.  Every 
body  does  this  at  Eastertime.’  ‘But  what  is 
the  meaning  of  these  idols  and  eggs — and 
why  do  you  hide  them?’  Mr.  Muller  is 
stunned.  He  does  not  know,  and  just  as 
little  does  he  know  the  meaning  of  the 
Christmas  tree.  And  yet  he  does  these 
things.  He  is  just  like  primitive  man.  Did 
the  distant  ancestors  of  Elgonyi  know  what 
they  did?  It  is  highly  improbable.  Archaic 
man  does  what  he  does — and  only  civilized 
man  knows  what  he  does.” 


To  those  interested  in  such  phenomena, 
Frazer’s  Golden  Bough  and  other  similar 
books  give  numerous  examples. 

The  behavior  or  conduct  of  free  man  is 
only  partly  accessible  for  observation,  but 
in  the  course  of  years  much  can  be  gathered 
under  diverse  conditions  that  will  enrich  our 
knowledge  of  the  living  man.  If  there  is  one 
element  as  a factor  in  determining  human 
behavior  that  was  neglected  in  the  previous- 
ly mentioned  symposium,  it  is  the  weather 
and  climate.  One  needs  but  read  the  lives 
of  explorers,  mountain  climbers,  those  who 
have  ascended  in  balloons,  etc.,  to  know  that 
this  factor  cannot  be  ignored.  Perhaps  an- 
other factor  is  the  long  continued  use  of  a 
limited  diet.  It  has  been  said  that,  if  green 
vegetables  could  be  dumped  into  certain 
military-minded  powers  each  spring,  after 
a long,  dreary  winter  without  sunshine,  it 
might  well  avert  war,  or  at  least  reduce  the 
perennial  threats  of  it. 

Emotions,  so  called,  constitute  a large 
chapter  in  the  life  of  our  living  man.  In 
the  descriptions  of  these,  the  use  of  words 
to  attempt  to  convey  meaning  reaches  the 
heights.  This  is  best  illustrated  by  some  ex- 
periences with  students  and  house  officers. 
A mute  catatonic  patient,  on  whom  flexibil- 
itas  ceroa  could  be  shown,  was  merely  placed 
before  a group  of  medical  students  for  five 
minutes,  after  they  had  read  a chapter  in 
a good  textbook  pertaining  to  the  disorder 
before  them.  They  were  asked  to  describe 
the  emotional  state  of  the  patient  as  far  as 
they  could  do  so.  Three  said,  “he  is  all 
wrapped  up  in  himself.”  One  said,  “he  seems 
so  tense  he  can’t  move.”  Another  stated, 
“he  seems  able  to  conceal  his  emotions.”  Still 
another  observed,  “he  seems  so  depressed 
that  nothing  matters.”  One  student  re- 
ported, “he  seems  to  be  dwelling  on  some- 
thing so  intensely  that  he  can’t  get  off  it.” 
One  of  the  students,  who  had  a friend  re- 
sembling the  patient  in  appearance,  said 
that  the  chances  were  the  patient  had  had 
a love  affair  which  had  turned  out  badly 
and  he  had  been,  as  a result,  almost  para- 
lyzed by  the  experience.  Another  student 
observed  that  the  patient  was  in  a pensive 
state,  perhaps  worried  at  times — almost  like 
one  drugged  by  morphine.  Two  other  stu- 
dents said  frankly  they  hadn’t  any  idea  of 
what  subjective  emotions  or  feelings  the 
patient  experienced,  but  noted  that  his  body 
tended  to  stay  in  a fixed  place,  held  immo- 
bile like  a statue. 
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A patient  brought  to  the  hospital  was 
examined  by  several  internes.  One  said  that 
the  patient  would  not  speak.  Another  said, 
she  didn’t  speak.  A third  looked  into  her 
mouth,  saw  an  atrophic  tongue  and  soft  pal- 
ate, and  evidence  of  a far  advanced  bulbar 
paralysis.  He  was,  therefore,  prepared  to 
say  she  could  not  speak. 

Such  experiences  demonstrate  the  need 
for  cultivating  a more  accurate  and  precise 
use  of  language.  Patients  with  subjective 
experiences  may  use  a variety  of  ill  defined 
language  in  trying  to  describe  them.  This 
will  continue  to  be  one  of  the  most  fertile 
fields  for  research  in  order  that  clarity  may 
come  out  of  the  chaos  that  language  and 
personal  experience  conspire  to  produce, 
than  which  there  is  nothing  more  puzzling 
even  to  trained  physicians.  The  physiolo- 
gist may  help  much  in  the  objective  study 
of  emotions. 

There  is  little  doubt  that  emotions  and 
their  precursors  are  highly  and  reflexly  con- 
ditioned also  by  the  events  of  life  which 
are  not  readily  accessible  to  us.  Emo- 
tions undergo  varying  degrees  of  matura- 
tion, differing  from  person  to  person.  They 
seem  also  to  respond  to  a process  of  wear- 
ing out,  of  recession,  even  disappearance, 
which  unfits  a person  for  living  in  an  en- 
vironment to  which  he  has  been  habituated. 
One  of  the  most  unique  emotional  reactions 
that  the  writer  has  learned  about  recently 
is  that  of  a man,  reported  by  Bowman,  who 
had  used  alcohol  all  of  his  life,  and  it  had 
tended  to  make  a naturally  cheerful  man 
somewhat  more  so.  After  the  death  of  his 
wife,  when  he  was  normally  grief-stricken, 
alcohol  intensified  his  grief  so  that  he  had 
to  abandon  its  use.  Strecker  and  Chambers 
have  mentioned  another  exceptional  case  in 
which  the  early  emotional  conditionings 
persisted  to  affect  conduct  in  adult  respon- 
sibilities : 

“A  boy  was  bullied  by  another  boy  at  the 
age  of  eight.  The  bully  was  a physicially  dis- 
tinctive type,  short,  thick-set,  and  red- 
headed. Twenty  years  later,  the  recipient  of 
the  bully’s  tactics,  now  a well-known  banker, 
met  a man  very  similar  to  the  bully  he  had 
known  in  his  youth.  A business  deal  with 
this  man  was  urged  by  the  banker’s  coll- 
eagues, but  the  banker  stubbornly  held  out 
and  refused  to  consummate  the  deal  because 
of  a feeling  of  dislike,  and,  as  was  later 
proved,  an  unjustified  feeling  of  distrust. 


The  banker,  by  refusing  to  enter  the  deal 
which  was  subsequently  shown  to  be  sound, 
lost  the  chance  to  better  his  colleagues  and 
himself.” 

(From  Strecker  and  Chambers — ‘‘Alcohol 
One  Man’s  Meat.”) 

Thus  one  may  see  that  the  training  and 
cultivation  of  emotions  is  a task  for  which 
education  has  done  perhaps  too  little.  Doubt- 
less much  of  the  conditioning,  habituation, 
and  culture  of  emotional  life  belong  to  the 
educational  institution  called  the  home. 

Thinking,  too,  is  a part  of  the  life  of  our 
active,  living  man.  John  Locke  has  well  said, 
‘‘We  should  have  a great  many  fewer  dis- 
putes if  the  world  of  words  were  taken  for 
what  they  are,  signs  of  our  ideas  only,  and 
not  for  things  in  themselves.”  Thinking  im- 
plies a vehicle  in  words.  It  also  implies  ideas. 
It  is  doubtful  if  there  is  much  thinking  with- 
out these  vehicles,  although  many  variations 
and  modifications  of  these  two  are  mistaken 
for  thought.  Thinking  is  a general  term  often 
taken  to  include  talking  or  writing,  or 
meditating,  preoccupation,  even  listening 
and  observing,  mimicry  of  words,  feeling, 
imagining,  remembering,  j u d g i n g,  senti- 
mentalizing, reasoning  by  syllogistic  logic, 
or  otherwise  drawing  deductions.  Accuracy 
is  not  implied  in  the  word  thinking.  Here 
in  this  vital  process,  supposedly  more  dis- 
tinctly human  than  any  other,  there  is  ample 
opportunity  for  making  observations  on  the 
method  and  the  factors  that  are  incorporated 
into  the  process  and  into  the  end  product. 
Wars,  to  say  nothing  of  the  state  of  per- 
sonal relationships,  are  not  infrequently 
determined  by  the  quality  of  thought  of 
those  in  official  responsibility.  Our  libraries 
are  full  of  the  recorded  thoughts  of  all  ages. 
Our  newspapers  give  us  a selected  daily 
sampling.  Governments  proclaim  their 
edicts  as  written  thoughts  called  laws,  which 
may  also  pass  from  person  to  person  as  hear- 
say. People  vary  tremendously,  from  time 
to  time,  in  their  capacity  to  think,  and  in  the 
quality  and  trends  of  thought.  Thoughts  can 
be  painful,  pleasant,  or  without  much  feel- 
ing. The  thinking  process  may  also  give 
distress  akin  to  pain.  Thought,  too,  without 
action  is  a very  sterile  state.  One  may  think 
about  things  of  no  known  material  existence, 
or  one  may  have  aversion  to  thought  about 
anything  that  may  be  called  abstract.  Some 
persons  enjoy  thinking  about  the  unexplored 
fields  of  nature.  Some  of  these  people  are 
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research  workers.  Others  would  be  quite  lost 
in  such  attempts.  Here,  then,  would  seem 
to  be  a fertile  field  for  understanding-  a very 
particular  attribute  of  human  nature;  one 
that  has  great  importance  in  education  and 
in  health.  Thinking  that  departs  too  far 
from  facts  and  truth  approaches  delusion, 
and  the  consequences  of  such  thoughts  may 
be  either  harmless  or  malignant. 

The  ability  to  creat  images  out  of  life’s 
experiences  is  another  attribute  of  our  liv- 
ing man.  People  also  differ  tremendously 
in  this  quality.  Almost  any  of  you  can  imag- 
ine the  sound  of  a certain  bell,  or  the  voice 
of  someone  you  know  well,  or  a picture  of 
the  face  of  Abraham  Lincoln.  Unless  I asked 
you  to  do  these  things,  the  images  would 
have  lain  dormant.  In  this  sense  they  are 
voluntary.  Francis  Galton  studied  this  volun- 
tary process  very  carefully.  He  learned  that 
it  was  most  vivid  in  children,  and  had  de- 
teriorated most  in  members  of  the  Royal 
Society.  Imagery  appears  in  our  dreams,  and 
sometimes  runs  riot  there  as  an  involuntary 
process.  This  confirms  our  suspicion  that 
the  veneer  of  convention,  or  civilization,  if 
you  please,  is  a thin  covering  over  the  primi- 
tive man  that  lurks  in  all  of  us.  There  are 
various  factors,  such  as  alcohol  to  excess,  ex- 
haustion, and  fever  that  modify  our  capaci- 
ty for  imagery.  Spiritualism  seems  to  make 
much  of  the  imagining  attributes  of  people. 
While  it  is  known  that  children  outgrow 
this  tendency  to  vivid  imagery,  it  is  also 
well  known  that  a few  remain  immature  in 
this  respect.  Some  of  these  may  write  fanci- 
ful tales,  perhaps  even  compose  opera,  or 
paint  pictures,  in  which  they  bring  much  of 
themselves  to  their  art;  or,  on  the  other 
hand,  find  themselves  in  dire  need  of  insulin 
shock  therapy.  I had  a patient  once  who 
got  more  satisfaction  out  of  her  hallucina- 
tions than  many  people  get  from  the  radio. 
She  could  work,  and  as  a matter  of  fact,  did 
carry  on  in  this  way  for  years.  And  I know 
of  one  scientist  whose  visualizing  ability  was 
so  great  and  so  vivid  that  he  needed  no 
models  to  prepare  his  inventions. 

We  find  recorded  in  fiction  and  biography 
only  some  of  the  very  interesting  attributes 
of  our  living  man.  We  might  go  on  enum- 
erating his  vital  characteristics,  but  those  I 
have  discussed  sketchily  give  some  idea  of 
the  immensity  of  the  opportunities.  Phycho- 
analysts  have  undoubtedly  contributed  to 
the  understanding  of  the  warp  and  woof  of 
the  living  man. 


Such  a basic  science,  some  aspects  of 
which  I have  tried  to  describe,  will  enable 
us  to  compare  the  living  man  diseased  with 
the  living  man  well  and  in  health.  When 
Virchow,  and  others,  worked  out  details  of 
tissue  pathology  — a very  important  basic 
science — the  contributions  of  pathology  as 
a comprehensive  subject  applying  to  any 
aspect  of  man’s  being  were  incomplete.  Com- 
plementing tissue  pathology,  the  need  for 
functional  pathology  became  apparent.  The 
autopsy  can,  of  course,  throw  light  upon 
certain  functional  disabilities  of  our  living 
man,  and  its  use  is  to  be  most  strongly 
recommended.  Nevertheless,  at  the  necropsy 
table  nothing  may  be  revealed  that  corre- 
lates with  a history  of  excess  or  deficiency 
of  energy,  or  with  conduct  departing  from 
the  accustomed,  even  to  malignant  behavior. 
The  necropsy  offers  little  toward  the  com- 
prehension of  outstanding  changes  in  mood, 
or  profound  disabilities  of  thinking,  or  of 
imagery  that  had  become  involuntary.  One 
might  as  well  try  to  tell  a Republican  from 
a Democrat  by  dissecting  the  body,  includ- 
ing the  brain.  Delusion  in  one  form  or  an- 
other (and  something  very  closely  related 
to  it,  i.e.,  not  believing  the  truth)  are  much 
more  prevalent  in  society  than  is  generally 
realized.  The  biology  of  human  nature 
which  we  have  been  discussing  should  be, 
however,  a fit  collection  of  facts  for  making 
comparisions,  enabling  us  to  decide  the 
criteria  of  health  as  well  as  of  disease.  The 
state  of  health  can  be  a relative  matter, 
too,  since  the  illness  of  one  person,  could  it 
be  engrafted  upon  another,  might  constitute 
pretty  good  health  for  him.  The  biology 
of  human  nature,  and  functional  pathology, 
as  basic  sciences,  should  be  of  the  utmost 
value  to  psychiatry  and  neurology.  More- 
over, it  is  largely  in  a lack  of  proper  com- 
prehension of  these  that  patients  with  med- 
ical and  surgical  diseases  are  at  times  not 
well  understood.  Our  environment,  too,  is 
more  than  bacteria,  parasites,  and  poisonous 
vapors.  It  is  charged  with  social  and  ec- 
onomic factors.  I cannot  refrain  from  quot- 
ing Zimmern:  “The  fact  is,  that  when  a 
human  being  is  placed  in  a thoroughly  un- 
congenial environment — he  is  for  all  practi- 
cal purposes  a sick  man.” 

When  we  in  clinical  psychiatry  come  to 
know  more  about  the  living  man  in  his 
everyday  life,  from  birth  to  death,  together 
with  the  conditions  imposed  by  heritage  and 
by  environment,  we  shall  at  least  have  more 
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factual  and  significant  words  to  use  about 
some  of  our  patients  — and  fewer  opinions. 
In  internal  medicine  and  surgery,  the  au- 
topsy has  illuminated  many  of  the  causes  of 
disease.  In  clinical  psychiatry,  on  the  other 
hand,  life  itself  should  give  us  the  bulk  of 
clues  to  distress  and  disability. 

Long  ago,  as  at  present,  facts  tended  to 
be  rendered  ineffectual  by  opinion.  An  opin- 
ion, handed  down  generation  after  genera- 
tion, has  only  too  seldom  been  interrupted 
by  intelligent  skepticism,  or  subjected  to 
clarity  of  vision.  Morgagni,  Harvey,  John 
Hunter,  Claude  Bernard,  Pasteur,  Welch,  and 
Cushing,  of  our  own  time,  refused  to  be 


satisfied  by  hearsay  and  tested  old  and  new 
ideas  for  validity.  We  have  gone  a long  way 
in  our  knowledge  of  the  brain  since  the 
ancient  Greeks  thought  it  to  be  merely  a 
lubricating  fluid  for  the  eyes.  Centuries 
later,  abnormal  behavior  was  attributed  to 
the  influence  of  the  Devil.  Although  we  have 
rid  ourselves  of  some  delusions  in  regard  to 
the  brain  and  abnormal  behavior,  we  are 
still  groping  in  the  dark  as  to  the  true  causes 
of  many  psychiatric  diseases.  With  vague 
and  imperfect  insight  into  the  truth,  we 
have  taken  refuge  in  words.  It  seems  fitting 
to  conclude  with  the  memorable  last  request 
of  Goethe:  “More  light!” 


A Brief  History  of 

Psychiatric  Education  ** 

Creighton  University  School  of  Medicine 


Doctor  Barta  traces  the  history  of  psychiatric  edu- 
cation at  Creighton  University  School  of  Medicine.  He 
states  that  this  history  is  the  analogue  of  that  in  most 
other  medical  schools  throughout  the  country,  and  that 
the  stimulus  of  the  second  World  War  brought  appre- 
ciation of  psychiatry  to  full  fruition. 

EDITOR 

A third  of  a century  ago  the  late  Adolf 
Meyer  set  up  a comprehensive  program  in 
psychiatry  at  The  Johns  Hopkins  School  of 
Medicine.  This  program,  with  some  mod- 
ifications, was  soon  introduced  into  the  cur- 
riculum at  three  or  four  other  medical 
schools  due  to  the  influence  of  Meyer  and 
of  some  of  his  disciples.  The  rest  of  our 
medical  schools  continued  to  regard  psy- 
chiatry as  a stepchild  of  medicine  until  World 
War  II  reemphasized  its  importance.  Within 
the  past  decade  most  of  our  medical  schools 
have  increased  the  curricular  hours  devoted 
to  psychiatry  until  their  programs  compared 
favorably  with  those  instituted  by  Meyer 
and  his  disciples  so  long  ago. 

The  phenomenal  increase  in  curricular 
hours  devoted  to  psychiatry  in  most  of  our 
medical  schools  since  World  War  II  is  well 
illustrated  by  a brief  review  of  the  Depart- 
ment of  Psychiatry  and  Neurology  at  the 
Creighton  University  School  of  Medicine. 


FRANK  R.  BARTA,  M.D.,  F.A.C.P.,  F.A.P.A. 

Director,  Dept,  of  Psychiatry  and  Neurology, 

The  Creighton  University  School  of  Medicine 
and  Creighton  Memorial  St.  Joseph's  Hospital 
Omaha,  Nebraska 

EARLY  HISTORY 

The  John  A.  Creighton  Medical  College 
began  its  first  session  on  September  27, 

1892,  with  clinical  advantages  greater  than 
those  of  any  other  school  in  the  West,  be- 
cause of  its  close  affiliation  with  the  new 
Creighton  Memorial-St.  Joseph’s  Hospital, 
completed  in  1892.  The  economic  depression 
of  1893  delayed  the  construction  of  the  new 
Creighton  Medical  College  building  — also 
reputed  to  be  the  finest  in  the  West  — until 
1896.  In  the  interim,  classes  were  conducted 
in  the  old  St.  Joseph’s  Hospital  building. 
The  college  was  affiliated,  also,  with  the  old 
Presbyterian  Hospital  in  Omaha,  and  with 
St.  Bernard’s  Hospital  in  Council  Bluffs,  by 

1893.  Since  the  latter  institution  already 
had  one  hundred  beds  devoted  to  the  “in- 
sane,” Creighton  had  ample  clinical  material 
in  psychiatry  before  its  first  students 
reached  their  clinical  years. 

Doctor  S.  K.  Spaulding  was  Creighton’s 
first  “Lecturer  on  Diseases  of  the  Mind 
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and  Nervous  System.”  He  lectured  one  hour 
a week  for  twenty-four  weeks,  and  devoted 
most  of  his  time  to  clinical  neurology.  He 
was  assisted  by  Doctor  F.  E.  Coulter  who 
taught  neuroanatomy.  Doctor  F.  S.  Thomas 
of  St.  Bernard’s  Hospital  joined  the  staff, 
in  1893.  Records  indicate  that  little  time 
was  devoted  to  clinical  psychiatry,  however, 
despite  the  excellent  clinical  facilities  avail- 
able. It  was  not  until  1898,  when  the  cur- 
riculum in  neurology  and  psychiatry  was 
increased  to  a total  of  sixty  to  seventy  hours, 
that  sixteen  hours  of  lecture  and  eight  hours 
of  clinic  were  devoted  to  psychiatry  in  the 
fourth  year.  Two  years  later,  curricular 
hours  numbered  sixty-two  in  the  third  year 
and  sixty-two  in  the  fourth  year.  The  124 
hours  were  fairly  evenly  divided,  though 
neurology  was  still  favored  and  emphasized. 
From  1900  to  1918,  the  curriculum  remained 
essentially  unchanged  at  one  hundred  twen- 
ty-four to  one  hundred  twenty-eight  hours 
except  for  some  variation  in  the  distribution 
of  these  hours  in  the  third  and  in  the  fourth 
year. 

Coulter  succeeded  Spaulding  as  Head  of 
the  Department,  in  1908.  He  in  turn  was 
succeeded  by  Doctor  G.  A.  Young,  in  1913, 
who  in  turn  was  succeeded  by  Doctor  G.  W. 
Dishong,  in  1917.  The  program  of  the  de- 
partment remained  essentially  as  Spaulding 
had  developed  it  in  1900,  however,  until  1918, 
when  it  was  dropped  to  a total  of  thirty- 
two  hours  for  psychiatry  and  neurology 
combined,  while  Doctor  Dishong  was  in  mil- 
itary service  during  World  War  I.  Upon 
Doctor  Dishong’s  return  from  military  serv- 
ice, in  1919,  the  curricular  hours  remained 
at  thirty-two,  but  they  were  increased  to  a 
total  of  sixty-four  hours  for  the  combined 
work  in  clinical  psychiatry  and  neurology 
by  1920.  Two  years  later  the  hours  were 
changed  to  32  in  the  third  year  and  sixty- 
three  in  the  fourth,  a total  of  ninety-five 
hours.  The  curriculum  then  remained  es- 
sentially unchanged  for  ten  years. 

In  1932,  a thirty-two  hour  course  in  med- 
ical psychology  was  introduced  into  the 
sophomore  year.  One  hour  a week  of  con- 
ferences and  recitations  in  neuropsychiatry 
was  given  in  the  junior  year  and  in  the 
senior  year.  There  was  also  a twelve-hour 
course  to  sections  of  the  senior  class  at 
the  school  dispensary,  and  there  were  ap- 
proximately twenty  hours  of  clinics  at  the 
teaching  hospital.  The  curriculum  in  1932 


thus  returned  to  the  128  hours  originally 
arranged  by  Spaulding,  in  1900,  though  the 
courses  were  now  more  effectively  arranged 
for  teaching  purposes,  and  they  clearly  em- 
phasized psychiatry  more  than  neurology. 
No  further  changes  were  made  by  Doctor 
Dishong  up  to  the  time  he  was  succeeded 
as  Head  of  the  Department  by  Doctor  Er- 
nest Kelley,  in  1939. 

Doctor  Kelley  made  no  changes  in  the  cur- 
riculum developed  by  his  predecessor  and 
former  Chief,  until  1947,  though  he  was 
able  to  maintain  the  existing  program 
despite  the  advent  of  World  War  II  with  the 
resulting  depletion  of  the  faculty. 

RECENT  HISTORY 

It  was  the  author’s  good  fortune  to  arrive 
on  the  scene  at  Creighton  in  1946,  together 
with  several  other  neuropsychiatrists  re- 
cently released  from  military  duty.  The 
impetus  of  World  War  II  had  emphasized  the 
importance  of  psychiatry,  and  medical 
schools  throughout  the  country  were  anxious 
to  expand  their  programs.  With  the  addi- 
tional faculty  members  who  arrived  at 
Creighton  in  1946,  Doctor  Kelley  was  en- 
abled to  begin  the  expansion  program.  He 
added  five  courses  in  1947,  and  increased  the 
curricular  hours  to  195.  The  additional  six- 
ty-seven hours  were  all  devoted  to  psychia- 
try, which  now,  for  the  first  time,  mark- 
edly outweighed  neurology  in  importance  in 
the  teaching  curriculum.  Doctor  Kelley’s 
untimely  death,  less  than  two  years  later, 
kept  him  from  guiding  the  department  dur- 
ing the  years  of  expansion  still  to  come  as  a 
result  of  the  ever  increasing  emphasis  on 
psychiatric  teaching  in  medical  schools. 

When  I succeeded  Doctor  Kelley  as  Head 
of  the  Department,  in  1949,  I was  at  once 
able  to  increase  the  curricular  hours  from 
195  to  264,  by  introducing  the  first  full- 
time clinical  clerkship  in  psychiatry  at 
Creighton.  The  following  year  the  curricu- 
lar hours  were  increased  to  376  by  taking 
advantage  of  the  new  $2,500,000.00  Our 
Lady  of  Victory  Psychiatric  Unit  at  Creigh- 
ton Memorial-St.  Joseph’s  Hospital  and  aug- 
menting the  clinical  clerkship,  and  by  intro- 
ducing a one  and  one-half-hour  per  week 
psychosomatic  case  - conference  throughout 
the  senior  year.  Minor  revisions  each  year 
since  then  have  now  brought  the  total  cur- 
ricular hours  to  402,  with  324  hours  devoted 
to  psychiatry  and  78  to  neurology.  It  is  esti- 
mated that  perhaps  twenty  to  thirty  addi- 
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tional  hours  in  clinical  neurology  are  ob- 
tained in  the  psychiatric  courses  offered,  be- 
cause of  the  inevitable  inclusion  of  some 
neurological  cases  on  the  psychiatric  serv- 
ices. The  history  of  the  Department  of 
Psychiatry  and  Neurology  at  Creighton  is 
graphically  represented  in  Fig.  1. 


4-Oi  hr*. 


The  Department  of  Psychiatry  and  Neu- 
rology at  Creighton  is  presently  staffed  by 
eleven  neuropsychiatrists,  all  of  whom  carry 
on  an  active  private  practice  in  addition  to 
their  teaching  assignments.  A twelfth  mem- 
ber recently  has  been  added  as  a full-time 
teacher  in  medical  neurology  and  physical 
rehabilitation,  in  order  to  strengthen  the 
division  of  clinical  neurology. 

The  clinical  facilities  of  the  Our  Lady  of 
Victory  Psychiatric  Unit  at  Creighton  Me- 
orial-St.  Joseph’s  Hospital,  the  clinical  facil- 
ities at  St.  Bernard’s  Hospital  in  Council 
Bluffs,  the  clinical  facilities  of  the  Neuro- 
psychiatric Section  of  the  new  Veterans  Ad- 
ministration Hospital  in  Omaha,  and  the  ex- 
tensive outpatient  facilities  at  the  Medical 
School  Dispensary  insure  far  more  clinical 
material  than  can  be  fully  utilized  in  the 
present  extensive  program  in  psychiatry  and 
neurology.  The  Our  Lady  of  Victory  Unit 
alone,  with  its  ultramodern  facilities  for  140 
patients  fully  available  for  teaching  pur- 
poses, offers  a full  range  of  clinical  material 
on  an  active  service  in  which  the  hospital 
stay  of  each  patient  averages  thirty  days. 
Complete  integration  with  other  medical 
specialties  is  assured  because  the  Psychiat- 
ric Unit  is  part  of  the  general  hospital  with 
all  of  its  facilities  for  consultation  and  serv- 
ice in  all  departments. 


CURRENT  STATUS 
The  current  curriculum  is  as  follows: 

First  Year 

101.  Psychobiology 

A basic  course  designed  to  familiarize  the  stu- 
dents with  the  range,  fluctuation  and  varia- 
bility of  human  behavior.  Conferences  and 
recitations. 

One  hour  a week;  2nd  semester. 

Second  Year 

121.  Psychopathology 

Current  principles  of  psychiatry  are  presented. 
The  outline  of  a psychiatric  case  history  and 
examination  is  described.  Special  features  of 
the  psychopathology  of  childhood  and  old  age 
are  evaluated.  Diagnostic  and  therapeutic 
techniques  are  described.  Lectures  and  con- 
ferences. 

One  hour  a week;  1st  semester. 

122.  Principles  of  Neurology 

A basic  course  emphasizing  the  anatomic  and 
physiologic  background  of  neurological  syn- 
dromes. The  neurological  history  and  ex- 
amination are  described  and  demonstrated  in 
detail.  Lectures  and  demonstrations. 

One  hour  a week;  2nd  semester. 

Third  Year 

141.  Clinical  Psychiatry 

The  etiology,  diagnosis,  treatment  and  prog- 
nosis of  the  psychoneuroses.  Lectures  and 
conferences. 

One  hour  a week;  1st  semester. 

142.  Clinical  Psychiatry 

The  etiology,  diagnosis,  treatment  and  prog- 
nosis of  the  psychoses.  Lectures  and  confer- 
ences. 

One  hour  a week;  2nd  semester. 

144.  Clerkship,  Psychiatry  and  Neurology  (Hos- 

pital) 

At  the  hospitals  of  the  Medical  Center  and 
Associated  Hospitals.  In  addition  to  the  com- 
plete history  and  physical  write-ups  and  the 
daily  ward  rounds,  there  is  a two-hour  clinic 
once  a week  for  the  students  on  the  psychiatric 
sex-vices.  There  is  also  a one-hour  a week 
teaching  clinic  ixx  psychiatry  and  neurology 
for  all  the  students  assigned  to  sex-vices  in 
the  hospitals.  (St.  Joseph’s  and  St.  B.ernax-d’s 
Hospitals). 

200  hours  in  8 weeks  to  sections  of  the  class 
during  the  year. 

145.  Neuiological  Case  Conferences  and  Rounds 
Neurological  case  confei’exxces  and  x-ounds  on 
the  neui'ological  wai’ds  of  the  Veterans  Ad- 
ministi-ation  Hospital  in  Oixxaha. 

24  hours  during  one  semester  (3  hours  per 
week  for  8 weeks). 

Fourth  Year 

162.  Psychosomatic  Case  Conferences  ' 

The  Depai'txxxents  of  Psychiatxy  and  Medicine 
present  selected  cases.  Members  of  other  de- 
partments of  the  School,  the  x-esidexxt  staff  of 
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Creighton  Memorial-St.  Joseph’s  Hospital  and 
social  service  agencies  of  the  city  participate 
to  insure  a complete  evaluation  of  each  case 
presented. 

One  and  one-half  hours  a week  throughout  the 
year. 

164.  Clerkship,  Psychiatry  and  Neurology  (Out- 

patient) 

At  the  Dispensary  of  the  School  of  Medicine. 
Eighteen  or  more  hours  during  the  year. 

165.  Clinical  Neurology 

Etiology,  diagnosis,  treatment  and  prognosis 
of  the  common  neurological  disorders.  Lec- 
tures, conferences  and  clinical  presentations. 
One  hour  a week  throughout  the  year. 

Excellent  integration  with  other  depart- 
ments is  maintained  in  both  hospital  and 
outpatient  clerkship  courses  as  well  as  in 
psychosomatic  case  conferences.  Members 
of  other  departments  participate  in  lectures 
and  demonstrations  of  all  courses  whenever 
feasible.  Additional  courses  are  available 
to  qualified  students  who  already  have  the 
M.D.  degree,  and  who  desire  to  qualify  for 
a graduate  degree  in  the  field  of  psychiatry. 
These  courses  are  available  as  part  of  the 
residency  training  program  in  psychiatry  at 
the  Our  Lady  of  Victory  Psychiatric  Unit 
of  Creighton  Memorial-St.  Joseph’s  Hospital. 

THE  FUTURE 

The  Medical  School  Bulletin  for  the  first 
session  at  the  John  A.  Creighton  Medical 
College,  in  1892,  offered  a one-hour-a-week 
course  in  “Diseases  of  the  Nervous  System” 
for  the  six-month  session.  The  course  was 
described  as  follows: 

“The  course  will  touch  upon  the  prin- 
cipal and  more  recent  topics  of  neuro- 
logical study  and  research.  Particular 
attention  will  be  paid  to  methods  of  ex- 
amination and  diagnosis  in  diseases, 
both  of  the  central  and  the  peripheral 
nervous  system,  also  to  particular  treat- 
ment. In  connection  with  this  subject 
electrotherapeutics  will  receive  promin- 
ent consideration.” 

From  this  humble  beginning.  Doctor  S.  K. 
Spaulding  expanded  the  department  within 
eight  years  (by  1900)  to  an  importance  it 
did  not  exceed  for  forty-six  years.  Thus, 
for  half  a century,  psychiatry  at  Creighton, 
and  most  other  schools  existing  then  and  now, 
marked  time.  In  this  half  century,  Adolf 
Meyer  and  other  pioneers  in  psychiatric  ed- 
ucation began,  before  World  War  I,  to  de- 
termine the  psychiatric  curriculum  which 
was  to  find  its  way  into  most  schools  only 


after  World  War  II  had  reaffirmed  the  im- 
portance of  their  recommendations. 

Psychiatry  is  in  little  danger  of  suffering 
a similar  stalemate  in  the  next  half  century, 
because  it  now  permeates  every  branch  of 
medical  science.  Ultimately  it,  and  most 
other  medical  specialties,  will  sink  back  into 
oblivion  as  a distinct  specialty,  however. 
Most  special  fields  of  medicine  arise  as  a 
result  of  our  ignorance  of  the  subject  matter 
with  which  they  deal,  and  the  need  for  more 
intensive  effort  on  the  part  of  some  physi- 
cians willing  to  devote  their  lives  to  fuller 
understanding  and  more  effective  pro- 
phylaxis and  treatment  of  certain  disorders. 
When  understanding  is  complete,  and  treat- 
ment is  both  simple  and  effective,  the  need 
for  specialists  disappears. 

Present  indications  are  that  the  allergist, 
the  specialist  in  venereal  disease,  and  many 
other  specialists  will  disappear  before  every 
physician  is  also  a psychiatrist.  The  psy- 
chiatrist, too,  will  disappear,  however,  when 
his  knowledge  is  so  complete  and  so  simple 
that  he  can  pass  it  on  to  other  physicians 
and  students  within  a reasonable  period  of 
time. 


SALT  AND  WATER  SEEN  IMPORTANT 
IN  PRE-MENSTRUAL  TENSION 

Studies  in  recent  years  have  shown  that  relief  of 
symptoms  associated  with  pre-menstrual  tension 
may  be  obtained  with  simple  diuretic  measures  as 
well  as  with  injections  of  progesterone,  according 
to  a major  article  in  the  forthcoming  issue  of  Diu- 
retic Review.  (April  issue,  out  m late  April.) 

The  article  is  devoted  to  the  relationship  between 
cyclic  changes  -in  women  and  the  “normal”  fluid 
retention  which  has  been  found  during  both  the 
pre-menstrual  period  and  pregnancy.  It  deals  pri- 
marily with  the  former.  It  explains  that  the  re- 
lationship to  the  ovaries  and  their  hormones  is 
known,  and  that  the  late  Dr.  Robert  T.  Frank  in 
1931  studied  pre-menstrual  tension  and  edema  and 
developed  the  hypothesis  that  hormonal  imbalance 
determines  whether  edema  occurs.  Hormal  imbal- 
ance refers  to  the  ratio  between  the  estrogen  pro- 
duced by  the  ovary  follicles  and  the  progesterone 
produced  by  the  corpus  luteum. 

The  article  points  out  that  the  problem  has  since 
been  studied  intensively  and  more  is  now  known 
about  the  significance  of  the  imbalance.  Secondary 
effects  on  the  secretion  of  adrenal  hormones  affect- 
ing salt  and  water  retention,  and  the  secretion  of 
the  anti-diuretic  hormone  by  the  posterior  pituitary, 
are  considered  two  of  the  consequences. 

In  view  of  the  relatively  benign  nature  of  pre- 
menstrual tension,  relief  has  been  sought  and  found 
by  diuretic  measures,  as  well  as  by  administration 
of  progesterone,  which  involves  a measure  of  risk, 
the  article  concludes. 
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Recent  Changes  in 

Psychiatric  T eaching 


These  authors  trace  the  change  in  attitude  of  pub- 
lic and  profession  toward  mental  illness  from  one  of 
repugnance  and  ridicule  to  one  of  understanding  and 
corrective  action.  This  change  is  reflected  and  par- 
alleled by  the  growth,  reorganization,  and  integration 
of  psychiatric  teaching  in  all  medical  schools. 

EDITOR 

Most  of  us  still  can  remember  the  days 
of  not  too  long;  ago  when  mental  illness,  de- 
pending- on  its  nature  and  severity,  was 
often  regarded  with  horror  and  repugnance, 
or  with  ridicule.  People  seldom  heard  of  psy- 
chiatry. They  did  not  consider  their  per- 
sistent minor  emotional  upsets  to  be  in  any 
way  connected  with  mental  illness,  and  the 
thought  that  some  of  these  symptoms  could 
be  forerunners  of  the  kind  of  difficulties  for 
which  people  were  placed  and  kept  in  state 
institutions  was  hardly  considered.  But  psy- 
chiatry was  being  practiced  to  a certain  ex- 
tent even  if  under  a different  name.  The 
old  family  doctor,  with  his  extensive  knowl- 
edge of  the  patient  — physical,  emotional, 
historical,  and  environmental  — was  often 
called  upon  to  apply  the  wisdom  gained  from 
years  of  experience  and  observation,  and  was 
able  to  unravel  mild  neurosis  and  to  alleviate 
emotionally  induced  physical  symptoms  in 
some  of  his  patients.  His  treatment  was 
often  referred  to  as  “common  sense”  or 
“fatherly  advice.” 

The  advent  of  psychiatry,  and  the  recog- 
nition of  the  fact  that  some  of  these  disturb- 
ing emotional  and  physical  symptoms  may 
be  the  result  of  mental  illness  in  some  de- 
gree, was  received  with  mingled  curiosity, 
skepticism,  alarm,  and  scorn.  This  initial 
attitude  of  doubt  and  hostility  has  slowly 
faded  as  the  public  has  come  to  take  mental 
illness  for  what  it  is  — an  illness  rather  than 
a disgrace  — and  that  it  is  subject  to  treat- 
ment and  cure  like  any  other  kind  of  illness. 
The  observations  and  practices  of  the  old 
family  physician  still  apply  in  a good  many 
cases,  along  with  the  advantages  of  more 
recent  scientific  psychiatric  discoveries. 

Psychiatry,  as  it  was  taught  in  the  older 
days,  was  descriptive  in  nature,  and  was 
oriented  to  advanced  mental  illnes  and  insti- 
tutional practice.  Little  help  was  offered 
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toward  the  recognition  of  early  mental  ill- 
ness, its  etiology,  prophylaxis,  and  treat- 
ment. The  more  common  neuroses,  so  fre- 
quently seen  in  the  every  day  practice  of 
medicine,  were  for  the  most  part  only  men- 
tioned and  described. 

The  treatment  of  diabetes,  for  instance, 
would  be  a disagreeable  practice  indeed  if  it 
were  confined  to  the  treatment  of  gangren- 
ous limbs,  and  so  it  would  be  with  the  prac- 
tice of  psychiatry.  Without  an  understand- 
ing of  how  these  severe  and  disagreeable 
forms  of  a disease  can  take  place  and  how 
they  can  be  treated,  there  would  be  little 
success  and  little  satisfaction  for  either 
patient  or  doctor.  Every  day  we  are  learn- 
ing more  about  various  diseases,  various  or- 
gans, and  about  the  personality.  We  are 
learning  how  personality  and  emotional  dif- 
ficulties lead  to  physical  symptoms  and  per- 
haps also  to  actual  physical  changes.  We 
are  learning  how  these  produce  pecularities 
of  thought  and  of  behavior,  and  how  some 
of  these  peculiarities  interfere  with  the  suc- 
cess of  other  medical  treatment,  or  cause 
“uncooperativeness”  on  the  part  of  the 
patient. 

The  realization  of  the  inter-relationship 
of.  physical  and  mental  health,  the  growth  of 
understanding  of  everyday  forms  of  neu- 
roses, the  bridging  of  the  gap  between  the 
milder  and  the  more  severe  forms  of  mental 
illness,  and  the  partial  eradication  of  the 
stigma  attached  to  mental  illness  have  raised 
the  standards  of  treatment  of  both  physical 
and  mental  illness.  It  is  the  aim  of  cur- 
rent psychiatric  teaching  to  promote  further 
the  integration  of  the  student’s  knowledge 
of  physical  and  emotional  functioning,  and 
thus  to  increase  his  capacity  to  treat  his 
patients  comprehensively. 

At  the  University  of  Nebraska  College  of 
Medicine,  and  at  every  other  medical  school 
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in  this  country,  the  time  devoted  to  psychi- 
atric teaching  in  the  medical  curriculum  has 
increased  remarkably  in  the  past  ten  years. 
The  graph  below  illustrates  this  increase 
at  the  University  of  Nebraska. 

A marked  increase  is  noted  following 
World  War  II,  a stressful  situation  which 
brought  to  our  attention  many  important 
truths  not  previously  recognized.  Screen- 
ing procedures  at  induction  centers  disclosed 
a surprisingly  large  number  of  mentally  ill 
or  emotionally  unfit  young  men.  The  num- 
ber of  psychiatric  casualties  during  the  war 
was  far  beyond  what  most  of  us  had  antici- 


tal  illness  will  never  happen  in  our  family” 
were  brought  to  the  sudden  awareness  that 
the  impossible  had  occurred  — it  had  hap- 
pened in  families  where  it  was  least  expect- 
ed. The  medical  profession  became  much 
more  aware  of  the  inter-relationship  between 
emotional  and  physical  illnesses.  Doctors 
were  actively  recruited  for  rapid  training  in 
physchiatry  to  fulfill  a need  far  in  excess  of 
the  supply.  Doctors  from  various  schools 
compared  notes  on  their  training.  Almost 
all  of  them  felt  inadequately  trained  in  psy- 
chiatry. They  felt  that,  in  their  teaching, 
insufficient  stress  had  been  placed  on  under- 


pated.  An  equally  surprising  number  be- 
came psychiatric  casualties  in  readjustment 
to  civilian  life.  During  the  war  an  apparent 
increase  in  juvenile  delinquency  or  semi-de- 
linquency occurred.  The  bobby  soxers,  vic- 
tory girls,  and  the  boy  gangs  became  prob- 
lems. Marital  casualties  were  greater  and 
the  term  “war  marriage”  was  coined.  So- 
cial and  moral  restrictions  were  relaxed. 
Black  market  activities  flourished  in  the 
hands  of  the  racketeers,  but  also  in  the 
hands  of  the  “honest”  corner  grocer,  and  of 
the  “honest”  consumer  who  patronized  these 
illicit  markets.  The  prewar  equilibrium  was 
thrown  off  balance  in  many  individuals  as 
well  as  in  the  total  society. 

Families  who  stoutly  maintained  “Men- 


YEAR 

standing  people  with  the  common  kinds  of 
abnormal  mental  conditions.  Stress  had,  in- 
stead, been  placed  upon  study  of  those 
people  such  as  were  in  state  institutions. 
Etiology  and  treatment  were  vaguely  de- 
scribed. 

In  the  armed  services,  psychiatry  and 
other  medical  services  worked  more  closely 
and  cooperatively  than  in  the  prewar  years. 
Efforts  were  made  to  educate  the  public, 
the  community,  industry,  and  family  on  how 
to  prevent  psychiatric  casualties  or  how  to 
obtain  treatment  for  them.  Psychiatry,  as 
a specialty  in  medicine,  came  to  be  much 
more  in  demand.  More  young  doctors  than 
ever  before  became  interested  in  specialized 
training  in  psychiatry.  In  1940,  there  were 
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only  401  positions  offered,  in  the  United 
States,  for  residency  training  in  psychiatry. 
In  1951,  this  number  had  increased  to  1,838. 
The  curriculum  of  the  College  of  Medicine 
at  the  University  of  Nebraska  is  keeping 
pace  with  the  national  trend  by  better  cov- 
erage of  the  subject  of  psychiatry. 

CHANGES  IN  THE  MEDICAL  SCHOOL 
CURRICULUM 

The  above  graph  has  indicated  the  in- 
crease in  hours  of  psychiatric  teaching.  The 
270  hours  in  the  1953-54  curriculum  is  divid- 
ed over  the  four  years  as  follows: 

Freshman  Year:  — 24  hours — This  covers 
normal  personality  development  from  infancy 
to  senescence  with  emphasis  on  the  various 
periods  of  stress  such  as  early  childhood, 
puberty  and  adolescence,  the  menopause,  and 
old  age.  It  covers  the  relationship  of  person- 
ality development  to  physical  development 
and  changes,  and  it  is  expected  that  this  will 
help  to  keep  the  student  aware  that  he  will 
be  dealing  with  total  living  patients  rather 
than  non-living  structures  or  diseased  parts. 

Sophomore  Year:  — 36  hours  — Mental 
illness  from  the  clinical  standpoint  is  de- 
scribed. The  course  is  a continuation  from 
the  Freshman  course  and  covers  the  descrip- 
tion of  various  illnesses,  historical  back- 
ground of  psychiatry,  interviewing,  history 
taking,  and  mental  examination.  It  prepares 
the  student  for  the  Junior  year  clerkship  in 
psychiatry. 

Junior  Year:  — 150  hours — Here  is  where 
a major  increase  has  occurred.  In  1952, 
the  new  course  in  “Psychosomatic  Medicine” 
was  added.  In  the  six-week  service  on  the 
psychiatric  clerkship  at  the  Nebraska  Psy- 
chiatric Institute,  more  organization  of  clerk- 
ship work  with  patients,  and  a closer  super- 
vision have  been  provided.  Until  the  new 
building  is  completed  there  is  still  a short- 
age of  material,  but  at  present  the  most  is 
being  made  of  what  is  available  to  provide 
experience  in  clinical  examination  and  in  the 
correlation  of  mental  findings  with  histor- 
ical, environmental,  physical,  neurological, 
and  laboratory  findings.  The  student  has 
opportunity  to  learn  about  diagnosis,  treat- 
ment, and  prognosis,  by  direct  experience 
with  patients.  He  comes  into  contact  with 
ancillary  personnel,  psychologists,  social 
workers,  and  learns  about  their  methods  as 
correlated  with  the  methods  of  the  psychia- 
trist. The  functions  of  a general  practition- 


er in  relation  to  the  mentally  ill  patient  are 
given  particular  attention,  because  he  is 
usually  the  first  to  see  the  patient  and  may 
be  the  only  doctor  to  treat  him. 

Senior  Year:  — 60  hours — A weekly  clinic 
in  comprehensive  medicine  in  which  psychi- 
atric problems  such  as  the  general  practition- 
er would  encounter  are  presented  together 
with  general  discussion.  Students  spend 
eight  weeks,  one  afternoon  per  week,  in  the 
psychiatry  dispensary  service  and  gain  ex- 
perience in  the  diagnosis  and  treatment  of 
the  psychiatric  outpatient  cases,  both  adult 
and  juvenile. 

CHANGES  IN  FACULTY  AND  FACILITIES 

Without  an  increase  in  the  psychiatric 
teaching  staff,  these  changes  in  curriculum 
would  not  be  possible.  There  are  now  six- 
teen psychiatrists  on  the  teaching  faculty 
of  whom  two  are  full  time,  two  are  part 
time,  and  twelve  are  volunteers.  Of  this 
number,  ten  are  accredited  by  the  American 
Board  of  Psychiatry  and  three  expect  to  be 
accredited  in  the  near  future.  Four  years 
ago  there  was  not  one  full  time  member  of 
the  department,  and  between  1948  and  1950, 
only  one  part  time  member.  The  entire  fac- 
ulty is  actively  interested  in  a progressive, 
dynamic  teaching  program.  The  students 
today  have  much  more  opportunity  for  su- 
pervision of  their  psychiatric  work  than  ever 
before. 

ARE  THESE  CHANGES  JUSTIFIED? 

If  these  changes  result  in  helping  our  med- 
ical students  to  become  better  doctors,  then 
the  answer  is  obviously  “yes.”  We  consider 
that  the  goals  of  our  psychiatric  teaching 
shall  include,  among  other  achievements,  the 
attainment  of  the  following.  The  graduate 
Doctor  of  Medicine  shall,  as  a physician  in 
any  phase  of  medical  practice,  have  an 
awareness  of  the  patient  as  a totally  func- 
tioning person  whose  feelings  and  emotions 
are  constantly  interacting  with  all  of  his  bio- 
logical processes.  He  shall  be  aware  that 
any  disease  involving  a part,  or  any  treat- 
ment applied  to  a part,  will  have  some  ef- 
fect, major  or  minor,  upon  all  other  parts 
and  thus  on  his  totality.  More  specifically 
related  to  the  emotional  or  psychiatric  as- 
pects of  the  person  consulting  him,  he  shall 
be  able  to  distinguish  diseases  which  are  pri- 
marily on  an  emotional  basis  from  those 
which  are  primarily  on  an  organic  basis. 
He  shall  understand  that,  within  certain 
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limits,  he  can  adequately  treat  the  patient 
on  an  emotional  basis,  and  also  that  beyond 
those  limits  he  must  refer  the  patient  to  a 
specialist  in  psychiatry.  He  will  realize  and 
perceive  the  patient’s  fear  and  resistance 
to  psychiatric  treatment,  and  be  able  to  re- 
assure him  and  to  explain  satisfactorily  the 
reason  for  such  a referral  so  as  to  help  the 
patient  approach  psychiatric  treatment  with 
an  attitude  as  positive  and  as  constructive 
as  possible.  He  will,  in  the  same  manner, 
be  able  to  relieve  the  anxiety  and  fear  of 
the  family  so  as  to  enlist  their  constructive 
support  and  cooperation.  He  will  be  able 
to  communicate  meaningfully  with  the  psy- 


chiatrist at  the  time  of  referral  and  at  the 
time  the  patient  is  referred  back  to  him  for 
follow-up  care. 

If  these  goals  are  better  achieved  by  the 
above  described  changes  in  teaching  psychia- 
try in  the  medical  school,  then  there  is  just- 
ification for  these  changes.  There  has  been 
an  obvious  need  for  a more  comprehensive 
knowledge  of  medicine  than  that  taught  in 
medical  schools  of  the  past.  How  well  these 
changes  meet  the  need  will  have  to  be  de- 
termined by  the  performance  of  our  grad- 
uates in  the  care  of  patients. 


Developments  in 

Nebraska  State  Hospitals 


This  author  recites  a brief  history  of  the  develop- 
ment of  our  state  hospitals,  stressing  the  slow  change 
from  the  purely  custodial  institution  to  one  devoted 
to  early,  intensive  treatment.  He  mentions,  favorably, 
the  growth  of  the  outpatient  clinic.  Monetary  savings, 
as  well  as  redemption  of  the  unhappy,  non-productive, 
socially  burdensome  person  becomes  increasingly  pos- 
sible as  these  changes  progress. 

EDITOR 

Nebraska’s  three  state  hospitals  came  in- 
to existence  in  the  late  1870’s  and  1880’s. 
Previous  to  this  time,  mental  patients  were 
farmed  out  to  Iowa,  and  were  cared  for  in 
their  state  hospitals. 

There  was  a constant  growth  in  population 
in  Nebraska  from  the  time  it  was  a territory 
up  through  statehood,  until  the  early  1930’s. 
From  1930  on,  there  has  been  a constant 
state  population.  There  has  been  a shift  of 
population,  within  the  state,  from  the  farms 
to  the  cities.  Paralleling  this  growth  of  state 
population,  there  was  a growth  of  state  hos- 
pital population  until,  in  1933,  the  state  had 
a population  of  1,250,000  people,  and  the 
three  state  hosiptals  had  a census  of  3,738. 
Now,  twenty  years  later,  there  is  a patient 
census  in  the  three  state  hospitals  of  4,579. 

In  the  early  life  of  the  state  hospitals, 
patients  were  received  only  by  commitment. 
With  increasing  knowledge  of  mental  illness, 
and  with  the  awareness  that  people  could 
recover  from  their  mental  illnesses,  there 
occurred  a swing  towards  a little  more  em- 
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phasis  on  therapy  and  towards  getting  the 
patients  into  the  hosiptal  earlier.  This 
movement  in  Nebraska  began  to  take  place 
in  the  early  1930’s.  The  statutes  were 
changed  in  order  to  allow  patients  to  enter 
the  state  hosiptals  on  a voluntary  basis. 
This  encouraged  patients  to  come  in  earlier. 
As  a result  of  earlier  care,  the  length  of 
hospitalization  was  shortened.  This  process 
has  been  encouraged  for  those  who  could 
not  afford  private  psychiatric  care,  and  has 
been  one  of  the  most  important  features  in 
shortening  the  average  hospital  stay. 

This  first  fifty  years’  history  of  state 
hospitals  could  be  summed  up,  roughly,  as 
having  a feudal-state  philosophy.  The  in- 
stitutions were  relatively  self-contained,  and 
took  pride  in  not  being  dependent  on  the 
community.  In  general,  they  held  them- 
selves aloof  from  communities.  The  superin- 
tendents, doctors,  and  keepers,  as  they  were 
called  in  those  days,  all  lived  on  the  institu- 
tion’s grounds.  They  made  excursions  into 
the  nearby  towns  much  as  a group  of  serfs 
might  do  from  the  Lord’s  castle.  In  general, 
the  superintendents  were  benign  and  ruled 
as  benign  monarchs. 

In  1913,  some  change  was  made  in  the 
situation  following  the  development  of  the 
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Board  of  Control  which  took  the  state  hos- 
pitals out  from  under  direct  political  con- 
trol. For  some  twenty  years  after  the  Board 
of  Control  became  the  governing  body,  the 
hospitals  still  remained  self-contained  units 
with  only  supervisory  and  policy  matters  be- 
ing handled  by  the  Board  of  Control.  In  the 
middle  1930?s,  the  Board  of  Control  became 
more  of  a governing  body,  and  relied  less 
on  the  hospitals’  superintendents.  Since  the 
Board  of  Control  was  composed  of  laymen 
(sometimes  good,  sometimes  bad),  there 
were  ups  and  downs  in  the  development  of 
the  approach  to  therapy. 

Since  the  second  World  War,  and  the  re- 
turn to  civilian  status  of  a large  group  of 
physicians  who  had  become  aware  of  the 
mass  problem  of  mental  illness,  there  was 
an  upsurge  in  effort  to  change  the  fuedal 
custodial  character  of  our  three  state  hos- 
pitals. More  emphasis  was  now  being  placed 
on  treating  the  patient  and  getting  him  back 
to  his  community.  This  tended  to  decrease 
the  size  of  the  hospital  population.  Overall 
decrease  in  population  did  not  take  place, 
however,  because,  side  by  side  with  the  above 
tendency  was  another  overall  movement  of 
the  population  that  tended  to  shift  the  re- 
sponsibility for  the  older  age  group.  Con- 
sequently the  hospitals  became  burdened 
with  senile  persons  who  previously  would 
not  have  entered  the  hospital.  This  move- 
ment was  noted  by  a few  people,  but  not  by 
a sufficient  number  to  take  adequate  steps 
to  handle  it. 

Some  work  was  done  with  the  senile  group, 
on  an  experimental  basis,  to  see  if  they  could 
not  be  brought  to  the  hospitals  earlier  in 
the  course  of  their  illnesses,  and  then  re- 
turned to  their  communities.  This  experi- 
mental work  met  with  sufficient  success  to 
indicate  that  the  senile  problem  was  not  in- 
surmountable. During  this  same  period,  ex- 
perimental work  was  done  with  chronic 
schizophrenics,  giving  them  more  intensive 
treatment,  and  it  was  found  that  they  also 
could  be  returned  to  the  community  in  suf- 
ficient numbers  to  warrant  the  additional 
cost  of  intensive  therapy. 

As  a part  of  of  the  conversion  to  therapy- 
environment  instead  of  custodial  environ- 
ment, the  hospitals  changed  from  the  feudal 
type;  the  employees  were  encourged  to  be- 
come part  of  the  community,  and  to  live  in 
the  community  rather  than  at  the  hospitals. 
Today,  less  than  250  of  the  1,400  state  hos- 


pital employees  live  on  the  institution 
grounds.  This  has  resulted  in  a more  stable 
type  of  employee.  The  effects  of  this  are 
seen  in  a healthier  environment  for  the 
patients,  and  in  increasing  rapidity  in  turn- 
over, or  shortening  of  hospital  stay. 

Another  move  was  made  by  the  legislature, 
since  World  War  II,  making  is  possible  to 
enter  the  state  hospital  on  certification  by 
two  physicians,  licensed  to  practice  psychia- 
try in  the  State  of  Nebraska.  This  statute 
became  useful  for  those  patients  who  were 
partially  competent,  but  who,  if  left  to  their 
own  devices,  would  not  take  any  action  to- 
ward getting  treatment.  It  shortened  the 
length  of  time  the  patient  was  sick  before 
treatment,  and  resulted  in  a shorter  hospital 
stay. 

The  outpatient  clinic  movement  in  Nebras- 
ka state  hospitals  began  in  the  early  1930’s. 
It  was  found  to  be  successful.  Its  use  made 
it  possible  for  people  who  could  not  afford 
private  psychiatric  care  to  obtain  it,  and 
thereby  to  escape  hospitalization,  in  many 
instances.  The  outpatient  clinic  also  made  it 
possible  for  patients  to  be  discharged  from 
the  hospital  earlier,  and  to  return  for  after 
care. 

The  trends  in  the  three  Nebraska  state 
hospitals,  at  this  time,  are  along  the  follow- 
ing lines  : 

1.  A therapy  environment  which  is  fost- 
ered by  more  of  our  hospital  emuloyees, 
particularly  physicians,  nurses,  and  aides 
living  in  the  community  and  becoming  citi- 
zens of  their  communities. 

2.  An  emphasis  on  the  patient’s  return 
to  his  home  community  as  soon  as  he  can 
make  an  adjustment. 

3.  The  increased  use  of  outpatient  facil- 
ities to  shorten  his  hospital  stay,  to  give  him 
after  care,  and  to  help  stabilize  the  patient 
when  he  returns  to  his  community,  in  order 
that  the  readmission  rate  may  be  lowered. 

4.  A better  trained  and  more  qualified 
staff  of  psychiatrists,  psychologists,  nurses, 
and  aides  is  employed. 

5.  In-training  programs  are  being  car- 
ried out  all  down  the  line,  from  the  psychia- 
tists  though  the  aides  and  the  mess  at- 
tendants. 

6.  The  development  of  adequate  social 
service  departments  to  facilitate  after  care, 
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and  furnish  information  and  training  for 
families  of  patients.  This  makes  an  easier 
transition  from  the  hospital  to  the  com- 
munity. 

7.  The  development  of  occupational,  rec- 
reational, and  music  activities  on  a therapy 
basis  in  fact  rather  than  in  theory.  This  part 
of  the  program,  to  be  carried  out  efficiently, 
must  have  trained  aides  under  close  psychi- 
atric supervision. 

To  accomplish  the  above  movement  from 
a custodial  to  a therapy-type  hospital,  will 
require  an  increase  in  operational  costs.  The 
bulk  of  the  increase  will  be  for  salaries.  To 
carry  out  the  program  as  outlined  above,  the 
cost  will  entail  an  addition  of  $1,250,000  per 
year  to  what  the  hospitals  are  now  spending. 
This  $1,250,000  will  not  be  an  additional 
cost  to  the  taxpayer,  however.  Nebraska  has 
been  adding  additional  beds  to  its  hospital 
system  at  the  rate  of  fifty  per  year  for  the 
past  twenty  years  during  which  time  the 
population  of  the  state  has  not  increased. 
The  cost  is  $10,000  per  bed.  In  addition  to 
the  above  $500,000  we  are  spending  for  beds, 
we  are  taking  care  of  those  fifty  additional 
patients  each  year  at  the  rate  of  $1,058.50 
each,  per  year.  In  addition  to  the  above 
cost  there  is  direct  relief  and  Aid  to  De- 
pendent Children  to  families  of  patients 
who  are  sent  to  the  hospital.  In  addition  to 
the  above,  there  would  be  a saving  of  opera- 
tional costs  at  the  rate  of  $1,058.50  per  year, 
per  patient,  which  could  be  made  and  we 
hope  will  be  made,  when  we  send  patients 
home  who  have  been,  and  are  now  being 
treated  as  custodial  cases. 

A survey  within  the  last  year  in  one  of  the 
three  state  hospitals  shows  that  twenty  per 
cent  of  the  hospital  population  could  be  re- 
turned to  the  community  if  treated  inten- 
sively. Of  these:  5 per  cent  could  become 
totally  self-supporting;  5 per  cent  partially 
self-supporting ; 5 per  cent  could  be  self-sup- 
porting for  a period  of  time ; and  approxi- 
mately 5 per  cent  would  require  some  kind 
of  supervisory  care.  Since  the  state  hospital 
census,  at  the  present  time,  is  4,500,  we  have 
a group  of  900  patients  who  could  be  sent 
out  within  a twelve  to  twenty-four-month 
period.  We  would,  therefore,  have  another 
saving  to  the  state  in  operational  costs  of 
$952,650  with  this  group  of  patients. 

Summarizing  the  above  trends  in  the 
state  hospital  system,  we  have  a movement 


from  feudal  custodial  hospitals  to  treatment 
centers.  The  trend  is  slow;  it  is  dependent 
upon  the  support  which  can  be  gained  from 
the  people  of  Nebraska.  This  support  will 
come  only  when  the  people  of  Nebraska 
realize  it  is  possible.  The  people  will  realize 
it  is  possible  only  when  we  send  patients 
home  with  shorter  hospital  stays. 

The  problem  is  the  same  that  faced  the 
general  hospitals  fifty  years  ago.  At  that 
point  in  the  history  of  hospitals,  physicians 
had  difficulty  in  persuading  patients  to  go 
to  the  hospital.  The  patient’s  cry  was  “I’ll 
die  if  I go  to  the  hospital”.  This  was  too 
often  true.  As  our  medical  science  has  be- 
come more  efficient,  and  patients  have 
learned  that  their  best  chance  of  remaining 
alive,  well,  and  happy  is  to  go  to  the  hospital, 
we  have  now  developed  situations  in  which 
it  is  almost  impossible  to  keep  the  patient 
out  of  the  hospital  when  he  becomes  sick. 

Until  1903,  there  was  a sign  over  the 
gate  of  the  Hastings  State  Hospital;  “Ne- 
braska Asylum  for  the  Incurably  Insane”. 
During  the  last  biennium  the  Hastings  State 
Hospital  discharged  1,252:  55  per  cent  of 
them  with  less  than  three  months’  hospitali- 
zation ; 95  per  cent  of  them  with  less  than 
twelve  months’  hospitalization.  This  included 
105  out  of  255  patients  who  entered  the  hos- 
pital when  over  sixty-five  years  of  age. 

We  have  come  a long  way  in  fifty  years. 
We  still  have  a long  way  to  go. 


DOCTOR,  AGE  95,  IN  PRACTICE  75  YEARS 

Recently  a Winchester  (Virginia)  Evening  Star 
story  claimed  that  88-year-old  E.  C.  Stuart,  Sr., 
of  Winchester,  has  practiced  medicine  longer — 66 
years — than  any  other  physician  now  living  in  the 
United  States. 

Apparently  Dr.  Stuart  is  just  a youngling,  for 
Dr.  Harold  Swanberg,  Qunicy,  Illinios,  writes  that 
the  Adams  County  (Illinois)  Medical  Society  claims 
Dr.  Edmund  B.  Montgomery  is  95  years  old  and  has 
practiced  medicine  for  75  years. 

Dr.  Montgomery,  whose  life  story  will  appear  in 
the  January  issue  of  the  Mississippi  Valley  Medical 
Journal,  was  born  in  1858,  was  graduated  from 
Jefferson  Medical  College  in  1878,  and  still  main- 
tains an  office  in  Quincy,  where  he  began  practicing 
in  1878.  He  has  been  a member  of  the  Illinois 
State  Medical  Society  since  1879.  He  enjoys  fairly 
good  health  and  attends  medical  meetings.  He 
attended  the  meeting  of  the  Mississippi  Valley  Medi- 
cal Society  in  Springfield,  Illinois,  last  September, 
and,  last  June,  was  given  an  honorary  degree  at 
the  Jefferson  Medical  College  when  he  attended  the 
annual  commencement  services  in  Philadelphia. 
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The 


Nebraska  Psychiatric  Institute 


The  author  provides  a clear-cut  idea  of  the  char- 
acter and  functions  of  the  Nebraska  Psychiatric  Insti- 
tute as  related  to  treatment,  training,  and  research  as 
well  as  its  relationship  to  the  College  of  Medicine  on 
one  hand,  and  to  the  state  institutions  on  the  other. 

He  stresses  a new,  effective,  yet  economical  type  of 
care  to  be  provided  for  a group  of  patients  designated 
as  "day-patients". 

EDITOR 

The  Nebraska  Psychiatric  Institute  is  a 
teaching,  research,  and  intensive  treatment 
hospital,  operated  jointly  by  the  Nebraska 
Board  of  Control  and  the  University  of  Ne- 
braska Board  of  Regents.  It  was  established 
in  1948  under  a state  statute  which  author- 
ized an  interchange  of  facilities  among  the 
Nebraska  state  hospitals  and  the  University 
of  Nebraska  College  of  Medicine  for  teach- 
ing and  treatment  purposes.  The  Institute 
is  temporarily  housed  in  the  Douglas  County 
Hospital  in  Omaha. 

On  July  2,  1952,  the  Board  of  Control 
and  the  Board  of  Regents  entered  into  a 
joint  agreement  to  construct  and  operate  a 
modern  psychiatric  facility  on  the  campus 
of  the  University  of  Nebraska  College  of 
Medicine.  The  Nebraska  Hospital  Advisory 
Committee  and  the  Nebraska  Department  of 
Health  agreed  to  share  one  third  of  the 
construction  cost,  the  remaining  two  thirds 
to  be  shared  equally  by  the  Board  of  Con- 
trol and  the  Board  of  Regents.  This  facility, 
now  under  construction  on  a site  just  west 
of  the  Children’s  Hospital  on  the  campus 
of  the  College  of  Medicine,  will  be  completed 
this  year  and  ready  for  occupancy  next 
January. 

The  building  encompasses  93,000  square 
feet  and  approximately  one  half  of  this  area 
is  devoted  to  patient  services.  The  remaind- 
er consists  of  teaching,  laboratory,  and  ad- 
ministrative areas.  Treatment  facilities  will 
be  provided  for  inpatients,  outpatients,  and 
day-patients.  Separate  and  special  provis- 
ions have  been  made  for  children,  adults, 
and  the  aged.  Use  will  be  made  of  various 
teaching  aids  such  as  one-way  mirrors,  wired 
television,  and  other  special  observation  de- 
vices. There  will  be  a total  of  96  beds — 60 
for  adults,  10  for  geriatric  research,  and  26 
for  children.  The  adult  inpatient  service  has 
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been  so  arranged  as  to  accomodate  simultan- 
eously all  types  of  mental  disorders,  and 
contains  a special  therapy  wing  with  provis- 
ions for  every  known  type  of  psychiatric 
therapy.  The  ten-bed  geriatric  research  ward 
is  set  apart  from  the  other  inpatient  serv- 
ices so  that  it  may  function  as  a self-con- 
tained unit.  The  children’s  inpatient  service 
will  operate  in  close  conjunction  with  the 
children’s  outpatient  and  day-patient  serv- 
ices, and  will  provide  Nebraska  with  its  first 
facility  for  the  complete  study  and  treat- 
ment of  emotionally  disturbed  children.  The 
children’s  and  adults’  outpatient  services 
have  been  developed  with  the  view  of  treat- 
ing an  increasing  number  of  patients,  pro- 
viding an  opportunity  for  the  training  of 
medical  students,  residents,  psychologists, 
and  psychiatric  social  workers.  A new  fea- 
ture, the  day-patient  service,  will  accomo- 
date patients  who  are  too  sick  for  ordinary 
outpatient  treatment  and  yet  do  not  need 
twenty-four-hour  hospitalization.  This  will 
be  one  of  the  first  hospitals  in  the  world 
designed  to  incorporate  such  provisions.  Day- 
patients  come  to  the  hospital  after  break- 
fast and  leave  before  supper.  Experience 
here,  in  Montreal,  and  in  other  places  has 
clearly  shown  that  this  is  an  efficient,  eco- 
nomical procedure.  The  cost  is  only  about 
40  per  cent  of  that  for  inpatient  care  but  a 
full  therapeutic  regimen  is  provided. 

The  new  Institute  has  been  designed 
especially  to  meet  the  requirements  of  its 
three  missions : training,  treatment,  and  re- 

•search.  These  functions  are  closely  inter- 
related and  constitute  simultaneous,  over- 
lapping activities  in  the  prevention  and  care 
of  mental  illness.  Instruction  in  clinical 
medicine  requires  that  there  be  patients  un- 
dergoing diagnosis  and  treatment.  Satisfac- 
tory instruction  demands  that  this  diagnosis 
and  treatment  be  of  a high  level.  Thus,  the 
individual  patient  in  the  active  teaching  hos- 
pital benefits  from  superior  care.  Clinical 
research  has  as  its  goal  improvement  of 
existing  diagnostic  and  therapeutic  proced- 
ures, discovering  new  techniques  of  therapy, 
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and  uncovering  causes  of  illness.  These  ac- 
tivities lead  to  improved  methods  of  caring 
for  the  mentally  ill. 

The  Nebraska  Psychiatric  Institute  is  the 
principal  neuropsychiatric  facility  of  the  De- 
partment of  Neurology  and  Psychiatry  of  the 
University  of  Nebraska  College  of  Medicine. 
By  virtue  of  this  relationship,  all  clinical, 
teaching,  laboratory,  and  research  facilities 
are  coordinated  with  the  Institute.  Emphasis 
is  placed  upon  intensive,  rapid  treatment 
for  early  cases  of  mental  illness.  However, 
some  mental  cases  of  every  type  and  degree 
will  be  treated  in  order  to  provide  a wide 
range  of  experience  for  the  various  students 
under  instruction,  and  for  research  purposes. 
Case-material  will  continue  to  be  drawn  from 
the  entire  State  of  Nebraska  with  selection 
of  patients  for  the  Institute  based  primarily 
on  the  adjudged  teaching  and  research  value. 
Obviously,  the  limited  number  of  beds  and 
the  purposes  of  the  Institute  will  not  permit 
long-term  or  cutodial  care. 

During  the  previous  biennium  a total  of 
572  patients,  ranging  in  age  from  3 to  74 
years,  and  coming  from  36  different  coun- 
ties, was  treated  at  the  Nebraska  Psychiat- 
ric Institute.  Since  the  opening,  in  1948,  a 
total  of  1,916  patients  has  been  treated.  Only 
73  of  this  number,  or  less  than  four  per  cent, 
required  transfer  to  a state  hospital.  This 
dramatically  demonstrates  the  value  of  early, 
comprehensive  treatment,  and  justifies  Ne- 
braska’s investment  in  a teaching  and  train- 
ing program  aimed  toward  providing  our 
state  with  an  adequate  number  of  people  in 
the  various  categories  of  professional  per- 
sonnel needed  for  private  and  public  mental- 
health  activities. 

The  Psychiatric  Institute  now  has  training 
programs  for  psychiatrists,  psychologists, 
psychiatric  aides,  and  psychiatric  social 
workers.  These  programs  will  be  expanded 
and  others  added  with  the  opening  of  the 
new  building.  Additional  courses  are  being 
developed  for  the  training  of  nurses  on  the 
graduate  level,  occupational  therapists,  group 
and  recreational  workers,  and  electroencepha- 
lographic  technicians.  The  Institute  now  of- 
fers a fully  approved  three-year  training- 
program  for  psychiatric  residents,  and  a 
five-year  plan,  designed  primarily  for  the 
state  hospitals,  in  which  the  physician  gets 
part  of  his  training  in  a state  hospital  and 
part  in  the  Institute.  Beginning  July  1, 
fellowships  of  fourth  and  fifth  year  train- 
ing will  be  offered.  Student  nurses  from 


three  affiliated  hospitals  receive  13  weeks 
of  their  training  at  the  Institute.  This 
will  be  expanded  to  include  other  hospit- 
als with  the  opening  of  the  new  build- 
ing. Two  years  ago  a program  was  de- 
veloped for  the  training  of  psychiatric 
aides.  An  intensive  four-month  course,  it 
is  designed  to  give  the  trainee  an  under- 
standing of  the  mental  patient  and  an  ability 
to  carry  out  efficiently,  humanely,  and  eco- 
nomically his  role  in  the  treatment  program. 
This  is  one  of  the  few  courses  of  its  sort 
being  given  by  a medical  college.  Two  types 
of  internship  are  offered  for  clincal  psycho- 
logists. In  one,  the  intern  spends  a full  year 
at  the  Institute,  and  in  the  other,  he  spends 
six  months  at  Norfolk  State  Hospital  and 
six  at  the  Institute.  In  cooperation  with  the 
Graduate  School  of  Social  Work  of  the  Uni- 
versity of  Nebraska,  a program  for  training 
in  psychiatric  social  work  has  been  develop- 
ed. 

Teaching  and  training  on  the  postgrad- 
uate level  will  be  an  important  function  of 
the  new  Institute.  Short  seminars  and  longer 
courses  will  be  held  for  general  practitioners, 
internists,  pediatricians,  and  others.  Similar 
postgraduate  work  will  be  offered  to  nurses 
and  social  workers.  A program  of  public  ed- 
ucation for  non-medical  persons  such  as 
teachers,  ministers,  welfare  workers,  and 
lawyers  will  also  be  included. 

The  close  affiliation  of  the  Nebraska  Psy- 
chiatric Institute  with  the  College  of  Medi- 
cine and  with  our  state  hospitals  provides 
an  unusual  opportunity  for  research.  It  is 
obvious  that  greater  efforts  must  be  made 
to  develop  improved  methods  of  diagnosis 
and  treatment  of  mental  disorders.  However, 
the  combined  federal  and  private  funds  avail- 
able annually  for  psychiatric  research 
amount  to  only  3.9  cents  per  citizen,  less 
than  is  being  expended  for  any  other  major 
medical  problem.  The  Institute  will  have  a 
Research  Chief  who  will  direct  its  research 
program  and  develop  and  coordinate  those 
of  the  state  hospitals.  Special  attention  will 
be  directed  toward  the  problems  of  children 
and  of  the  aged. 

The  opening  of  the  new  Nebraska  Psychia- 
tric Institute  keeps  pace  with  the  other  de- 
velopments underway  at  the  University  of 
Nebraska  College  of  Medicine.  In  addition, 
it  should  provide  inspiration  and  impetus  to 
the  establishment  of  an  adequate  program 
for  the  prevention  and  treatment  of  mental 
illness  in  the  state  of  Nebraska. 
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Central  Nebraska 


Mental  Hygiene  Clinic: 

A Psychiatric  Service  For  Out-State  Nebraska 


GEORGE  J.  LYTTON,  M.D. 

Hastings,  Nebraska 

The  Central  Nebraska  Mental  Hygiene 
Clinic,  a general  purpose  psychiatric  out- 
patient Clinic,  was  established  July  1,  1951, 
as  a joint  cooperative  venture  by  the  Board 
of  Control  and  the  Hastings  Association  for 
the  Advancement  of  Mental  Health.  Al- 
though the  Board  of  Control  had  been  try- 
ing to  establish  such  a project  since  1939, 
the  war  and  the  lack  of  trained  personnel 
prevented  the  expression  of  this  desire  on 
the  part  of  the  Board  to  amplify  out-state 
psychiatric  services  in  those  areas  which  are 
not  supplied  by  local  resources.  Hastings 
was  chosen  by  the  Board  of  Control  as  the 
site  for  the  Clinic  because  of  the  efforts  of 
the  Hastings  Association  to  provide  quart- 
ers. It  was  also  felt  that  Hastings  was  a 
typical  Nebraska  community ; one  which 
could  be  used  to  test  the  need  for  psychia- 
tric services.  Since  the  Clinic’s  inception,  the 
Board  of  Control  has  exercised  complete  ad- 
ministrative control  and  financial  support. 
The  Hastings  Association  has  provided 
quarters  and  continues  to  act  as  an  advisory 
and  interpretive  body. 

In  its  initial  planning,  the  Clinic  was  pur- 
posely kept  small  in  the  matter  of  personnel. 
A professional  staff  consisting  of  a psychia- 
trist, a psychologist,  and  a psychiatric  social 
worker  was  projected.  Because  of  the  short- 
age of  trained  personnel,  it  has  been  impos- 
sible to  fill  the  position  of  psychiatric  social 
worker.  Stenographic,  secretarial,  and  main- 
tenance services  require  one  full-time  person 
and  one  part-time  person,  in  addition  to  the 
professional  staff.  The  Clinic  occupies  a 
large  brick  dwelling  located  in  the  City  of 
Hastings,  directly  south  of  Mary  Lanning 
Hospital. 

When  the  Clinic  was  first  opened,  the 
need  for  psychological  services  in  the  com- 
munity was  not  known.  Consequently  it  was 
decided  to  offer  psychological  testing,  on  a 
limited  scale,  in  an  effort  to  evaluate  the 


need  for  such  services.  During  the  two  years 
following  the  opening  of  the  Clinic,  15 
adults  and  76  children  have  been  given  184 
diagnostic  tests.  Admission  to  the  Beatrice 
State  Home  was  recommended  for  11  adults 
and  45  children.  It  appears  that  there  ex- 
isted a backlog  of  children  and  adults  need- 
ing tests.  Now  that  these  tests  have  been 
completed,  the  demand  for  testing  has  con- 
siderably slackened,  and  material  change  in 
the  situation  is  not  anticipated.  Projective 
and  intellectual  tests  will  continue  to  be  of- 
fered as  a public  service  and  as  an  import- 
ant part  of  the  Clinic’s  therapeutic  plan. 

Consultation  has  occupied  a large  segment 
of  the  Clinic’s  service  plan.  A number  of 
both  adults  and  children  were  seen  on  a con- 
sultative basis,  and  recommendations  for 
their  disposition  were  made.  Where  possible, 
these  individuals  were  referred  to  private 
facilities  for  treatment.  In  other  instances 
it  has  been  impossible  to  utilize  psychriatric 
services  because  of  the  tremendous  distances 
involved ; in  these  cases,  every  effort  was 
made  to  utilize  local  community  resources, 
especially  County  Welfare  Departments,  in 
an  effort  to  help  the  patient. 

A most  important  aspect  of  the  Clinic  has 
been  the  development  of  playroom  techni- 
que in  the  treatment  of  children’s  behavior 
disorders.  The  playroom  is  utilized  in  an  ef- 
fort to  help  the  ill  child  to  break  through 
his  repressions  and  express  himself  freely 
and  openly.  While  the  child  is  in  the  play- 
room, interviews  are  had  with  the  mother 
concerning  the  child’s  condition.  This  par- 
ticular phase  of  Clinic  activity  has  been 
stressed  because  it  has  been  the  Clinic’s  en- 
deavor to  present  a service  in  those  areas 
which  are  not  adequately  covered  by  local 
resources.  The  cooperation  shown  by  local 
schools,  physicians,  and  other  community  re- 
sources, has  made  this  part  of  the  program 
particularly  satisfying. 

Consultative  services  have  been  offered  to 
a number  of  institutions  in  the  community. 
At  the  present  time,  the  staff  at  the  Clinic 
participates  in  diagnostic  and  therapeutic 
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staff  conferences  at  Hastings  State  Hospital. 
In  addition,  at  the  time  of  this  writing,  a 
survey  is  being  made  of  chronic  patients  at 
Hastings  State  Hospital  to  determine  if  a 
combined  intensive  approach  to  the  chronic 
patient  may  result  in  his  leaving  the  Hos- 
pital sooner  than  he  ordinarily  might.  The 
Clinic  also  utilizes  the  Hospital  staff  as 
consultants,  especially  in  the  field  of  social 
work. 

Diagnostic  services  have  been  offered  to 
the  Boys  Training  School  at  Kearney  during 
the  past  two  years.  This  service  has  been 
very  loosely  structured,  the  staff  at  both  in- 
stitutions feeling  that  services  should  be  of- 
fered as  they  can  be  assimilated.  Currently, 
the  staff  at  Kearney  requests  complete  per- 
sonality evaluations  on  those  boys  who  pre- 
sent particular  problems.  Some  therapy  with 
individual  boys  has  been  essayed,  but,  in 
general,  this  has  been  found  to  be  unsatis- 
factory at  this  time.  A special  stress  is 
placed  on  working  with  the  personnel  of  the 
Boys  Training  School  at  staff  conferences, 
conferences  concerning  individual  boys,  etc. 
It  is  hoped  that  this  activity  will  pave  the 
way  for  the  development  of  a resident 
psychological  staff  for  the  institution  at 
Kearney. 

Clinic  personnel  participated  in  the  activi- 
ty of  the  Nebraska  Psychiatric  Institute  at 
Omaha  over  a period  of  two  years.  The  staff 
contributed  services  to  children’s  out-patient 
psychiatric  department  at  the  Institute,  par- 
ticipated in  staff  conferences,  and  offered 
consultant  — services  where  the  out-patient 
problems  of  children  were  concerned. 

Educational  services  to  the  community  are 
an  important  part  of  the  Clinic’s  function. 
Clinic  personnel  have,  at  various  times,  par- 
ticipated in  teaching  programs  at  the  College 
of  Medicine,  and  have  presented  programs  at 
a number  of  county  medical  society  meet- 
ings. Many  of  these  activities  have  been  car- 
ried on  in  cooperation  with  the  staff  at  Hast- 
ings State  Hospital,  and  of  Mary  Lanning 
Hospital. 

The  Clinic  staff  has  participated  actively 
in  the  teaching  program  at  Hastings 
College.  This  has  proved  to  be  a popular 
Clinic  function,  since  the  College  Faculty  is 
anxious  to  avail  themselves  of  qualified  in- 
structors who  can  present  a different  view- 
point than  that  usually  encountered  in  the 


academic  structure.  In  conjunction  with  this 
program,  lectures  in  mental  health  have  been 
given  to  student  nurses  at  Mary  Lanning 
Hospital  during  the  time  they  are  affiliated 
with  the  College. 

The  staff  at  the  Clinic  has  made  a special 
effort  to  provide  lay  groups  with  informa- 
tion concerning  mental  and  emotional  health. 
Special  efforts  have  been  made  to  work  co- 
operatively with  those  groups  which  con- 
cern themselves  with  children,  such  as  the 
Parent  Teacher  Associations,  Y.M.C.A.  and 
Y.W.C.A.  It  is  felt  that  an  important  part 
of  the  Clinic’s  activities  takes  place  in  these 
meetings,  where  psychiatric  principles  can 
be  disseminated  to  those  people  who  are  ac- 
tively responsible  for  the  health  and  the 
social  welfare  of  our  youngsters. 


MEDICAL  SCHOOL  APPLICATIONS  DECREASE 

Although  approved  medical  schools  are  now  ac- 
cepting their  largest  freshman  classes  • — ■ totalling 
almost  7,500  students  — the  number  of  applicants 
for  admission  to  medical  schools  has  decreased  for 
the  fourth  consecutive  year,  according  to  an  article 
by  John  M.  Stalnaker  in  the  April  issue  of  The 
Journal  of  Medical  Education. 

The  freshman  class  of  1953-54  had  some  2,085 
fewer  applicants  than  the  previous  year’s  class,  and 
almost  10,000  fewer  individuals  are  making  appli- 
cation now  than  did  in  1949-50  when  the  GI  bill 
was  in  full  force. 

As  Mr.  Stalnaker  points  out,  however,  there  are 
still  more  individuals  seeking  admission  to  medical 
schools  than  can  be  accepted,  but  many  of  them  are 
not  qualified  for  the  long  hard  grind  of  medical 
school.  The  average  applicant  applies  to  several 
schools.  Figures  show  that  23  per  cent  of  this 
year’s  applicants  had  sought  admission  to  medical 
school  the  year  before  and  were  repeating,  while 
the  comparable  figures  for  the  preceding  year  was 
31  per  cent.  Thus  not  only  are  there  fewer  stu- 
dents applying,  but  fewer  students  are  willing  to 
continue  to  apply  after  having  once  failed  to  gain 
an  acceptance. 

Forty  per  cent  of  the  re-applicants  are  accepted, 
compared  with  57  per  cent  of  the  fii’st-timers.  Av- 
erages on  the  Medical  College  Admission  Test  were 
slightly  lower  for  the  group  applying  for  the  second 
time. 

Mr.  Stalnaker  noted  that  some  medical  schools 
had  a wealth  of  good  applicants.  The  competition 
for  these  applicants  is  heavy,  for  such  students 
usually  applied  to  several  schools  and  all  schools  are 
anxious  to  get  them. 

The  medical  schools  which  limit  their  applications 
to  state  residents  in  many  instances  had  to  scrape 
the  bottom  of  the  barrel  to  secui-e  a freshman 
class.  Of  the  states  supplying  100  or  more  appli- 
cants, to  medical  school,  New  York  had  the  lowest 
proportion  of  acceptances  and  Iowa  the  highest. 
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The  Epilepsy  Clinic 


of  the 

University  of  Nebraska 
College  of  Medicine 

HARLAND  T.  HERMAN,  M.D. 

Omaha,  Nebraska 

The  Epilepsy  Clinic  is  a part  of  the  dis- 
pensary function  of  the  University  of  Ne- 
braska College  of  Medicine  and  a subdivi- 
sion of  the  Neurology  Out-patient  Depart- 
ment. It  offers  an  effective  program  of  diag- 
nosis and  treatment  for  those  patients  un- 
able to  afford  similar  treatment  privately. 
Between  130  and  150  patients  are  being 
cared  for  each  year;  the  majority  are  seen 
several  times  a year,  depending  on  the  neces- 
sities in  each  case. 

Diagnosis  is  the  primary  intent  with  each 
new  patient.  All  are  screened  by  the  Neuro- 
logy Clinic,  either  before  coming  to  the 
Epilepsy  Clinic,  or  soon  afterward.  If  special 
considerations  make  it  advisable,  consulta- 
tion is  obtained  with  other  dispensary  clinics. 
Seme  referrals  come  from  the  Medical  and 
Pediatric  Clinics,  but  an  increasing  number 
come  from  social  work  agencies  throughout 
the  state,  because  many  of  their  personnel  are 
especially  alert  to  the  facilities  available  at 
the  College  of  Medicine.  The  neurological 
survey  is  considered  important  as  a prelude 
to  treatment,  and  may  be  repeated  in  case  of 
doubt.  Effective  treatment  of  epilepsy  with 
drugs  may  mask  seizures  which  can  be  an 
early  sign  of  brain  tumor.  Electro-encephalo- 
grams are  made  on  each  patient  at  intervals 
of  approximately  one  year. 

The  majority  of  cases  seen  at  the  Clinic 
have  been  suffering  from  major  seizures. 
It  is  hoped,  with  increasing  statewide  aware- 
ness of  the  available  facilities,  that  more 
cases  of  petit  mal  and  of  psychomotor  types 
of  epilepsy  will  be  sent  in  to  the  Clinic. 

The  Clinic  convenes  twice  monthly,  on  the 
first  and  third  Tuesdays.  The  usual  number 
of  patients  at  each  session  is  between  fif- 
teen and  twenty-five.  A group-therapy  ses- 
sion, lasting  up  to  half  an  hour,  is  followed 
by  a meeting  with  the  student  doctors,  after 
which  each  patient  is  seen  individually  by 
student  and  staff  doctor  together.  The 


group  meeting  is  a valuable  morale  builder 
for  the  patients,  and  is  in  line  with  the 
policy  of  educating  these  people  and  their 
close  relatives  to  know  as  much  as  they  can 
about  their  illness. 

The  treatment  of  epilepsy  can  be  en- 
couraging to  the  patient  and  gratifying  to 
the  physician,  since  some  relief  can  be  ob- 
tained by  almost  all  of  the  patients  with  the 
medicine  nowadays  available,  and  some  can 
be  relieved  entirely  of  seizures.  The  problem 
with  convulsive  disorders  has  often  been 
compared  with  that  of  diabetes,  since  both 
can  usually  be  controlled  well  enough  to  per- 
mith  ordinary  living  to  proceed,  and  yet  both 
require  continuous  medication  and  supervi- 
sion. An  attempt  is  made  to  keep  treatment 
policies  of  the  Clinic  parallel  with  those  ob- 
taining in  a private  practice,  except  for  the 
obvious  limitations  of  clinic  practice,  and 
for  the  fact  that  medical  supervision  for 
patients  outside  of  the  local  area  is  more 
difficult  and  requires  extra  caution  in  the 
use  of  potentially  dangerous  drugs.  In  this 
regard,  as  well  as  with  other  associated 
problems,  it  is  the  wish  of  the  service  to 
cooperate  with  the  referring  or  family  physi- 
cian, and  to  serve  as  a consultive  as  well  as 
a treatment  service. 

As  new  drugs  have  been  introduced,  they 
have  been  considered  for  use  in  the  Clinic. 
Studies  have  been  made  from  time  to  time  in 
suitable  cases,  to  see  whether  the  new  rem- 
edy works  better  than  the  old.  The  Clinic  is 
not  considered  to  be  essentially  a place  for 
experimentation,  but  has  rather  been  con- 
servative in  its  intention  first  to  provide 
adequate  control  for  the  patient  having 
epilepsy,  and  second  to  teach  the  methods  of 
diagnosis  and  treatment. 


SAFETY  PINS 

Removal  of  an  open  safety  pin  from  the  throat 
of  a five-week-old  baby,  the  youngest  infant  on 
record  to  swallow  an  open  safety  pin,  was  re- 
ported recently  by  the  American  Medical  Associa- 
tion. 
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An  Outline  of 


Nebraska's  Psychiatric  Resources 


Doctor  Palmer  gives  a brief  history  of  psychiatric 
service  in  Nebraska  since  1870,  then  provides  a list  of 
institutions  where  such  service  is  available  today. 

Her  "thumb-nail"  sketches  furnish  adequate  informa- 
tion in  each  instance. 

EDITOR 

In  1841  Dorothea  Lynde  Dix  began  her 
studies  of  the  care  of  the  mentally  ill  in 
Massachusetts  which  culminated  in  the  first 
appropriation  of  state  funds  for  the  estab- 
lishment of  hospitals  in  the  United  States, 
for  humane  care  of  the  insane. 

Twenty-nine  years  later,  in  November 
1870,  Nebraska  assumed  its  responsibility 
for  the  care  of  its  own  mentally  ill  patients, 
receiving  its  first  patient  in  the  newly  built 
asylum  in  Lincoln.  During  the  month  of 
December,  fifty-one  (51)  patients  were 
transferred  from  the  Iowa  asylum  which  had 
been  caring  for  Nebraska  citizens  up  to  that 
time.  During  the  biennium  of  1871-72,  one 
hundred  and  sixteen  (116)  patients  were  ad- 
mitted who  ranged  in  age  from  9 to  70 
years.  During  the  1950-51  biennium,  the 
three  State  Hospitals  admitted  2,228  patients, 
ranging  in  age  from  “fourteen  and  under”  to 
“eighty-five  and  over”.  Such  is  progress! 

Browsing  through  the  earliest  record 
books  in  the  vault  of  the  Lincoln  State  Hos- 
pital, there  was  noted  a monotonous  regular- 
ity in  the  diagnosis  — “dementia”  — but  a 
fascinating  variety  in  the  etiological  factors 
listed:  financial  troubles,  gastritis,  religion, 
masturbation,  epilepsy,  sun-stroke,  interfer- 
ence, heredity,  domestic  trouble,  intemper- 
ance, loss  of  child,  spiritualism,  typhoid  fev- 
er, remorse,  and  nervous  debility.  Treatment 
consisted  of  “quieting  medicine”,  emetics, 
sulphuric  ether,  assafetida,  potassium  bro- 
mide, phosphorous,  and  nux  vomica.  Some- 
times treatment  was  recorded  simply  as 
“dietetic,  hygienic,  and  moral”. 

Today,  mental  illness  is  divided  into  or- 
ganic or  functional  disorders,  each  of  which 
is  further  subdivided  into  a variety  of 
diagnostic  entities.  Treatment  ranges  from 
the  shock  therapies  and  fever  therapy,  to 
individual  as  well  as  group  psychotherapy, 
occupational,  recreational  and  other  adjunct 


JANET  F.  PALMER,  M.D. 

Lincoln,  Nebraska 

therapies.  Like  other  forms  of  medicine, 
psychiatry  is  concerning  itself  increasingly 
with  the  prevention  as  well  as  the  treatment 
of  mental  illness.  This  approach  recognizes 
the  need  for  much  help  from  related  pro- 
fessions, and  is  reflected  in  the  increase  in 
the  number  of  hours  of  psychiatric  material 
offered  in  the  training  program  of  medical 
students,  nurses,  psychologists,  social  work- 
ers, and  the  adjunct  therapists.  Nebraska 
psychiatry  is  moving  ahead,  maybe  slowly, 
but  certainly  surely,  to  provide  its  citizens 
with  adequate  facilities  for  the  care  of  its 
mentally  ill,  be  they  neurotic  or  psychotic. 

A survey  of  the  present  psychiatric  re- 
sources in  Nebraska  indicates  that,  with  the 
exception  of  Hastings  State  Hospital,  almost 
all  psychiatric  services  have  been  in  the 
eastern  part  of  the  state.  An  encouraging 
start  towards  a western  trek  is  the  establish- 
ment of  the  Central  Nebraska  Mental  Hy- 
giene Clinic  in  Hastings,  and  the  inaugura- 
tion, during  the  past  year,  of  an  out-patient 
service  in  the  Scottsbluff  area  by  the  Psy- 
chiatric Institute  of  the  University  of  Ne- 
braska- College  of  Medicine.  Omaha  and 
Lincoln  are  the  only  cities  which  have  psy- 
chiatrists in  private  practice.  There  are 
fourteen  (14)  in  Omaha  and  five  (5)  in 
Lincoln.  Nebraska’s  hospital  and  out-patient 
services  may  be  divided  into  those  which  op- 
erate under  some  sort  of  state  supervision, 
county,  city,  or  Veterans  Administration, 
and  those  operated  by  private  resources  or 
as  co-operative  community  enterprises. 

The  following  outline  lists  each  of  the  re- 
sources, along  with  selected  thumb-nail 
sketches  of  the  type  of  service  provided. 

STATE  OPERATED  HOSPITALS  AND 

ASSOCIATED  OUT-PATIENT  FACILITIES 

1.  Hastings  State  Hospital.  Serves  central 
and  western  Nebraska.  Alcoholism  repre- 
sents the  largest  single  cause  of  first  admis- 
sions, and  accounts  for  more  than  thirty 
per  cent  of  this  group.  Patients  from  any 
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part  of  the  state  may  enter  Hastings  State 
Hospital  for  treatment  of  alcoholism.  This 
is  one  of  the  few  hospitals  in  the  United 
States  having  a charter  under  which  is 
granted  all  Alcoholics  Anonymous  privileges 
permitted  by  General  Headquarters  in  New 
York.  A follow-up  out-patient  clinic  is  oper- 
ated for  discharged  patients. 

2.  Norfolk  State  Hospital.  Serves  north- 
east Nebraska.  The  hospital  maintains  an 
out-patient  clinic  which  carries  out  long- 
range  therapy  as  well  as  diagnostic  consul- 
tation procedures  for  referring  physicians. 
Both  adults  and  children  are  accepted  for 
such  services. 

3.  Lincoln  State  Hospital.  Serves  eastern 
and  southern  Nebraska.  It  is  becoming  wide- 
ly known  for  the  excellent  use  it  makes  of 
volunteer  workers,  and  for  the  high  percent- 
age of  patient  participation  in  its  activities 
program.  It  does  not  have  a designated  out- 
patient service,  but  discharged  patients  may 
return  for  check-up  interviews  with  staff 
psychiatrists. 

(The  three  State  Hospitals  are  administer- 
ed by  the  Board  of  Control.) 

4.  Psychiatric  Institute  of  the  University 
of  Nebraska  College  of  Medicine.  This  is  ad- 
ministered jointly  by  the  Board  of  Control 
and  the  Board  of  Regents.  It  is  presently 
housed  in  a section  of  the  Douglas  County 
Hospital,  but  new  and  much  more  adequate 
quarters  are  under  construction  on  the  Uni- 
versity Hospital  campus.  The  Institute  re- 
serves the  right  to  select  its  patients,  largely 
on  the  basis  of  the  teaching  value  of  the  case. 
Applications  for  admission  may  be  ob- 
tained from  local  county  relief  offices,  and 
must  be  signed  by  a local  physician. 

The  Institute  operates  a daily  out-patient 
service  for  adults  and  children,  providing 
diagnostic,  treatment  and  consultation  serv- 
ices. 

As  above  indicated,  the  Institute  also  of- 
fers out-patient  services  to  the  Scottsbluff 
area,  through  regular  visits  of  a resident 
psychiatrist.  This  clinic  is  conducted  for 
two  consecutive  days,  every  two  weeks,  at 
St.  Mary’s  Hospital  in  Scottsbluff. 

5.  University  Hospital  Out-patient  De- 
partment. This  is  a general  neuro-psychiat- 
ric clinic,  open  once  a week  for  4 hours  a 
session.  It  is  a part  of  the  University  of 
Nebraska  College  of  Medicine  and  is  super- 


vised by  the  Board  of  Regents.  Its  services 
are  available  to  anyone  in  the  state  who  is 
medically  indigent,  and  who  is  referred  by 
his  local  physician. 

6.  Epilepsy  Clinic  — a part  of  the  Uni- 
versity Hospital  dispensary.  This  is  for  chil- 
dren and  adults.  It  is  held,  on  the  first  and 
third  Tuesdays  of  each  month  for  two  hours 
per  session.  It  provides  individual  study 
and  treatment  as  well  as  group  therapy  for 
patients  and  their  families.  Electroencephal- 
ography findings  are  available  to  referring 
physicians,  and  admission  procedures  are  the 
same  as  those  for  other  dispensary  services. 

7.  Student  Health  Center — University  of 
Nebraska  in  Lincoln.  The  center  employs  a 
full-time  psychiatrist  who  does  consultation 
and  therapy  with  students.  Consultations 
are  also  held  with  faculty  members,  house- 
mothers, and  parents  regarding  special  prob- 
lems of  students  in  their  adjustment  to 
University  life. 

8.  Central  Nebraska  Mental  Hygiene  Clin- 
ic at  Hastings.  This  is  a full  time  out-patient 
clinic  providing  diagnosis  and  treatment  for 
both  children  and  adults.  It  is  staffed  by  a 
psychiatrist  who  is  the  clinical  director,  and 
an  interne  psychologist.  The  director  of  the 
Psychiatric  Institute  visits  the  clinic  week- 
ly, and  additional  assistance  is  furnihsed  by 
the  superintendent  of  the  Hastings  State 
Hospital.  The  clinic  is  operated  by  the 
Board  of  Control. 

COUNTY  HOSPITALS 

1.  Douglas  County  Hospital  in  Omaha. 

Provides  interim  neuro-psychiatric  care  for 
patients  waiting  to  be  admitted  to  a state 
hospital.  Psychiatric  social  service  and  psy- 
chological services  are  available. 

CITY  FACILITIES 

1.  Board  of  Education,  Lincoln  Public 
Schools — Lincoln,  Nebr.  The  Guidance  De- 
partment provides  a full-time  psychologist 
and  social  worker,  and  a consulting  psychia- 
trist whose  services  are  available  two  days 
a week. 

VETERANS  FACILITIES 

1.  The  Veterans  Hospital  in  Omaha  and 
the  Veterans  Hospital  in  Lincoln  each  have 
neuro-psychiatric  wards  where  short  term 
therapy  is  undertaken.  Veterans,  with  serv- 
ice-connected disabilities  have  priority  but 
those  with  non-service  connected  disabilities 
are  accepted  when  beds  are  available. 
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2.  The  Veterans  Administration  in  Ne- 
braska is  consolidating  in-patient  services 
and  out-patient  services  wherever  possible. 
The  out-patient  clinics  presently  housed  in 
the  Federal  Building  in  Omaha  will  prob- 
ably be  moved  to  the  Omaha  Veterans  Hos- 
pital in  the  near  future.  Psychiatric  out- 
patient service  will  also  be  made  available 
at  Lincoln  through  an  out-patient  unit  to  be 
established  at  the  Lincoln  Veterans  Hospital. 
Such  a service  is  at  present  operating  once 
a week  at  the  Regional  office,  Veterans 
Building,  Lincoln. 

PRIVATE  FACILITIES 

1.  St.  Josephs  Hospital  — Omaha.  Con- 
tains neuro-psychiatric  unit.  It  also  operates 
a psychiatric  out-patient  department  which 
is  a general  psychiatric  clinic,  open  two  days 
per  week,  three  hours  per  session.  It  is 
staffed  by  two  psychiatrists  from  Creighton 
University. 

2.  Lutheran  Hospital  — Omaha.  A gen- 
eral hospital  which  contains  a neuro-psychi- 
atric unit. 


3.  Lincoln  General  Hospital  — Lincoln. 
A general  hospital  containing  a neuro-psy- 
chiatric unit. 

4.  Dr.  Benjamin  Bailey  Sanatorium  — 
Lincoln.  It  provides  maximum  security  fa- 
cilities for  disturbed  patients  as  well  as  fa- 
cilities for  treating  the  less  severely  dis- 
turbed patients. 

5.  The  Lincoln-Lancaster  County  Child 
Guidance  Center.  This  is  an  out-patient 
service  for  children  and  their  parents.  It 
is  a non-profit  co-operative  project  financed 
by  the  Junior  League  of  Lincoln,  the  Lin- 
coln Community  Chest,  and  the  State  Health 
Department.  Policies  are  determined  by  the 
board  of  directors,  elected  from  the  commun- 
ity. Patients  must  be  residents  of  Lancas- 
ter county  and  under  twenty-one  years  of 
age.  Financial  status  is  not  a factor  in  eli- 
gibility for  services.  The  clinic  staff  con- 
sists of  the  administrator,  who  is  clinical 
psychologist,  three  social  workers  and  a part- 
time,  consulting  psychiatrist. 


Private  Practice  Facilities 

^ Psychiatric  Patients 


n Nebraska 

Compiled  by  the  Committee 
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and  G.  LEE  SANDRITTER 

There  have  been  neuropsychiatrists  in  pri- 
vate practice  in  this  area  since  before  the 
turn  of  the  century.  At  present  approxi- 
mately sixteen  physicians  devote  their  time 
chiefly  to  private  practice,  and  an  additional 
number  are  in  part  time  practice. 

Nebraska  has  been  a site  of  pioneering  in 
the  development  of  private  psychiatric  units 
in  conjuction  with  general  hospitals,  and 
stands  now  in  an  advanced  position  in  per 
capita  beds  of  this  type  in  the  nation.  Pri- 
vate psychiatric  facilities  have  been  more 
available  to  the  average  Nebraska  citizen 
than  in  most  areas. 

Since  one  of  the  purposes  of  this  Psychi- 


atric Issue  of  the  Journal  is  to  make  a state- 
ment about  all  of  the  present  psychiatric  fa- 
cilities in  Nebraska,  we  are  presenting  a 
brief  description  of  private  in-patient  fa- 
cilities. 

PSYCHIATRIC  FACILITIES  FOR  PRIVATE 
PATIENTS  IN  LINCOLN,  NEBRASKA 

Lincoln  has  five  physicians  who  specialize 
in  private  practice  of  psychiatry  and  neurol- 
ogy. One  of  these  devotes  most  of  his  time 
to  the  diagnosis  and  treatment  of  psychiat- 
ric disorders  in  children. 

Hospital  facilities  for  private  psychiatric 
patients  include  the  Dr.  Benjamin  F.  Bailey 
Sanatorium  and  the  Lincoln  General  Hos- 
pital. The  former  has  provided  for  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients for  over  fifty  years,  and  has  main- 
tained a high  standard  of  ethical  practice; 
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the  facilities  are  open  to  all  physicians  in 
Lancaster  County. 

Since  1940,  the  Lincoln  General  Hospital 
has  maintained  one  of  the  few  open  psychi- 
atric divisions  in  a general  hospital  in  the 
United  States.  All  facilities  are  flexible  and 
interchangeable  with  medical  patients.  Ap- 
proximately three  hundred  neuropsychiatric 
patients  are  admitted  each  year  and  these 
include  all  types  of  psychoses  and  neuroses. 
The  psychiatrists  using  these  facilities  be- 
lieve there  are  various  advantages  of  an 
open  psychiatric  division  over  a closed  divis- 
ion. These  include:  reduction  of  stigma  to 
patient  and  family,  thus  allowing  for  earlier 
treatment:  educational  advantages  to  both 

nurses  and  doctors;  reduction  in  the  num- 
ber of  days  necessary  for  hospital  confine- 
ment; and  the  more  willing  return  of  the 
patient  to  the  psychiatrist’s  office  for  follow- 
up psychotherapy. 

PSYCHIATRIC  FACILITIES  FOR  PRIVATE 
PATIENTS  IN  OMAHA,  NEBRASKA 

Our  Lady  of  Victory  Unit  of  Creighton 
Memorial-St.  Joseph’s  Hospital — - 

Our  Lady  of  Victory  Unit  provides  a va- 
riety of  services  and  accommodations  that 
make  possible  the  care  of  practically  any 
type  of  mentally  or  nervously  disturbed  pa- 
tient. There  are  140  beds.  The  staff  is  that 
of  the  teaching  staff  of  the  Creighton  Uni- 
versity School  of  Medicine,  plus  other  Omaha 
psychiatrists  who  are  on  the  courtesy  staff. 

One  entire  floor  is  devoted  to  the  care  of 
borderline  cases,  with  all  the  comforts  and 
quiet  of  home  surroundings,  with  free  ac- 
cess and  egress.  Another  floor  affords  ac- 
commodations, in  like  manner,  for  mildly  ner- 
vous patients  whose  needs  for  observation 
and  treatment  suggest  care  under  moderate- 
ly restrained  conditions,  but  with  a wide  lat- 
itude of  freedom.  Sympathetic  and  under- 
standing care  for  acutely  ill  and  disturbed 
patients  prevails  on  a third  division  where 
humane  consideration  is  accorded  those  for 
whom  some  degree  of  restraint  is  indicated. 
For  members  of  religious  orders,  separate 
accommodations  are  available  on  the  fourth 
floor,  as  also  for  a small  number  of  aged  per- 
sons whose  conditions  require  combined  med- 
ical and  custodial  care. 

A homelike  atmosphere  is  maintained  in 
all  divisions,  as  much  as  possible,  with  cen- 
tral dining  rooms  where  male  and  female  pa- 
tients mingle,  and  meals  are  served  family 


style  to  satisfy  the  wants  of  both  light  and 
hearty  appetities.  Large  sun  porches  in  each 
section  afford  cheerful  surroundings  for  tele- 
vision enjoyment,  for  soothing  music  and 
radio  programs,  or  for  cards,  games,  reading, 
and  other  diversions. 

Other  recreational  facilities  include  a spa- 
cious auditorium  for  basketball,  handball  and 
similar  sports,  and  for  exercise  opportuni- 
ties. Here,  too,  movies,  dances,  variety 
shows,  and  programs  are  staged  regularly 
for  the  enjoyment  and  diversion  of  all  pa- 
tients whose  conditions  permit  participation. 
Red  Cross  Gray  Ladies  and  other  volunteer 
workers  mingle  with  the  patients,  nurses, 
doctors,  and  hospital  personnel  to  provide 
recreational  activities  which  are  as  much  a 
part  of  the  restorative  program  as  are  med- 
icines and  departmental  treatments. 

Patients  in  this  unit  are  treated  as  pri-' 
vate,  and  not  custodial,  patients  by  staff 
physicians. 

Lutheran  Hospital  Association — 

The  Lutheran  Psychiatric  Hospital,  in  a 
separate  building,  provides  fifty-two  closed 
ward  psychiatric  beds. 

In  an  average  year  (1953),  there  were  over 
six  hundred  new  admissions  to  the  closed 
wards,  plus  approximately  two  hundred  to 
the  general  hospital,  including  neurological 
cases,  psychosomatic  problems,  and  cases  for 
psychiatric  treatment  which  do  not  require 
closed  ward  facilities.  All  accepted  therapies 
are  carried  out,  including  electroshock,  insu- 
lin, chemotherapy,  and  increasing  use  of  psy- 
chotherapeutic measures  in  line  with  recent 
advances  in  treatment  of  emotional  illnesses. 

The  Lutheran  Hospital  is  accredited  for 
two  years  of  psychiatric  residency  training. 
There  are  plans  for  the  extension  of  the 
training  program,  as  well  as  the  resumption 
of  the  affiliate  training  program  in  psychi- 
atric nursing. 

A long-planned  expansion  of  treatment 
and  training  facilities  will  soon  be  a reality. 
At  the  time  that  the  Lutheran  General  Hos- 
pital moves  to  the  present  Clarkson  Hos- 
pital Building,  the  whole  of  the  present  Lu- 
theran Hospital  space  will  be  utilized  for  the 
care  of  various  neurological,  psychiatric,  and 
rehabilitation  problems.  Remodeling  and 
modernization  of  the  present  structure  will 
provide  about  one  hundred  beds.  These  are 
planned  to  provide  divisions  for  the  require- 
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ments  of  various  types  of  patients,  ranging 
from  maximum  security  to  general  open 
ward  and  convalescent  facilities.  Recreation- 
al therapy,  occupational  therapy,  and  physio- 
therapy departments  will  be  enlarged.  This 
unit  will  maintain  its  own  x-ray,  general  lab- 
oratory, and  electroencephalographic  depart- 
ments. 

A “day  care”  program  is  planned  whereby 
patients  will  utilize  these  departments  and 
participate  in  the  activities  and  treatment 
programs  as  out-patients. 

GENERAL  COMMENTS 

Rapid  advancements  in  psychiatry  in  the 
period  just  before  and  after  World  War  II 
have  caused  profound  changes  in  the  role 
of  private  practice  as  it  bears  upon  the  total 
psychiatric  problem  of  the  community.  Rev- 
olutionary developments  in  the  treatment 
of  the  psychoses  have  made  possible  a much 
shorter  duration  of  hospitalization  and  a 
greatly  increased  percentage  of  success  in 
many  cases. 

Of  equal  import,  is  a slow  and  less  dramat- 
ic revolution  in  the  understandings  of  psy- 
choneurotic and  psychosomatic  types  of  ill- 
ness, as  well  as  in  behavior  problems  and. 
personality  maladjustments  of  various  sorts. 
Psychotherapy  is  establishing  its  place  as  a 
scientific  discipline  on  an  increasingly  sound 
basis  and  now  provides  means  of  dealing  with 
actual  causal  factors  of  illnesses  in  an  increas- 
ing number  of  patients.  This  also  is  caus- 
ing changes  in  the  private  practice  of  psy- 
chiatry. This  is  a particular  aspect  of  psy- 
chiatric practice  which  ideally  lends  itself 
to  private  care,  and  it  is  one  of  the  tasks 
of  psychiatry  to  make  this  type  of  treatment 
and  preventive  service  available  as  widely  as 
possible.  The  traditional  doctor-patient  re- 
lationship in  American  medicine  is  particu- 
larly pertinent  in  psychotherapy.  Further- 
more, the  personal  nature  of  both  the  prob- 
lems and  the  selection  of  treatment  methods 
makes  this  an  area  where  the  average  person 
would  wish  to  undertake  such  treatment  pri- 
vately if  it  can  be  made  available  and  within 
his  means. 

Growing  awareness  and  acceptance,  both 
by  the  public  and  by  the  medical  profession, 
have  caused  an  increase  in  those  who  seek 
treatment.  More  cases  are  appearing  for 
help  in  the  earlier  stages  of  illness. 

The  practice  of  office  psychotherapy  has 
further  increased  since  the  opportunity  of 


seeing  cases  early  and  the  utilization  of  new- 
er discoveries  and  technics  tends  to  diminish 
the  need  for  hospitalization. 

Although  the  treatment  of  the  majority 
of  major  psychiatric  illnesses  remains  a con- 
siderable financial  item,  it  has  been  demon- 
strated that  private  psychiatric  care  (except 
for  custodial  care)  is  basically  less  costly, 
when  viewed  from  the  standpoint  of  the 
total  economy  of  the  community. 


LEVOPHED  MANAGES  SHOCK 
IN  HEMORRHAGIC  FEVER 

Continuous  infusion  of  Levophed  (levai’terenol) 
produced  a “prompt  and  beneficial  effect”  in  treat- 
ing- American  troops  in  Korea  in  a state  of  severe 
primary  shock  from  hemorrhagic  fever,  according 
to  Lt.  Robert  M.  Yoe,  Medical  Corps,  stationed  with 
the  48th  Surgical  Hospital.  His  report  is  pub- 
lished in  The  American  Journal  of  Medicine,  April, 
1954. 

Dr.  Yoe  calls  Levophed  a “valuable  adjunct  to  the 
management  of  hemorrhagic  fever,”  the  condition 
described  by  some  as  the  number  one  medical  prob- 
lem for  United  States  armed  forces  in  Korea.  How- 
ever, he  cautions  against  drawing  conclusions  re- 
specting the  drug’s  overall  effect  due  to  the  small 
number  of  patients  studied. 

Eleven  of  12  patients  in  one  series  were  in  severe 
clinical  shock  and  Levophed  was  administered.  Pres- 
sor therapy  was  administered.  Pressors  therapy  not 
only  increased  blood  pressure  within  a few  min- 
utes but  returned  “grossly  abnormal  pressure  curves 
to  normal,”  the  article  states.  The  author  adds 
that  seriously  ill  patients  were  subject  to  a wide 
variety  of  physiological  derangements  and  compli- 
cations during  the  latter  stages  of  the  disease.  Con- 
trolling the  primary  shock  phase  was  no  assurance 
of  survival,  he  writes.  The  vasoconstrictor  was 
given  in  a five  per  cent  dextrose  and  water  solution 
by  intravenous  infusion  through  a polyethylene  cath- 
eter placed  in  the  antecubital  or  femoral  vein. 

In  another  series,  18  patients  were  given  the  drag 
prior  to  the  onset  of  serious  hypotension  or  shock. 
Only  one  exhibited  any  evidence  of  clinical  shock 
requiring  a supplementary  albumin  infusion. 

Noting  that  severely  shocked  cases  usually  re- 
quired concentrated  human  serum  albumin,  the  re- 
port points  out  “one  of  the  greatest  values  of 
Levophed  infusions  is  the  reduction  it  permits  in 
the  amount  of  albumin  required.  Only  two  patients 
were  given  more  than  600  ml.  of  albumin.  This 
dosage  was  quite  common  in  hemorrhagic  fever 
patients  prior  to  the  start  of  the  Levophed  study, 
with  comparable  degrees  of  clinical  shock  and 
hemoconcentration.” 


CALORIES 

An  insufficient  number  of  calories  in  the  daily 
diet  is  just  as  bad  as  too  many,  the  American 
Medical  Association  stated.  Calories  have  a pro- 
found effect  on  all  body  tissues,  including  the  ner- 
vous tissues,  skin,  bones  and  teeth,  eyes,  and  blood 
cells. 
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The  Psychiatrist 

and  ^ General  Practitioner 


ROBERT  S.  WIGTON,  M D. 

Chairman  of  Committee 
Nebraska  Society  of  Neurology  and  Psychiatry 
Omaha,  Nebraska 

The  past  ten  or  twenty  years  have  brought 
such  developments  in  psychiatric  theory  and 
practice  that  difficulties  and  misunderstand- 
ings are  bound  to  arise  in  relation  to  the 
referring  physician,  whom  the  psychiatrist 
is  prepared  to  serve  in  a consulting  capacity 
and  to  assist  in  the  treatment  of  his  patients 
when  this  special  attention  is  needed.  We 
therefore  thought  it  might  be  helpful  if  an 
attempt  were  made  to  discuss,  informally, 
some  of  the  problems  of  the  inter-relation- 
ships between  psychiatry  and  general  prac- 
tice. 

There  has  been  a tendency  for  psychia- 
trists to  be  preoccupied  with  communications 
among  themselves  in  attempting  to  incor- 
porate and  evaluate  new  ideas.  Also,  the 
very  nature  of  the  subject  causes  difficulty 
in  explaining  adequately  some  of  the  new 
points  of  view,  although  a great  deal  is  being 
accomplished,  gradually,  in  this  direction. 

Like  all  physicians,  those  in  psychiatry 
have  been  too  busy.  There  have  been  marked 
personnel  shortages.  In  addition,  there  has 
been  a post-war  tendency  for  people  to  seek 
more  and  better  medical  care  generally ; bet- 
ter care  has  been  made  more  widely  avail- 
able and  within  the  financial  means  of  the 
people.  On  top  of  this,  there  has  been  an 
increasing  awareness  of  the  possibilities  in 
the  field  of  psychiatry  and  less  prejudice 
against  the  idea  of  taking  up  emotional  or 
behavioral  problems  with  their  doctors. 

Psychiatric  illnesses  are  directly  concerned 
with  disturbed  emotions  and  feelings  of  all 
types.  In  the  handling  of  these  patients, 
these  troubled  feelings,  as  symptomatic  ex- 
pression of  aspects  of  the  illness,  will  be  en- 
countered by  the  family  and  the  doctors 
as  well.  Unhappy  situations  arise  because 
of  the  length  and  nature  of  the  treatment 
programs,  and  because  treatment  is,  or  ap- 
peal's to  be,  disappointing  in  many  instan- 


ces. Even  in  cases  who  do  very  well,  the 
road  to  recovery  is  punctuated  by  many 
doubts  and  resistances  on  the  part  of  the 
patient  and  of  his  family.  Community  and 
family  attitudes  are  frequently  very  critical. 
Both  the  psychiatrist  and  the  general  prac- 
titioner are  bound  to  feel  the  impact  of 
these  attitudes.  However,  it  is  necessary  to 
face  these  attitudes  and  not  allow  the  feel- 
ings they  produce  to  become  deterrents  to 
the  carrying  out  of  needed  corrective  ther- 
apy. 

Frequently,  questions  arise  in  regard  to 
what  kinds  of  cases  could  profit  from  psy- 
chiatric consultation  and  treatment.  Also, 
we  sense  that  the  practitioner  may  wish,  and 
should  have,  more  interpretation  of  what 
goes  on  when  the  case  is  under  intensive 
psychiatric  treatment,  especially  psychother- 
apy. Without  burdening  the  reader  with  too 
lengthy  a paper,  an  attempt  will  be  made  to 
comment  on  these  two  points,  and,  finally, 
to  make  some  remarks  on  what  may  be  ex- 
pected in  the  way  of  results  in  certain  types 
of  cases ; to  what  extent  this  can  be  antici- 
pated and  thus  serve  as  a guide  in  the  de- 
cision regarding  referral. 

KINDS  OF  CASES 

Psychotic.  The  indications  for  referral 
are  commonly  quite  obvious  when  mental 
symptomatology  is  of  major  proportions. 
Here  the  practical  problems  are  apt  to  be 
those  of  some  emergency,  when  behavior  be- 
comes obviously  disturbed  or  dangerous,  and 
the  aim  is  expeditious  admission  to  a psychi- 
atric ward.  Among  these  cases  are  schizo- 
phrenia, severe  depressions,  paranoid  or  ma- 
nic excitements,  confusional  states  of  organ- 
ic origin,  and  some  psychoneuroses  with 
acute  excitement  symptoms. 

An  early  or  borderline  schizophrenic  re- 
action, a cryptic  type  of  depression  in  an 
otherwise  stable  individual,  and  other  less 
obvious  reactions  may  pose  a problem,  and 
a consultative  type  of  utilization  of  the  psy- 
chiatrist may  be  most  helpful.  The  general 
practitioner,  with  his  knowledge  of  the  com- 
munity and  of  the  patient  and  his  family, 
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is  in  a good  position  to  detect  even  subtle 
changes  in  personality  and  differences  from 
previous  modes  of  behavior,  even  when  the 
change  results  in  no  dramatic  symptomatol- 
ogy. Ordinarily,  such  a personality  change 
is  indicative  of  a more  serious  disorder  than 
the  relative  mildness  of  the  symptoms  may 
suggest  to  the  patient  and  to  his  family. 

Psychoneuroses.  The  practitioner  has  no 
difficulty  in  most  cases  of  making  this  dif- 
ferential diagnosis.  One  difficult  problem 
in  making  a judgment  in  regard  to  referral 
is  that  the  severity  of  symptoms  may  not 
necessarily  reflect  the  need  for  more  inten- 
sive and  specialized  treatment.  A quite  acute- 
ly disturbed  person  with  an  anxiety  reaction 
will  often  do  very  well  with  the  many  forms 
of  psychotherapy  that  general  practitioners 
are  in  a particularly  good  position  to  offer. 
These  include  the  many  applications  of  his 
art  and  science,  ranging  from  the  reassur- 
ances of  his  examinations,  to  the  symptomat- 
ic help  of  his  medical  program  and  the  psy- 
chotherapeutic value  of  his  advice,  counsell- 
ing, and  confidence.  He  is  in  a unique  posi- 
tion to  be  aware  of  many  details  of  patient’s 
problems  and  background.  On  the  other  hand, 
some  less  dramatic  symptomatology  in  the 
next  case  may  resist  one’s  best  efforts,  and 
turn  out  to  have  a problem  much  more  com- 
plex than  his  more  visibly  upset  neighbor. 
Many  cases  seem  to  exhibit  a marked  tend- 
ency toward  spontaneous  resolution  of  psy- 
choneurotic ' symptomatology,  and  this  whole 
group  is  notorious  for  the  “ups  and  downs” 
which  commonly  occur.  A case  which  seems 
to  do  well  and  yet,  over  a period  of  time,  has 
repeated  recurrences,  should  probably  be  con- 
sidered as  one  with  a constant  difficulty, 
which  is  merely  dormant  in  the  relatively 
asymptomatic  period  and  hence  may  need 
more  intensive  therapy. 

Psychosomatic  Reactions  (new  official 
terminology  — “Psyehophysiologic  Auto- 
nomic and  Visceral  Disorders”).  Basically, 
the  origins  of  tension  which  can  manifest 
themselves  via  the  autonomic  nervous  sys- 
tem, by  disturbances  in  practically  any  or- 
gan or  organ  system,  have  causes  similar  to 
those  of  psychoneuroses.  Yet  they  typical- 
ly occur  with  little  or  none  of  the  emotional 
or  nervous  symptoms  so  prominent  in  the 
psychoneuroses.  They  occur  in  the  appar- 
ently “non-neurotic”  type  of  person.  In  the 
past,  the  general  practitioner  was  probably 
more  aware  than  anyone  else  of  the  impact 
of  tension  factors  on  body  functions,  whether 


he  termed  it  “psychiatry”  or  not.  Still,  the 
occurrence  of  organ  disturbance  in  outward- 
ly placid  and  “well-balanced”  persons  caused 
the  presence  of  significant  nervous  system 
disturbances  to  be  less  suspected  than  we  now 
know  to  be  the  case.  Normal  attention  to 
this  possibility  on  the  part  of  the  doctor 
has  made  it  easier  for  patients  to  accept  this 
factor  in  their  illness.  By  and  large,  when 
this  factor  is  included,  it  can  be  handled  by 
the  general  practitioner ; or,  in  the  occasion- 
al ones  who  may  need  referral,  he  can  sense 
whether  the  cases  are  of  the  deep-seated  na- 
ture that  may  require  some  special  investi- 
gation by  psychiatric  technics. 

So-called  “Minor”  Reactions.  There  is  a 
large  group  of  varied  reactions,  short  of  any 
psychiatric  “disease,”  which  physicians  have 
been  alert  to  notice  and  which  psychiatrists 
have  been  seeing  in  greatly  increased  num- 
bers since  the  recent  war.  Although  these 
could,  technically,  be  given  diagnostic  labels, 
for  the  purpose  of  informal  discussion  here 
we  shall  consider  these  patients  as  essential- 
ly “average  people  with  tension  problems.” 
The  manifestations  of  the  tension  state  may 
take  many  forms  and  be  co-existent  with 
various  organic  conditions.  xAmong  these  are 
recurrent  headaches,  insomnia,  undue  fa- 
tigue, depression,  life  adjustment  problems, 
etc.  Other  manifestations  would  include  the 
hidden  tensions  contributing  to  difficulty  in 
many  marital  adjustment  problems,  in  adol- 
escent maladjustments,  or  in  problems  with 
children.  Sexual  maladjustments,  which  have 
not  developed  to  the  point  of  actual  devia- 
tion, personality  disorders,  and  alcoholism 
would  come  under  this  heading.  Such  pa- 
tients, in  the  past,  may  have  felt  reluctant 
to  seek  help,  or  did  not  realize  that  there 
could  be  medical  help  for  these  conditions. 
This  is  not  to  imply  any  change  in  our  usual 
cultural  expectations  of  the  need  for  every- 
one to  stand  up  to  his  problems  of  living  in 
the  ways  we  have  all  been  taught.  However, 
it  is  a fact  that  in  the  cases  noted  and  in 
many  others,  significant  causal  and  disab- 
ling factors  can  be  present  in  the  function- 
ing of  their  nervous  system,  unbeknown  to 
them  and  to  others.  These  are  certainly 
within  the  meaning  of  “medicine,”  and  we 
know  now  that  when  unaware  and  deep- 
seated  tensions  play  a role,  the  patient  may 
be  as  much  the  “victim”  of  his  trouble  as 
if  he  had  kidney  or  liver  disease.  In  other 
words,  there  can  be  parts  of  peoples’  adjust- 
ment problems  in  which  “self-help”  measures 
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may  be  as  unsuccessful  as  they  would  be  in 
any  illness. 

These  folks  constitute  an  evidence  of  the 
broader  usefulness  of  that  part  of  modern 
medicine  which  includes  the  “whole  person” 
and  emphasizes  preventive  measures.  These 
are  the  cases  to  which  we  refer  when  we 
all  speak  of  the  advantages  of  catching 
psychiatric  conditions  early  enough.  They 
are,  by  and  large,  most  responsive  to  treat- 
ment. Their  treatment  constitutes  a signif- 
icant preventive  mental  health  measure.  This 
is  an  area  which  certainly  bears  out  the  old 
truism,  “an  ounce  of  prevention  is  worth  a 
pound  of  cure.” 

PROBLEMS  IN  REFERRAL 

Psychoses.  It  can  happen  that  the  deci- 
sion in  regard  to  the  need  for  referral  may 
be  much  easier  than  interpreting  this  need 
to  the  patient.  The  not-too-disturbed  pa- 
tient, in  whom  the  doctor  recognizes  an 
early  psychotic  tendency,  may,  because  of 
lack  of  insight,  be  reluctant  or  even  incensed 
at  the  idea  of  psychiatric  referral.  Although, 
as  a general  rule,  straight-forward  dealing 
with  the  patient  about  nervous  or  mental 
symptoms  is  to  be  desired,  and  subterfuge 
is  to  be  avoided,  the  doctor  and  family  can, 
without  violating  the  truth,  present  some 
suggestion  which  may  appeal  to  the  patient 
or  may  circumvent  his  objections.  The  pa- 
tient may  be  allowed  to  make  a referral  con- 
tact on  his  own  basis.  For  example,  a para- 
noid husband  or  wife  may  consent  to  talk 
to  the  psychiatrist  about  his  spouse,  or  even 
about  some  specific  delusional  idea.  The  dis- 
cussion may  be  about  “nerves”,  or  possibly 
some  somatic  symptomatology  which  is  go- 
ing to  be  investigated  in  the  hospital.  After 
the  patient  is  presented  to  the  hospital  or 
office,  it  is  the  problem  of  the  psychiatrist 
to  interpret  his  role  in  a fashion  that  will 
be  most  acceptable  to  the  patient.  This  us- 
ually can  be  accomplished,  at  least  to  the 
point  of  allowing  the  necessary  studies  to 
proceed.  In  a private  hospital,  commitment 
is  usually  not  required. 

Psychoneuroses.  Since  this  group  has  in- 
sight into  the  fact  that  something  is  wrong, 
and  usually  is  pushed  toward  help  by  the 
distress  of  their  symptoms,  the  need  here 
may  be  for  encouragement  and  explanation 
by  the  family  doctor  to  overcome  feelings  of 
guilt  or  shame  or  disgrace,  the  common  atti- 
tudes toward  need  for  psychiatric  help. 
Often  a simple  psysiologic  explanation  of 


how  emotions  work,  of  the  sympathetic  ner- 
vous system,  and  of  how  feelings  get  “bot- 
tled up”,  helps  the  patient  to  understand. 
Others  need  reassurance  that  the  referral 
does  not  imply  “insanity”.  Others,  especial- 
ly those  with  marked  anxiety,  may  transfer 
this  anxiousness  into  a worry  about  the 
implications  of  psychiatric  referral.  This 
worry  may  take  the  form  of  fear  of  new 
doctors,  of  treatment,  of  undue  expense,  etc. 

Psychosomatic  Group.  Some  cases  in  this 
group  may  be  completely  unaware  of  the 
relation  of  tension  factors  to  their  somatic 
symptomatology.  It  would  be  almost  certain 
that  the  patient  would  have  had  repeated 
contacts  with  his  home  doctor  during  the 
period  of  diagnostic  study,  symptomatic 
medication,  and  the  evaluation  which  results 
in  the  physician’s  entertaining  the  diagnosis 
of  a psychosomatic  disorder.  During  this 
time,  the  physician’s  explanations  of  the  re- 
lationship of  organ  disturbance  to  distur- 
bances in  nerve  supply  are  good  preparation 
for  referral  in  those  cases  where  psychiatric 
help  might  later  be  considered  necessary. 
Patients  are  very  sensitive  to  attitudes  of 
approval  or  disapproval  in  their  doctors. 
They  are  encouraged  to  include  tension  fac- 
tors in  a medical  situation  if  they  sense 
that  the  physician  includes  them  as  a 
natural  factor  in  health  matters.  It  is  usual 
to  find  that  the  important  sources  of  ten- 
sion are  not  apparent  to  the  patient  or  to 
others  near  him.  The  family  physician, 
knowing  each  one  as  an  individual,  is  in 
the  best  position  to  sense  the  particular 
needs  of  different  patients.  In  many  cases 
the  patient  needs  to  be  given  a good  deal 
of  time  to  allow  the  gradual  implantation, 
by  the  doctor,  of  the  various  interpretations 
and  explanations  which  he  senses  would  be 
acceptable.  Since  the  background  and  per- 
sonality of  each  patient  are  different,  there 
is  no  stereotyped  or  predetermined  proce- 
dure, either  in  eliciting  clues  of  significant 
tension  factors,  in  treatment  of  them,  or 
in  the  presentation  of  the  idea  of  referral. 

Psychosomatic  and  Behavior  Problems  in 
Children..  Children  so  commonly  go  through 
various  “phases”  that  it  is  sometimes  diffi- 
cult at  first  to  detect  whether  a complaint 
of  the  parents  is  indicative  of  a passing  dif- 
ficulty, of  a problem  that  requires  more  de- 
tailed attention  by  the  family  doctor,  or  of 
one  that  may  require  specialized  investiga- 
tion. All  three  warrant  our  attention,  and 
the  doctor  commonly  meets  a great  variety 
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of  these  problems.  Those  children  having 
more  deep-seated  trouble  that  may  profit 
from  further  psychiatric  study  and  treat- 
ment are  characterized  by  patterns  which 
persist,  do  not  readily  respond  to  treatment, 
and  which  begin  to  show  more  clearly  ab- 
normal or  “unreasonable”  trends.  Of  all 
patient  problems  in  psychiatry,  those  of 
children  are  most  responsive.  Here  the  value 
of  preventive  effort  is  at  its  best.  As  we  all 
recognize,  and  as  studies  show,  the  seeds  of 
later-life  psychiatric  difficulty  are  sewn  in 
these  early  years. 

PROBLEMS  OCCURRING  DURING  ACTIVE 
TREATMENT  BY  THE  PSYCHIATRIST 

In  the  treatment  of  hospitalized  cases, 
especially  of  the  psychoses,  communication 
in  regard  to  diagnosis  and  specific  treat- 
ment-procedures poses  a lesser  problem  than 
in  those  cases  under  psychotherapy.  The 
nature  of  the  disease  process  is  clearer,  the 
proposed  treatment  course  can  be  more 
definitely  outlined,  its  duration  can  be  esti- 
mated with  reasonable  accuracy  in  many 
cases,  and  some  definite  statements  can  be 
made  about  the  progress  and  outcome.  Also 
in  these  cases  there  is  naturally  more  occa- 
sion for  closer  contact  with  the  family. 

During  the  treatment  of  those  patients 
who  may  be  receiving  more  intensive  psy- 
chotherapy, the  nature  of  the  situation 
creates  certain  difficulties  in  regard  to  re- 
laying, in  any  direct  or  concise  fashion,  ele- 
ments of  diagnosis,  prognosis,  or  progress 
of  the  treatment.  In  psychotherapy,  a part 
of  the  treatment  process  itself  is  the  gradual 
disclosure  of  the  “diagnosis”  in  the  sense 
of  the  casual  factors.  For  this  reason,  many 
important  questions  remain  unanswered  un- 
til gradually  brought  out  by  continuing 
treatment.  The  forces  which  underly  emo- 
tional and  tension  problems  are  character- 
istically a complex  of  small,  seemingly  un- 
related and  changing  ones,  rather  than  any 
few  outstanding  factors  that  can  be  readily 
reported. 

In  addition,  many  of  the  forces  basic  to  the 
illness  and  dealt  with  during  the  treatment 
are  of  essentially  personal  nature.  There- 
fore, certain  communications  may  be  re- 
stricted, especially  since,  at  any  one  time, 
attempts  to  formulate  the  patient’s  progress 
could  be  misleading.  Further  developments 
may  reveal  many  transient  reactions  in  an 
entirely  different  light.  For  example,  while 
various  emotional  problems  may  be  in  the 


process  of  discovery  and  resolution,  the  pa- 
tient may  be  upset,  sometimes  confused 
about  them,  and  reluctant  or  unable  to  dis- 
cuss this  aspect  of  his  treatment.  At  times 
he  may  be,  as  yet,  unaware  of  some  factor 
that  is  being  worked  out.  After  it  is  re- 
solved he  is  likely  to  have  the  attitude  that 
it  needs  no  further  discussion. 

In  other  instances,  during  the  period  when 
the  patient  may  have  a beginning  awareness 
of  certain  problems,  yet  before  they  are 
resolved,  he  may  show  inappropriate  or  un- 
reasonable attitudes  which  make  it  difficult 
for  other  people  in  his  environment.  At 
times  he  even  may  seem  to  become  worse. 
This  frequently  is  an  evidence  of  progress 
and  represents  a period  which  has  to  be 
worked  through.  Also,  patients  commonly 
develop  sharp  resistances  to  their  treatment. 
Such  resistances  constitute  a sign  of  progress 
when  successfully  resolved.  The  emotional 
reactions  that  occur  at  these  times  may  be 
displaced  onto  the  people  near  them,  includ- 
ing the  family  and  the  doctors,  and  thereby 
appear  to  be  inappropriate.  Unfortunately 
these  “unreasonable”  reactions  cannot  be  an- 
ticipated, except  in  a most  general  way,  and 
the  ultimate  cause  of  the  patient’s  upset 
may  not  become  apparent  until  later.  It  is 
helpful  to  have  the  referring  doctor  inform 
the  psychiatrist  of  these  difficulties.  Al- 
though they  are  disturbing,  they  constitute 
symptomatic  expressions  in  much  the  same 
way  as  do  vomiting,  diarrhea  or  any  other 
symptomatology. 

WHAT  CAN  BE  EXPECTED  IN  RESULTS 

Psychoses.  Schizophrenia  remains  a very 
serious  problem.  The  chances  of  a favor- 
able result,  in  the  sense  of  a remission  of 
an  acute  attack,  have  been  approximately 
doubled  by  newer  forms  of  treatment,  and 
have  been  accomplished  with  a much  short- 
er period  of  hospitalization  (six  to  eight 
weeks).  There  still  remains  30  per  cent  to 
40  per  cent  whose  reaction  even  to  this 
amount  of  treatment  is  discouraging,  either 
because  of  incomplete  resolution  of  the  at- 
tack, or  of  failure  to  respond  to  treatment. 
Although  the  possibility  of  the  patients  re- 
maining well  over  a long  term  period  has 
also  been  greatly  increased,  there  is  still  a 
very  large  percentage  who,  even  after  a re- 
mission has  been  achieved,  relapse  within 
months  or  years.  The  possibility  of  dim- 
inishing the  tendency  to  relapse,  through  the 
use  of  intensive  psychotherapy  in  selected 
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cases,  is  being  widely  studied.  There  is  prom- 
ise of  more  significant  help  in  this  direction. 

In  the  classic  or  “true”  major  depressive 
reaction  (both  involutional  and  manic-de- 
pressive types),  electroshock  treatments 
combined  with  general  care  and  psychother- 
apy can  now  achieve  an  85  per  cent  remis- 
sion of  illness  during  two  to  five  weeks  hos- 
pitalization, plus  two  to  three  weeks  out- 
patient treatment  and  follow-up.  In  uncom- 
plicated cases,  the  percentage  is  even  higher. 

In  manic-depressive  syndromes,  recurren- 
ces have  been  usual.  There  is  growing  evi- 
dence that  the  tendency  to  have  repeated 
attacks  may  be  diminished  by  psychother- 
apy. 

Major  Personality  Disorders.  These  cases 
include  many  social  problems  such  as  sexual 
deviates,  pathological  stealing,  some  crimin- 
al tendencies,  impulsive  behavior,  alcohol- 
ism, and  many  others.  At  present,  some 
cases  have  been  treated  with  success  where 
the  situation  allowed  prolonged  and  inten- 
sive therapy,  and  when  the  patient  could 
be  brought  to  the  point  of  accepting  and  pur- 
suing it.  This  group  of  disorders  represents 
an  area  in  which  psychiatric  theory  and  un- 
derstanding have  made  advances  that  are 
difficult  to  apply  because  of  many  practical 
factors,  and  thus  remains  an  important  area 
for  future  development. 

Psychoneuroses  and  The  Psychosomatic 
Group.  In  this  group  there  is  every  con- 
ceivable degree  of  need  for  help,  ranging 
from  those  who  resolve  spontaneously  to 
those  who  are  the  most  difficult.  In  regard 
to  the  ones  who  may  be  in  need  of  more  in- 
tensive psychotherapy,  some  generalities  can 
be  made.  Some  severe  illness-reactions  re- 
spond readily  and  in  a gratifying  way.  Oth- 
ers appearing  less  involved  may  resist  inten- 
sive treatment  efforts.  Among  the  latter  are 
apt  to  be  the  obsessive-compulsive  reactions, 
those  who  have  had  their  patterns  for  a 
greater  part  of  their  lives,  and  those  in  the 
older  age  group.  Very  commonly  a more 
“minor”  reaction,  especially  in  a “strong” 
personality  type,  may  require  longer  and 
more  intensive  treatment  than  a patient  who 
is  more  obviously  ill.  The  “more  solid”  per- 
sonality may  have  an  increased  capacity  to 
bury  and  to  compensate  for  the  causes  of 
deeper  tension;  as  a result,  the  causal  fac- 
tors may  be  less  apparent  and  more  difficult 
to  reach. 

In  cases  which  can  profit  from  psycho- 


therapy, a delicate  decision  has  to  be  made 
as  to  the  degree  or  “depth”  of  the  psycho- 
therapeutic effort  which  will  be  both  desir- 
able and  practical.  The  planned  therapeutic 
program  should  be  one  to  which  the  patient 
can  be  expected  to  respond,  and  that  will  be 
within  his  ability  to  pursue.  For  this  rea- 
son, a concept  of  the  “goal”  of  psychother- 
apy is  needed.  The  therapeutic  goal  may, 
for  many  reasons,  be  limited  to  symptomatic 
relief;  in  other  cases  there  may  be  indica- 
tions that  the  best  recommendation  would 
be  that  of  a thorough-going  attempt  to  re- 
solve deep-seated  causal  factors,  thus  includ- 
ing corrective  and  preventive  measures  in 
the  therapeutic  goal.  A general  rule,  with 
some  exceptions,  is  that  the  younger  the  pa- 
tient the  more  favorable  as  a candidate  for 
a thorough-going  or  corrective  psychothera- 
peutic effort.  In  younger  persons,  an  inten- 
sive treatment  course  is  not  only  more  prom- 
ising, but  greatly  increases  the  “yield”  from 
the  investment  of  time  and  money.  The 
gains  include  those  implied  in  a better  ad- 
justment in  their  years  ahead,  and  the  ef- 
fect on  those  about  them  — • for  example,,  in 
the  case  of  parents  with  children  in  the 
home. 

We,  as  psychiatrists,  can  see  areas  where 
our  relationships  can  be  improved  to  the  bet- 
terment of  our  mutual  interest,  namely,  the 
patient’s  welfare.  We  hope  there  will  be  no 
reluctance  on  the  part  of  the  referring  physi- 
cian to  acquaint  us  with  the  problems  he 
sees,  the  improvements  of  which  could  lead 
toward  a better  working  relationship.  In  a 
busy  practice  it  may  be  sometimes  difficult, 
but  we  would  welcome  comment  from  the 
practitioner  as  to  how  he  feels  about  the 
case  under  question;  what  factors  bearing 
on  the  psychiatric  problem  he  knows  in  re- 
gard to  the  patient,  his  family  and  the  com- 
munity; as  well  as  comments  in  regard  to 
practical  circumstances  which  relate  to  the 
most  suitable  treatment  program. 

In  inviting  suggestions  we  may  expect 
some  of  them  to  be  critical.  This  is  neces- 
sary, because  we  need  to  be  acquainted  with 
our  mutual  problems  if  we  are  to  utilize,  in 
the  best  practical  way,  the  constantly  grow- 
ing understandings  in  the  field  of  psychiatry. 


Today,  a woman  has  better  than  999  chances  out 
of  1,000  of  coming  through  childbirth  safely,  ac- 
cording to  the  American  Medical  Association.  A 
woman’s  chances  of  surviving  childbirth  are  eight 
times  better  than  were  her  mother’s. 
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T horazine-C hi  or  promazine* 


J.  WHITNEY  KELLEY,  M.D. 

Omaha,  Nebraska 

Thorazine  is  a drug  which,  I believe,  is 
entitled  to  considerable  investigation  and 
that  is  effective  enough  in  the  treatment  of 
psychiatric  disorders  to  warrant  consider- 
able attention.  It  deserves  a place  beside 
electric  and  insulin  therapy.  It  is  to  be 
noted  that  in  a recent  issue  of  the  Journal 
of  the  American  Medical  Association^,  an 
article  appeared  on  the  use  of  this  drug  in 
neuropsychiatric  disorders.  It  must  be  not- 
ed, however,  that  this  report  dealt  largely 
with  patients  of  the  psychoneurotic  group. 
On  the  other  hand,  the  work  that  we  have 
been  doing  at  Creighton  University  has  been 
largely  directed  against  psychoses,  though 
it  must  be  said  that  we  have  treated  some 
psychoneurotics,  and  that  Doctor  Winkel- 
man,  in  his  paper,  dealt  with  some  psy- 
chotics,  as  well.  The  drug  is  one  that,  I be- 
lieve, can  be  used  very  effectively,  but  it 
must  be  emphasized  that  there  are  certain 
side  effects  which  render  its  use  in  large 
dosages  somewhat  unsafe.  Its  use  must 
be  carefully  supervised  by  a qualified  physi- 
cian. 

In  contrast  to  Winkelman’s  work,  which 
was  done  largely  with  people  on  an  out- 
patient basis,  our  work  was  carried  out 
largely  with  people  who  were  hospitalized. 
The  symptomatology  of  the  patients  whom 
we  treated  was,  for  the  most  part  acute  or 
psychotic,  or  both,  and,  therefore,  required 
larger  doses  than  Winkelman  used.  It  was 
customary  for  us  to  begin  on  the  first  day 
with  a hospitalized  bedfast  patient  giving 
25  mg.  of  Chlorpromazine  intramuscularly 
every  six  hours.  Blood  pressure  and  pulse 
rates  were  taken  after  each  25  mg.  of  Chlor- 
promazine was  given.  The  patient  was  kept 
in  a darkened  room,  and  was  cautioned  to 
remain  in  bed  because  of  the  blood  pressure 
drop  following  the  medication.  On  the  sec- 
ond day,  if  the  systolic  blood  pressure  had 
not  dropped  below  100  mm.,  the  patient’s 
medication  was  increased  to  50  mg.  intra- 
muscularly every  six  hours.  He  was  main- 
tained on  this  dosage  for  a period  of  three 

*Read  beforfc-  the  Nebraska  Society  of  Neurology  and  Psychia- 
try, April  14,  1954. 


days.  He  was  then  given  150  mg.  of  the  med- 
ication by  mouth  and  allowed  out  of  bed  for 
the  first  time.  At  this  time,  he  was  per- 
mitted to  be  up  fifteen  minutes  twice  on  the 
first  day,  thirty  minutes  twice  on  the  second 
day,  doubling  the  time  each  subsequent  day 
providing  no  ill  effects  were  observed.  At  the 
end  of  the  two  weeks  period,  the  oral  dosage 
was  reduced  to  75  mg.  every  six  hours,  then 
to  50  mg.,  and  then  the  patient  was  dis- 
missed, providing,  of  course,  symptoms  had 
been  alleviated.  It  must  be  noted  that  in  a 
good  many  of  our  patients  electric  or  insulin 
shock  was  used  concurrently  with  Thorazine. 
We  found  that  certain  patients  responded  to 
conventional  electric  and  insulin  shock  much 
more  quickly  and  adequately  under  Chlorpro- 
mazine than  they  had  responded  without  it. 

In  the  acutely  psychotic  person,  especially 
of  the  paranoid  schizophrenic  group,  it  was 
found  that  Chlorpromazine  frequently  pro- 
duced a complete  alleviation  of  symptoms, 
and  it  was  not  necessary  to  use  electric  and 
insulin  therapy  at  all.  The  drug  has  been 
extremely  successful  in  its  application  to 
those  particular  psychotic  states  in  which 
the  patients  were  extremely  hyperactive,  it 
being  possible  to  treat  the  patient  without 
the  use  of  mechanical  restraints. 

At  this  point,  it  must  be  observed  that 
the  medication  is  a physiological  sedative 
without  the  hypnotic  effects,  and  that  it 
causes  considerable  drowsiness  especially  in 
the  first  few  days  of  administration.  It 
also  augments  the  sedative  effect  of  other 
drugs.  Nembutal,  grains  l1/*,  for  example, 
would  produce  a response  equal  to  Nembutal, 
grains  3,  in  an  individual  who  had  not  had 
Thorazine.  This  is  true  in  the  use  of  nar- 
cotics as  well  as  barbiturates. 

The  side  effects  are  not  too  severe  in  most 
cases.  Practically  all  of  the  patients  com- 
plained of  considerable  drowsiness  and  slept 
a large  part  of  the  time  during  the  early 
days  of  the  administration  of  the  Thorazine. 
In  addition  to  that,  they  developed  voracious 
appetities.  Even  patients  who  had  been  suf- 
fering from  gall  bladder  disorders  were  able 
to  eat  food  which,  under  other  circumstan- 
ces, would  have  produced  considerable  gastro- 
intestinal distress.  The  most  pronounced 
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immediate  side  effect  of  the  medication  is 
the  profound  drop  in  blood  pressure  which 
occurs  quite  soon  after  the  medication  is 
given,  especially  parenterally.  The  fall  in 
blood  pessure  which  occurs  very  quickly 
thereafter  and  continues  during  the  course 
of  the  treatment  is  not  effected  by  emotional 
change,  nor  is  it  altered  by  the  ingestion  of 
caffeine,  theobromine,  or  theocalcin.  Ad- 
renalin and  ephedrine  seem  to  have  very 
little  observable  effect.  Nicotine  produces 
rather  remarkable  changes  in  the  blood  pres- 
sure in  spite  of  the  use  of  Thorazine.  Four 
per  cent  of  our  patients  developed  a red 
rash  and  about  seven  per  cent  developed  the 
“jitters,”  much  as  if  they  had  been  taking 
large  doses  of  ephedrine.  A few  of  our  pa- 
tients developed  jaundice.  The  jaundice  rap- 
idly cleared  in  all  instances  excepting  one, 
and  this  one  patient  appears  to  have  an  ob- 
struction of  the  common  bile  duct. 

Another  side  effect  of  Thorazine  that 
should  be  observed  by  the  nursing  personnel 
is  that  it  sometimes  produces  an  allergy 
when  it  comes  in  contact  with  the  one  who 
administers  the  drug.  For  that  reason,  we 
have  advised  the  use  of  forceps  to  handle  the 
medication.  This  has  not  been  a problem 
in  the  administration  of  the  salol  coated  pills, 
but  it  has  been  somewhat  of  a problem  with 
the  capsules. 

The  Specia  Company  in  Paris,  who  orig- 
inally made  the  drug,  synthesized  it  from  a 
chemical  root  from  which  they  had  derived 
three  other  antihistamines  and,  because  of 
its  profound  effect  on  the  sympathetic  and 
parasympathetic  nervous  systems,  separat- 
ing them  from  emotional  control,  they  have 
labeled  it  as  a neuroplegic.  We  have  found 
that  it  acts  not  only  on  the  hypothalamus, 
disconnecting  the  autonomies,  but  that  it  acts 
on  the  spinal  cord  as  well. 

The  majority  of  patients  whom  we  treated 
with  this  new  drug  were  paranoid  schizo- 
phrenics. Fifty-one  per  cent  of  these  peo- 
ple had  excellent  results,  32  per  cent  had 
good  results,  and  17  per  cent  moderately  good 
i-esults.  It  must  be  noted  that  these  pa- 
tients, for  the  most  part,  received  insulin 
therapy,  and  about  half  of  them  received 
electric  shock  therapy  as  well.  The  catatonic 
schizophrenics  responded  quite  well,  though 
they  were  relatively  small  in  number.  At 
this  point  it  should  be  brought  out  that  many 
chronic  schizophrenics,  who  had  been  sick 
for  a period  of  years,  improved  remarkably 


in  their  behavior  when  given  Thorazine, 
though  they  did  not  make  a recovery.  For 
example,  we  have  had  several  people  who 
have  been  on  conventional  therapy  for  a per- 
iod exceeding  ten  years,  without  remission, 
and  who  have  become  useful  citizens  after 
taking  Thorazine.  It  has  been  a terrific 
adjunct  in  the  treatment  of  obsessive  compul- 
sives, though  we  have  not  had  very  many 
cases  of  this  disorder.  Its  chief  place  in  the 
treatment  of  psychoneurotics  has  been  in  the 
anxiety  states  in  which  we  have  had  rather 
excellent  results.  This,  of  course,  is  the  first 
drug  which  has  been  really  effective  in  this 
type  of  disorder.  It  has  also  been  quite  ef- 
fective in  hysteria.  All  psychotic  states 
which  were  characterized  by  marked  hyper- 
activity — agitated  schizophrenics,  agitated 
involutional  and  manic  depressive  manics — 
quieted  down  rather  quickly  after  the  admin- 
istration of  the  drug,  and  could  be  handled, 
for  the  most  part,  without  the  use  of  any 
mechanical  restraints.  Its  effect  on  psycho- 
somatic symptoms  was  found  to  be  remark- 
able. Severe  “nervous  headaches”  responded 
quickly. 

Having  given  a rather  enthusiastic  report 
on  the  number  of  conditions  which  are  bene- 
fited by  the  use  of  Thorazine,  a word  of  cau- 
tion should  be  introduced.  This  drug,  appar- 
ently, is  excreted  as  a fractionated  product, 
and  is  not  found  as  Chlorpromazine  in  the 
urine,  or  in  the  feces.  For  that  reason,  it 
is  generally  believed  that  it  is  excreted  by 
the  liver  as  a fractional  product.  As  the 
body  acquires  an  increasing  knowledge  of 
Thorazine,  the  drug  becomes  less  and  less 
effective,  so  that  it  becomes  necessary,  eith- 
er to  increase  the  dose  later  on,  or  to  change 
to  other  medication.  For  this  reason,  it 
should  be  borne  in  mind  that  those  particular 
types  of  psychoneuroses  which  are  difficult 
to  treat  with  psychotherapy  should  be  han- 
dled by  an  individual  with  considerable 
knowledge  of  psychotherapeutic  principles. 

Anxiety  states,  which  are  difficult  to  treat 
because  of  the  persistance  of  symptoms,  may 
be  handled  by  a psychiatrist  because  the  pa- 
tient is  no  longer  distracted  by  the  persist- 
ance of  his  psychosomatic  symptomatology. 
His  relief  from  symptoms,  however,  will 
last  from  two  to  four  months,  and,  for  that 
reason,  the  therapeutic  effect  of  psychother- 
apy has  to  be  instituted  during  that  time  or 
it  will  be  difficult  to  contact  the  patient 
when  the  symptoms  have  returned.  This 
caution  should  also  be  borne  in  mind  when 
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patients  with  psychosomatic  symptoms  are 
treated.  The  psychosomatic  headaches,  the 
palpitation  of  the  heart,  and  the  various  dis- 
turbing sensations  which  occur  in  psycho- 
neurotics respond  to  this  drug  almost  as  if 
by  magic  only  to  recur  as  the  effectiveness 
of  the  drug  wears  off.  For  that  reason,  these 
patients  should  be  treated  with  adequate 
psychotherapy  during  the  time  that  they  are 
symptom-free.  This  is  also  true  of  the 
obsessive  compulsive  state. 

This  work  represents  a preliminary  report 
on  the  patients  treated  at  St.  Joseph’s  Hos- 
pital, and  I am  under  obligation  to  Doctors 
Farrell,  Muehlig,  and  Barta  for  their  cooper- 
ation in  helping  me  collect  this  data.  The 
Smith,  Kline  & French  Company,  which  is 
dispensing  the  drug  experimentally  in  this 
country,  has  been  very  cooperative  in  fur- 
nishing medication  as  well  as  extracts  of  all 
the  reports  that  have  been  made  by  other 
physicians  working  with  this  drug. 

SUMMARY 

Firstly,  Chlorpromazine  is  a valuable  ad- 
junct to  psychiatric  therapy;  secondly,  it 
may,  in  some  cases,  replace  the  use  of  electric 
and  insulin  therapy;  thirdly,  it  should  be  ad- 
ministered to  patients  with  psychosomatic 
symptomatology  by  an  individual  who  is  well 
versed  in  psychotherapeutic  methods  ; fourth- 
ly, it  has  side  effects  which  should  be  guard- 
ed against,  especially  profound  drops  in  blood 
pressure;  fifthly,  it  would  be  wise  for  the 
reader  to  read  articles  concerning  the  effec- 
tiveness of  this  drug  in  other  fields  of  med- 
icine than  psychiatry.  It  has  profound'  ef- 
fects in  surgery,  in  obstetrics,  and  in  general 
medicine. 
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NEWS  FROM  AMERICAN  MEDICAL 
ASSOCIATION 

The  World  Medical  Association,  representing 
700,000  physicians  in  46  national  medical  associa- 
tions, announced  recently  that  plans  are  underway 
to  establish  an  International  Committee  on  Occupa- 
tional Health  Services  for  the  benefit  of  industrial 
workers  everywhere. 

Dr.  Louis  H.  Bauer,  New  York,  secretary  general 
of  the  World  Medical  Association,  said  the  inter- 
national committee  will  be  made  up  of  physicians 
who  are  members  of  the  W.M.A. 

There  is  a strong  possibility,  Di\  Bauer  said,  that 
the  World  Medical  Association,  in  cooperation  with 
other  organizations,  will  sponsor  an  International 
Conference  on  Occupational  Health  within  the  next 


3 to  4 years.  The  site  for  such  an  international 
congress  has  not  been  decided. 

At  an  initial  meeting  in  New  York  recently,  more 
than  35  industrial  health  leaders  in  the  United 
States  explored  the  feasibility  of  embarking  on  such 
an  international  occupational  health  program  and 
urged  the  World  Medical  Association  to  take  it 
over. 

“We  are  presently  collecting  all  the  important 
data  we  can  in  connection  with  such  a project,”  Dr. 
Bauer  said,  “and  then  plan  to  place  the  information 
in  the  hands  of  members  of  the  Council  of  the 
World  Medical  Association  when  it  meets  in  Zurich, 
Switzerland,  in  April,  for  final  action.” 

To  give  the  council  as  much  help  as  possible  in 
formulating  such  a program  on  an  international 
scale,  an  American-Canadian  Advisory  Committee 
was  appointed  during  the  14th  annual  Congress  on 
Industrial  Health  held  in  Louisville  late  in  February. 
This  committee  will  work  closely  with  the  Secre- 
tariat of  the  World  Medical  Association  between 
now  and  the  time  the  council  meets  in  Zurich. 

The  advisory  committee  members  are:  Drs.  Carl 
Peterson,  Chicago,  chairman;  Henry  H.  Kessler, 
Newark;  George  Saunders,  New  York;  Max  R.  Bur- 
nell, Detroit;  C.  Richard  W aimer,  Pittsburgh,  Pa.; 
John  Poutas,  New  York;  Robert  A.  Kehoe,  Cincin- 
nati; Grant  Cunningham,  Toronto;  Leonard  Green- 
burg,  New  York;  Seward  Miller,  U.S.P.H.S.,  and 
George  Wilkins,  Boston,  Mass. 

“Since  the  World  Medical  Association  represents 
nongovernmental  agencies,  its  efforts  to  improve 
the  occupational  health  of  workers  and  their  families 
will  stimulate  the  interest  and  increase  the  partici- 
pation of  the  practicing  physicians  over  the  world,” 
Dr.  Bauer  said.  “The  whole  movement  will  be  un- 
dertaken on  an  international,  grass-roots  level.” 

Industrial  health  leaders,  representing  medicine, 
industry,  and  government,  pledged  support  of  the 
new  movement  at  the  New  York  meeting  because 
it  was  felt  that  every  country  with  any  degree  of 
industrialization  has  industrial  health  problems. 

The  advisory  committee  agreed  that  the  basic 
elements  in  occupational  health  service  can  be 
classified-  under  the  major  headings  of  oi'ganiza- 
tional  and  administrative  occupational  medicine,  pre- 
ventive medicine  and  public  health,  industrial  hy- 
giene, health  education,  occupational  medical  edu- 
cation and  research,  medical  care,  and  workmen’s 
compensation  and  rehabilitation.  A primary  ob- 
jective of  the  World  Medical  Association  should  be 
to  formulate  standards  and  principles  which  will 
define  the  relations  of  the  practicing  physician  to 
these  components. 

The  advisory  committee  also  recommended  that 
the  occupational  health  committee  of  the  World 
Medical  Association  establish  contact  with  other 
international  organizations  in  this  field  to  define 
specific  objectives,  spheres  of  action,  and  working 
relations.  Each  national  medical  society  holding 
membership  in  the  World  Medical  Association 
should  be  invited  to  establish  a corresponding  com- 
mittee if  one  already  does  not  exist.  These  national 
committees  would  inform  the  Occupational  Health 
Services  Committee  of  W.M.A.  about  the  present 
status,  scope  and  effectiveness  of  current  programs, 
conspicuous  gaps  in  activities,  and  governmental 
legislation  and  regulations  as  they  apply  to  coun- 
tries of  origin.  In  this  way  a clearing  house  of 
information  ultimately  would  develop  on  many  in- 
ternational phases  of  occupational  health  services. 
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CRIPPLED  CHILDREN’S  CLINICS— 

July  10,  Norfolk,  Norfolk  State  Hospital 
July,  McCook,  St.  Catherine  Hospital 
August  7,  North  Platte,  Knights  of  Columbus 
Building 

August  14,  Chadron,  Elks  Club 
August  28,  Grand  Island,  St.  Francis  Hospital 
September  11,  Broken  Bow,  High  School 
September  25,  Lexington,  High  School 
ROCKY  MOUNTAIN  CANCER  CONFERENCE— 
July  14-15,  835  Republic  Building,  Denver  2,  Colo- 
rado 


Organization  Section 

News  and  Views 

FROM  THE  NEBRASKA  CITY  NEWS-PRESS— 

The  University  of  Nebraska,  on  June  6, 
honored  the  late  Dr.  Howard  Taylor  Ricketts, 
a University  graduate  who  gave  his  life  at 
the  age  of  39  to  further  the  medical  world’s 
knowledge  of  typhus.  During  the  ceremony 
which  was  held  in  Morrill  Hall  on  the  Lin- 
coln campus,  a plaque  bearing  the  likeness  of 
Dr.  Ricketts  was  unveiled. 

While  pursuing  his  typhus  research  in 
Mexico  City,  Dr.  Ricketts  contracted  the  dis- 
ease and  died  May  3,  1910.  After  his  death, 
the  President  of  Mexico  ordered  a commem- 
orative volume  published  in  his  honor  and  a 
marble  memorial  constructed. 

Dr.  Ricketts  received  his  Bachelor  of  Arts 
at  the  University  of  Nebraska,  in  1894,  and 
finished  his  medical  course  at  Northwestern 
University  Medical  School. 

FROM  THE  OMAHA  WORLD-HERALD— 

Just  what  “progress”  Nebraska  is  making 
in  treating  the  mentally  ill  and  sending  them 
home  cured  was  revealed  recently  by  Dr.  G. 
Lee  Sandritter,  Superintendent  of  the  Hast- 
ings State  Hospital.  He  reported  that: 

According  to  the  standards  of  the  Ameri- 
can Psychiatric  Association,  the  Hastings 
hospital  should  have  23  full-time  psychia- 
trists to  care  for  its  1,750  patients.  In  1951, 
it  had  11  full-time  psychiatrists.  Today  it 
has  four,  plus  one  half-time  man. 

Hastings  lost  its  doctors  because  they  were 
offered  better  salaries  elsewhere,  Dr.  Sand- 
ritter said.  Advertisements  for  replacements 
have  brought  not  one  response.  The  Board 
of  Control  has  the  money  to  raise  salaries, 
Dr.  Sandritter  declared,  but  has  refused  to 
do  so. 

At  that,  Hastings  evidently  is  better  off 
than  the  other  two  state  hospitals.  It  is 
still  accredited  for  psychiatric  training, 
while  the  Norfolk  State  Hospital  has  lost  its 
accreditation.  Lincoln  State  Hospital  has 
never  been  accredited.  It  seems  that  Ne- 
braska’s system  for  care  of  the  mentally  ill 
is  going  backward  instead  of  forward,  at  a 
time  when  methods  and  procedures  in  that 
field  are  being  improved  steadily. 
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STUDENTS  TO  PAY  FOR 
MEDICAL  EDUCATION— 

Solving  the  problem  of  deficit  financing 
of  the  nation’s  medical  schools  by  “billing” 
the  graduate  for  his  education  after  he  is 
established  in  practice  is  suggested  by  Doc- 
tor Brian  Bird,  assistant  professor  of  psy- 
chiatry at  Western  Reserve  University 
School  of  Medicine,  in  an  article  in  the  June 
issue  of  The  Journal  of  Medical  Education. 
Instead  of  begging  for  money  from  every  con- 
ceivable source,  in  order  to  educate  students 
at  a fraction  of  the  actual  cost,  this  cost 
would  be  assumed  by  the  student  as  a legal 
debt. 


POST  OFFICE  URGES  MORE 
CAREFUL  BLOOD  PACKAGING— 

An  assistant  postmaster  in  Chicago  urges 
more  careful  packing  of  blood  samples.  Glass 
vials  of  blood  are  placed  in  cardboard  tubes 
with  metal  screw-on  tops  for  shipment  by 
mail.  The  tops  often  come  off  and  the  blood 
spills  on  other  mail.  If  the  glass  vial  is  re- 
placed by  the  postal  clerk,  the  right  speci- 
men may  get  into  the  wrong  container  thus 
leading  to  serious  errors.  It  is  suggested 
that  the  cap  be  taped  on  securely  by  the  use 
of  adhesive  tape  (not  scotch  tape). 

DOCTOR  SCHENKEN  TO  DOCTOR  JUDD— 

The  following  letter  was  sent  to  Congress- 
man Judd  by  Doctor  John  R.  Schenken.  In 
it,  Doctor  Schenken  gives  expression  to  the 
responses  that  were  stirred  in  the  minds  of 
all  those  who  heard  Doctor  Judd  speak  at 
the  Annual  Banquet  of  our  Association.  For 
this  reason  we  are  permitting  you  to  enjoy 
and  profit  by  this  analytical  review  of  a 
great  speech. 

May  19,  1954 

Honorable  Walter  A.  Judd 
House  of  Representatives 
Washington  25,  D.  C. 

Dear  Doctor  Judd: 

Your  talk  to  the  Nebraska  State  Medical  Asso- 
ciation in  Lincoln  on  May  12,  1954,  was  the  third 
time  I have  had  the  privilege  of  hearing  you  speak. 
As  a member  of  the  faculty  of  the  University  of 
Nebraska  College  of  Medicine,  as  a fellow  physician, 
and  as  a brother  midwesterner,  I was  proud  of 
what  you  said.  The  vivid  picture  you  painted  con- 
trasting the  physician’s  approach  to  the  solution 
of  the  problem  of  the  sick  person  with  the  politi- 
cian’s approach  to  the  problem  of  a sick  govern- 
ment was  one  which  your  audience  will  not  soon 
forget. 


I feel  certain  that  the  medical  profession  if  left 
unhampered  and  unrestricted  by  government  con- 
trol will  always  justify  your  confidence  in  it  and 
will  continue  to  accept  its  responsibility  of  self- 
discipline. 

I feel  that  your  “political”  remarks  to  a group 
of  physicians  were  well  placed  and  vitally  necessary 
because,  unfortunately,  many  of  our  colleagues  are 
so  deeply  engulfed  in  their  daily  problems  of  pa- 
tient care  that  they  pay  scant  attention  to  an 
equally  important  phase  of  their  lives  — that  is, 
being  American  citizens  dedicated  to  the  philosophy 
of  upholding  all  phases  of  responsible  individualism. 
Physicians  often  fail  to  realize  that  they  possess 
the  qualities  for  powerful  leadership  in  their  com- 
munities, and,  unfortunately,  they  allow  these  qual- 
ities to  lie  dormant.  You  may  feel  certain  that 
your  talk  has  activated  some  of  them. 

Now,  I wish  to  make  a few  comments  about  the 
substance  of  your  talk.  I wish  I had  the  ability 
to  write  you  a short  letter,  but  since  I don’t,  this 
must  do. 

Never  have  I heard  a more  comprehensive,  author- 
itative, convincing,  nor  more  provocative  reveiw  of 
the  problem  of  Communism  in  the  world,  partic- 
ularly as  it  relates  to  the  Chinese  focal  point  in 
the  eastern  hemisphere.  I am  fully  aware  that 
your  remarks  cannot  be  successfully  challenged  as 
being  emotional  or  unfounded  inasmuch  as  the  Con- 
gressional Record  reveals  a series  of  your  past  en- 
tries regarding  your  predictions  of  things  to  come 
which,  unfortunately,  ultimately  came  true.  Never 
have  I heard  a “politician”  so  completely  detach 
himself  from  his  partisan  viewpoint,  and  frankly 
and  honestly  present  an  objective  analysis  of  the 
position  of  the  United  States  of  America  in  its  re- 
lations with  other  nations  insofar  as  mutual  trust 
is  concerned. 

Many  of  our  fellow  Americans  would  have  been 
shocked  to  learn  that  the  Philippines  is  possibly 
the  only  nation  among  those  under  discussion  which 
completely  trusts  us  with  regard  to  our  policy  of 
foreign  relations.  Never  have  I heard  a more 
graphic  review  of  the  precarious  position  in  which 
the  non-Commu’nist  nations  of  the  eastern  hemis- 
phere find  themselves  as  they  figuratively  form 
geographic  fingers  protruding  downward  from  the 
hand  of  China.  We  were  all  deeply  impressed  with 
the  fact  that  we  must  do  evei’ything  in  our  power 
to  create  a friendly  hand  of  peace  from  this  group 
of  nations  instead  of  the  clenched  fist  of  war. 

I was  pleased  to  hear  your  opinion  that  it  would 
be  useless  for  us  to  send  armed  troops  into  Indo- 
china at  this  time.  In  the  words  of  one  of  my 
friends,  “We  are  fighting  on  the  wrong  side.”  (For 
fear  of  being  misunderstood,  I hasten  to  add  that 
my  friend  meant  that  we  cannot  expect  the  “free 
world”  to  consider  us  consistent  when  we  supported 
an  Indochinese  neighbor,  the  Indonesians,  in  their 
bid  for  independence,  but  seemingly  are  upholding 
the  continued  colonization  of  Indochina  by  France.) 

Out  of  the  summation  of  your  talks,  I gleaned 
the  impression  that  you  were  more  optimistic  than 
pessimistic,  and  that  it  was  your  feeling  that  the 
American  people  should  respond  more  deeply  to  the 
threat  of  Communism.  I gained  the  impression 
that  you  felt  that  the  mothers  who  recently  wired 
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Washington,  demanding  that  their  sons  not  be  asked 
to  serve  with  the  armed  forces  in  foreign  conflicts, 
were  not  fully  aware  of  the  threat  of  Communism, 
and  that  their  action  might  hamper  the  consum- 
mation of  a sound  foreign  policy. 

It  is  upon  this  point  of  public  reaction  to  our 
foreign  policy  and  to  the  integrity  of  our  govern- 
ment in  dealing  with  matters  of  foreign  policy  that 
I wish  to  further  comment  on  your  talk. 

Since  you  did  not  explain  the  feeling  of  distrust 
in  our  government  which  motivated  the  American 
mother  to  wire  Washington,  I feel  that  her  action 
needs  an  explanation. 

When  I study  our  own  American  history,  partic- 
ularly as  it  relates  to  the  wars  in  which  we  have 
engaged,  I am  left  with  the  shocking  conclusion 
that  historians  may  eventually  record  the  fact  that 
there  was  only  one  war  in  which  we  have  been  just- 
ifiably engaged  — the  Revolutionary  War. 

The  War  of  1812  settled  no  disputes. 

The  Mexican  War  was,  in  effect,  a war  of  con- 
quest. 

The  Civil  War  was  a conflict  over  states’  rights, 
the  results  of  which  may  yet  have  far-reaching 
effects  upon  the  ultimate  form  of  government  which 
we  will  have  in  the  United  States.  Following  this 
war  there  has  been  a gradual  disintegration  of  the 
philosophic  and  political  boundaries  of  the  several 
states  — a development  quite  contrary  to  the  ideals 
of  our  forebears  who  framed  the  American  Consti- 
tution. 

The  Spanish- American  War  was  obviously  one  of 
unprovoked  interference  inasmuch  as  three  commis- 
sions have  never  yet  established  that  the  Spaniards 
had  anything  to  do  with  the  sinking  of  the  USS 
Maine. 

World  War  I was  fought  to  “make  the  world 
safe  for  democracy”  and  although  we  won  the  armed 
conflict,  we  lost  the  peace  and  created  a Nazi  Ger- 
many, a spineless  France,  a socialist  England,  a 
communist  Russia,  and  a drunken  America — drunk- 
en with  artificial  prosperity  which  engendered  a lack 
of  interest  in  the  establishment  of  a lasting  peace. 

The  natural  consequences  of  the  “peace”  of  World 
War  I incited  World  War  II  and  again  the  hue  and 
cry  arose  that  the  free  world  must  stop  aggres- 
sion at  all  costs.  The  now  historic,  disgraceful 
executive  agreements  at  Teheran  and  at  Yalta  were 
directly  responsible  for  the  savagely  instigated  par- 
tition of  Europe,  the  communization  of  China,  the 
Korean  conflict,  and  the  Indochinese  War.  These 
events,  and  no  doubt  others  still  to  come,  have  set 
the  stage  for  World  War  III.  This  is  the  most 
frightening  prospect  of  all,  best  epitomized  in  the 
words  of  Dr.  Albert  Einstein  when  he  was  asked 
what  weapons  would  be  used  in  World  War  III. 
His  answer  was  that  he  did  not  know,  but  that  he 
knew  what  weapons  would  be  used  in  World  War 
IV  — sticks  and  stones. 

The  American  mother  who  gave  her  son  in  Korea 
in  order  to  contain  the  aggression  of  Communism 
feels  that  her  sacrifice  was  in  vain,  and  the  latest 
blow  that  she  has  sustained  is  the  rejection  of  the 
principles  of  the  Bricker  Amendment  which  was 


designed  to  prevent  a recurrence  of  the  tragedy  of 
Teheran  and  Yalta. 

It  seems  quite  clear  that  all  of  these  past  actions 
of  her  government  have  convinced  the  American 
mother  that  there  has  not  been  a long-range  plan, 
free  of  political  intrigue,  in  Washington  which  has 
the  best  interests  of  the  United  States  at  heart. 
No  wonder  she  sent  a telegram  to  Washington  say- 
ing in  effect  that  she  did  not  want  to  sacrifice  her 
son  on  foreign  soil  in  order  to  stop  Communism. 

If  this  is  not  enough  to  explain  her  action,  she 
is  further  sustained  in  her  view  by  the  daily  evi- 
dence of  the  crushing  effects  of  statism  thi'ough  the 
inevitable  creation  of  a classless  society  by  way 
of  the  Sixteenth  Amendment  and  its  mounting  con- 
fiscatory taxation;  through  the  extension  of  the 
“benefits”  of  Social  Security;  through  the  Old  Age 
Survivors  Insurance,  which  on  an  actuarial  basis  is 
charity  rather  than  an  insurance;  through  the 
constantly  increasing  subsidy  programs;  through 
the  spending  of  billions  in  the  field  of  education  by 
the  Federal  government,  a field  which  should,  of  all 
things,  be  free  of  government  controls;  and  finally, 
through  the  creation  of  a cabinet  post  of  Health, 
Education,  and  Welfare  — a post  which,  if  placed 
in  the  hands  of  a political  party  that  is  inclined 
toward  totalitarianism,  could  be  the  most  powerful 
weapon  of  all  to  complete  the  formation  of  a col- 
lectivistic  state. 

With  these  things  as  a background  for  her  think- 
ing, can  we  blame  the  American  mother  for  protest- 
ing any  suggestion  that  an  American  soldier  be 
used  anywhere  in  the  world  except  on  American  soil 
to  defend  America  against  invasion?  The  case  for 
the  distrust  of  the  United  States  by  other  nations 
is  alarming,  as  you  have  pointed  out,  but  equally 
alarming  is  the  case  for  the  American  mother  to 
distrust  the  leadership  that  we  have  had  in  our  Fed- 
eral government. 

Sincerely  yours, 

J.  R.  Schenken,  M.D. 


THE  MONTH  IN  WASHINGTON— 

Washington,  D.  C.  — The  controversial 
health  reinsurance  issue  has  come  back  into 
prominence,  and  under  conditions  that  make 
the  whole  question  about  as  complicated  as 
it  can  get.  The  bill  would  have  the  federal 
government  underwrite  voluntary  health  in- 
surance plans  if  they  agree  to  experiment 
with  risks  not  usually  covered. 

Although  this  measure  is  a major  part  of 
President  Eisenhower’s  health  program,  it 
became  bogged  down  in  the  House  Inter- 
state and  Foreign  Commerce  Committee 
when  widespread  opposition  developed.  Then 
the  committee  chairman,  Rep.  Charles  E. 
Wolverton  (R.-N.  J.),  turned  to.  one  of  his 
favorite  subjects,  a plan  for  federal  guaran- 
tee of  private  loans  to  health  facilities  for 
construction  and  equipment.  This  bill,  how- 
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ever,  was  not  supported  by  the  administra- 
tion. 

In  an  effort  to  placate  the  opposition,  Mr. 
Wolverton  offered  to  eliminate  a number  of 
objectionable  features  from  the  mortgage 
guarantee  bill.  At  the  same  time  there  were 
reports  that  he  proposed  to  merge  this  bill 
with  the  administration-supported  reinsur- 
ance bill.  Meanwhile,  Henry  J.  Kaiser  made 
two  special  trips  to  Washington  to  help  out 
his  friend,  Mr.  Wolverton.  by  putting  his 
weight  behind  the  mortgage  loan  idea.  That 
was  not  surprising,  inasmuch  as  Mr.  Kaiser 
had  helped  to  draw  up  the  bill,  which  would 
greatly  benefit  health  centers  such  as  those 
started  on  the  West  Coast  by  the  Kaiser 
Foundation. 

Mr.  Kaiser,  saying  he  was  producing  a 
film  to  promote  the  mortgage  loan  plan, 
went  to  the  unusual  extent  of  making  a 
direct  appeal  to  Washington  news  corres- 
pondents to  write  favorable  copy  about  the 
bill. 

While  these  Wolverton-Kaiser  maneuver- 
ings  were  taking  place  on  the  mortgage  bill, 
it  became  apparent  that  President  Eisenhow- 
er was  not  ready  to  abandon  the  reinsurance 
idea.  He  called  a number  of  executives  of 
major  life  insurance  companies  to  the  White 
House  to  try  to  impress  them  with  the  merits 
of  reinsurance  and  in  other  ways  indicated 
he  still  wanted  to  see  the  bill  passed  this  ses- 
sion. Secretary  Hobby,  whose  original  test- 
imony for  reinsurance  had  been  restrained, 
also  joined  in  the  last-minute  campaign.  But 
it  appeared  the  tangle  might  be  too  com- 
plicated even  for  Mr.  Eisenhower  to  unravel 
before  adjournment. 

Most  other  parts  of  the  Eisenhower  health 
program  were  moving  through  Congress, 
even  though  some  were  off  schedule.  (Of 
the  major  bills,  AMA  opposes  only  reinsur- 
ance.) Legislation  to  expand  the  Hill-Bur- 
ton hospital  construction  program  cleared 
what  might  have  been  a serious  obstacle 
when  it  was  reported  out  by  the  Senate  com- 
mittee. Compared  with  the  House  bill,  the 
Senate  bill  gave  more  discretion  to  state 
health  authorities  in  use  of  funds  for  con- 
structing facilities  for  the  chronically  ill, 
for  nursing  homes,  and  for  health  centers. 
However,  the  Senate  would  require  that 
funds  earmarked  for  rehabilitation  centers 
be  used  for  the  stated  purpose.  The  Sen- 
ate also  would  rule  out  the  possibility  of 
U.  S.  grants  to  centers  devoted  solely  to 


treatment.  Unless  the  facility  could  qualify 
as  a diagnostic  center,  or  a diagnostic-treat- 
ment center,  it  could  not  be  eligible  under 
the  Senate  bill.  This  safeguard  was  not  in 
the  House  bill. 

Of  the  remaining  legislation  of  interest  to 
the  medical  profession,  the  status  at  this 
writing  was  about  as  follows: 

The  doctor  draft  amendment,  to  strength- 
en Defense  Department’s  hand  in  dealing 
with  physicians  who  might  be  security  risks, 
had  passed  the  Senate,  been  reported  by  the 
House  committee,  and  was  almost  a law.  Also 
about  to  be  enacted  was  a provision  liberal- 
izing medical  expense  deductions  from  tax- 
able income.  The  long-dormant  bill  to  trans- 
fer responsibility  for  Indians’  health  matters 
from  the  Indian  Bureau  in  Interior  Depart- 
ment to  Public  Health  Service  in  the  Depart- 
ment of  Health,  Education,  and  Welfare 
was  pointed  toward  enactment,  but  might 
possibly  be  held  up  by  objections  of  Sena- 
tors from  a few  western  states.  The  Inter- 
ior Department  had  dropped  its  original  ob- 
jection. 

The  House-passed  social  security  bill,  with 
the  compulsory  coverage  of  physicians  elim- 
inated, was  before  the  Senate  Finance  Com- 
mittee, where  anything  could  happen.  Two 
bills  of  medical  interest  already  had  been 
passed  by  both  houses  and  signed  into  law. 
One  prohibits  the  shipment  of  fireworks  into 
a state  where  fireworks  are  illegal,  and  the 
other  relieves  Army  medical  officers  of  the 
technical  responsibility  for  supervising  prep- 
aration of  food. 

A reassuring  note  was  sounded  by  Presi- 
dent Eisenhower  when  he  forwarded  to  Con- 
gress the  controversial  International  Labor 
Organization  convention  on  minimum  stand- 
ards of  social  security  with  a recommenda- 
tion that  it  not  be  ratified.  His  message 
said  most  of  the  points  — including  a sug- 
gestion for  socialized  medicine  — were  not 
proper  subjects  for  the  Congress  to  deal 
with.  — (From  the  Washington  Office, 
A.M.A.) 


MATERNAL  MORTALITY 

While  the  number  of  births  in  our  country  reached 
a record  high  in  1953,  the  mortality  from  pregnancy 
and  childbirth  dropped  to  a new  low.  The  death 
rate  among  the  insured  last  year,  1.3  per  100,000 
policy-holders,  was  little  more  than  half  the  figure 
for  1948  and  only  one  fifteenth  that  for  1911. 
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Announcements 

RESEARCH  AWARDS  APPLICATIONS  TO 
AMERICAN  HEART  ASSOCIATION— 

The  American  Heart  Association  will  ac- 
cept applications  for  research  awards.  Ap- 
plications may  be  filed  for  Research  Fellow- 
ships and  Established  Investigatorships  up 
to  Sept.  15,  1954,  and  for  research  grants-in- 
aid,  to  Dec.  1,  1954.  Awards  will  be  made 
for  work  to  start  July  1,  1955.  For  informa- 
tion and  forms,  contact  Medical  Director, 
American  Heart  Association,  44  East  23rd 
St.,  New  York  10,  N.  Y. 


AMERICAN  INSTITUTE  OF 
DENTAL  MEDICINE— 

The  Institute  is  issuing  again,  for  1953-54, 
Case  Histories  from  the  broad  field  of  Dental 
Medicine.  These  will  be  accompanied  by 
original  Kodachrome  slides  of  the  oral  con- 
dition, pertinent  laboratory  findings,  med- 
ical background,  roentgenograms,  histologic 
slides,  photomicrographs  and  whatever  may 
be  indicated  in  each  case.  A monthly  serv- 
ice, open  to  any  member  of  the  A.D.A.  or  the 
A.M.A.  Contact  Miss  Marion  G.  Lewis,  2240 
Channing  Way,  Berkley  4,  Calif. 

FELLOWSHIPS  IN  OTOLARYNGOLOGY 
AVAILABLE— 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  an- 
nounces its  basic  science  course  in  otolaryng- 
ology offered  by  its  affiliated  hospitals.  This 
combined  postgraduate  course  and  residency 
will  begin  its  1954-55  session  on  July  1,  1954. 
Other  openings  occur  throughout  the  year. 
The  stipend  ranges  from  $1,320  to  $1,920 
per  year.  Application  forms  available  from 
Department  of  Otolargygology,  University 
of  Illinois  College  of  Medicine,  1853  West 
Polk  St.,  Chicago  12. 

Human  Interest  Tales 

Dr.  and  Mrs.  Charles  Arnold,  Lincoln,  have  re- 
turned home  after  spending  seven  weeks  in  South 
America. 

Dr.  Raymond  W.  Jensen  of  Yankton,  South  Da- 
kota, and  Dr.  John  C.  Clyne  of  Chicago  have  joined 
the  Beatrice  Medical  Group,  in  Beatrice. 

Dr.  Harry  Henderson  is  planning  to  re-open  his 
practice  in  St.  Edward  as  soon  as  he  is  released 
from  the  armed  forces. 


Dr.  D.  L.  Larsen,  formerly  of  Lincoln,  is  now  as- 
sociated with  Dr.  R.  B.  Rundquist  in  the  practice 
of  medicine  in  Chappell. 

Dr.  Z.  R.  Boyd,  Albion,  is  making  plans  to  move 
to  Hay  Springs  to  set  up  his  medical  practice  there. 

Dr.  W.  Joseph  McMartin,  Omaha,  has  been  elected 
president  of  the  American  Urological  association. 
He  was  elected  at  the  association’s  49th  annual 
meeting  in  New  York. 

Dr.  Bernard  Owen  has  established  his  practice  in 
Hay  Springs.  He  was  formerly  associated  with  Dr. 
Wendell  Ford  in  Hemingford. 

Dr.  Patricia  Alynne  Hunt,  Omaha,  has  been  ap- 
pointed assistant  physician  at  Smith  College  in 
Northampton,  Massachusetts. 

Dr.  L.  E.  Sauer,  Tekamah,  has  been  appointed 
city  physician  for  that  city. 

Dr.  J.  P.  Cogley,  Council  Bluffs,  has  been  ap- 
pointed clinical  professor  of  surgery  of  the  Creigh- 
ton University  School  of  Medicine. 

Dr.  William  Gentry,  Gering,  was  the  guest  speak- 
er at  a recent  meeting  of  the  West  Nebraska  Meth- 
odist Hospital  alumni,  in  Gering. 

Dr.  Fay  Smith,  Imperial,  has  been  elected  pres- 
ident of  the  University  of  Nebraska  Alumni  Asso- 
ciation. 

Dr.  J.  A.  Federle,  Sidney,  is  now  associated  with 
Dr.  B.  H.  Grimm  also  of  Sidney. 

Dr.  Leo  A.  Hrnicek,  formerly  of  Scott sbluff,  has 
recently  set  up  his  practice  in  Bayard. 


Greetings  from  Past  Presidents 

This  column,  for  July,  is  composed  of  the 
second  installment  of  Doctor  Palmer  Find- 
ley’s account  of  his  personal  experiences  and 
knowledge  of  early  medicine  in  Nebraska. 

THE  NEBRASKA  DOCTOR 

by 

Palmer  Findley,  M.D. 

Omaha,  Nebraska 

THE  PIONEER  DOCTOR 

The  story  of  the  pioneer  doctor  in  Nebras- 
ka is  one  of  hardships  unknown  to  the  doc- 
tors of  today.  Handicapped  as  they  were 
for  the  lack  of  good  roads,  automobiles,  tele- 
phones and  effective  means  for  the  diagnosis 
and  treatment  of  disease,  they  carried  on, 
doing  the  best  they  could  to  save  life  and 
to  give  relief  to  the  suffering. 

When  I came  to  Omaha  in  1906  only  a 
very  few  of  the  pioneer’  doctors  in  Nebraska 
were  living,  but  I was  brought  up  in  the 
home  of  a pioneer  physician,  and  it  is  his 
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experiences  in  the  practice  of  medicine  I 
will  attempt  to  relate.  He  practiced  in  south- 
west Iowa  at  a time  when  Iowa,  like  Ne- 
braska, was  in  the  making.  The  son  of  a 
United  Presbyterian  minister  in  Antrim, 
Ohio,  father,  in  1859,  resolved  to  fulfill  his 
boyhood  ambition  to  become  a doctor.  With 
their  household  belongings  in  a rickety  cov- 
ered wagon  drawn  by  a team  of  horses,  one 
of  them  blind,  and  seven  dollars  to  his  credit, 
father,  mother  and  two  children  started  on 
their  journey  to  central  Iowa.  A cow  was 
tied  to  the  rear  of  the  wagon  to  furnish  milk 
for  the  children.  Their  destination  was  the 
home  of  one  “Doc”  Anderson,  a remote  rela- 
tive, who  practiced  his  art,  if  such  it  may 
be  called,  in  St.  Charles,  Iowa.  “Doc”  An- 
derson was  an  eccentric,  resourceful  char- 
acter, much  given  to  drink,  who  boasted  that 
if  he  could  get  his  patients  in  fits  he  was 
“hell  on  fits.”  This  was  the  man  who  was 
to  become  David’s  preceptor.  For  a year  he 
made  daily  rounds  with  the  doctor  and  read 
the  few  medical  books  in  Doc  Anderson’s 
library.  This  was  all  the  preparation  David 
had  for  the  practice  of  medicine,  but  it  was 
all  the  law  required.  Later,  he  obtained  a 
medical  diploma  and  the  degree  of  M.D.  from 
the  Keokuk  (Iowa)  Medical  School  by  paying 
a fee  of  ten  dollars. 

Now  David  was  ready  to  go  on  his  own. 
He  moved  to  Grove  City  in  Southwest  Iowa 
where  he  stayed  for  one  year  and  in  that 
time  he  had' collected  just  ten  dollars.  But 
the  family  managed  to  eke  out  an  existance 
due  to  the  food  for  themselves  and  for  the 
horses  obtained  from  farmers  in  exchange 
for  professional  services. 

The  next  move  was  to  Lewis,  Iowa,  a vil- 
lage of  about  two  hundred  inhabitants,  lo- 
cated about  one  hundred  miles  west  of  Des 
Moines  and  fifty-five  miles  east  of  Council 
Bluffs.  At  that  time,  the  Rock  Island  Rail- 
road had  its  terminus  at  Des  Moines. 

There  had  been  an  epidemic  of  scarlet 
fever  in  and  about  the  village  of  Lewis,  and 
the  only  doctor  in  the  village  was  on  his 
death  bed.  Alarmed  over  their  plight,  a com- 
mittee of  three  business  men  called  on  Dr. 
Findley  in  St.  Charles  and  urged  him  to  lo- 
cate at  once  in  Lewis.  This  he  did,  and  for 
more  than  a score  of  years  he  had  all  he 
could  do  when  there  was  little  sickness  in 
the  community  and  enough  to  keep  four  doc- 
tors busy  when  there  was  much  sickness. 
His  territory  stretched  for  fifty  miles  in  all 


directions,  and  traveling  by  horseback  and 
later  by  buggy  was  a difficult  and  endless 
task. 

In  the  early  years  of  David’s  practice 
there  were  no  roads  and  few  bridges,  and 
houses  were  often  separated  by  distances 
of  fifteen  and  twenty  miles.  Much  of  his 
practice  was  among  families  of  soldiers  in 
the  Civil  War  who  could  pay  little  or  nothing 
for  his  services.  Because  medicines  were  dif- 
ficult to  procure  he  often  used  concoctions 
of  his  own  making.  Notable  among  his  in- 
ventions was  a cough  mixture  of  strong  tea, 
lobelia  leaves,  tartar  emetic,  and  a sweeten- 
ing of  sorghum  molasses.  It  worked  well 
and  became  quite  popular.  For  the  first  years 
of  his  practice  he  had  no  fever  thermometer, 
no  stethoscope  and  no  obstetric  forceps. 
He  was  the  first  to  possess  these  instruments 
in  southwestern  Iowa,  and  he  brought  the 
first  top  buggy  to  western  Iowa  at  a time 
when  farmers  were  riding  in  wagons  drawn 
by  oxen. 

In  crossing  swollen  streams,  David  was 
sometimes  compelled  to  stand  on  the  seat 
of  his  buggy  with  only  the  heads  of  his 
horses  above  water.  But  water  was  not  the 
only  impediment.  Fathomless  mud  would 
often  impede  his  progress  as  one  occasion 
when  he  was  mired  in  a slough.  Unhitching 
his  horses,  he  rode  three  miles  on  the  back 
of  one  of  the  horses  to  the  home  of  a farm- 
er who  volunteered  to  pull  his  buggy  out  of 
the  mud  by  means  of  a team  of  oxen. 

(To  Be  Continued) 


CHOLECYSTOGRAPHY  CALLED  USEFUL 
METHOD  IN  TESTING  LIVER  FUNCTION 

Data  obtained  through  cholecystography,  when 
correlated  with  clinical,  biochemical  and  histological 
findings,  seem  to  be  useful  as  a test  of  liver  function 
in  the  absence  of  gall  bladder  disease,  according  to 
an  article  in  Gastroenterology  (25:577),  Dec.,  1953. 

This  procedure  is  particularly  helpful  in  older 
patients  with  hepatic  disease,  report  Drs.  Charles 
L.  Cuniff,  M.  A.  Dolan  and  Carroll  Leevy,  Jersey 
City  Medical  Center,  N.  J. 

A group  of  50  non-jaundiced  patients  with  portal 
cirrhosis  was  studied  for  gallbladder  visualization 
with  the  contrast  medium  Telepaque.  Dosage  was 
six  tablets  of  0.5  gm  each,  increased  to  12  tablets 
if  visualization  was  poor  or  absent.  X-ray  views 
were  good  in  28  per  cent  of  cases  studied;  poor 
in  40  per  cent,  and  absent  in  32  per  cent.  Unsus- 
pected gall  stones  were  demonstrated  in  18  per 
cent  of  the  patients. 

The  doctors  state  that  visualization  increased  in 
each  of  four  patients  after  clinical  improvement. 
Only  two  cases  in  the  test  series  developed  nausea 
and  vomiting  due  to  Telepaque. 
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The  Woman's  Auxiliary 

The  annual  meeting  of  the  Woman’s  Aux- 
iliary to  the  Omaha-Douglas  County  Medical 
Society  was  held  on  May  18th,  at  the  home 
of  Mrs.  Edward  Langdon. 

Mr.  Lawrence  Krell,  chief  probation  officer 
of  the  Juvenile  Court,  gave  a most  informa- 
tive talk  on  the  many  problems  confronting 
the  Juvenile  Court  today. 

In  her  president’s  report,  Mrs.  C.  R.  Han- 
kins stated  there  had  been  an  increase  in 
membership  this  year  with  177  members. 
The  programs  of  the  Auxiliary  were  planned 
for  the  year  around  the  theme,  “Know  Your 
Community.”  In  October,  Mrs.  James  P. 
Donelan  was  guest  speaker,  and  emphasized 
the  importance  of  the  doctors’  wives  assum- 
ing leadership  in  community  organizations, 
especially  in  the  field  of  health.  In  Decem- 
ber, Dr.  John  Aita  spoke  on  Mental  Health 
in  Omaha.  In  March,  Mr.  Virgil  Sharpe 
gave  a report  on  the  Rehabilitation  Survey. 

To  date  the  Auxiliary  has  provided  four 
scholarship  loans  to  students  in  Practical 
Nurses  training. 

During  the  past  year,  Mrs.  Hankins  has 
served  on  the  Citizens’  Committee  on  the 
Juvenile  Court.  Recently  she  was  appointed 
chairman  of  the  committee  to  make  plans 
for  the  building  of  a new  detention  home  for 
children. 

Mrs.  Edwin  Lyman  was  elected  as  presi- 
dent for  the  coming  year.  Other  officers 
are  as  follows: 

Mrs.  John  W.  Gatewood,  President-elect. 

Mrs.  G.  Kenneth  Muehlig,  Vice-President. 

Mrs.  Robert  Lovgren,  Secretary. 

Mrs.  Henry  Kammandel,  Treasurer. 

Directors  to  serve  two  years: 

Mrs.  J.  P.  Tollman. 

Mrs.  F.  G.  Gillick. 

The  Dawson  County  Medical  Auxiliary  met 
Friday,  May  21st,  at  the  home  of  Mrs.  B.  W. 
Pyle  in  Gothenburg.  It  was  announced  that 
the  $125  Student  Nurse  Loan  for  this  year 
was  given  to  Sue  Kyle  from  Cozad. 

Mrs.  A.  W.  Anderson,  our  past  president, 
and  Mi's.  V.  D.  Norall  reported  on  events  of 
the  State  Medical  Association  meetings.  Mrs. 
Norall,  the  State  “Todays  Health”  chairman 


stressed  the  importance  of  continued  efforts 
to  put  the  magazine  in  more  homes. 

Those  attending  were  Mrs.  Anderson,  Mrs. 
Norall,  Mrs.  Dean  McGee,  Mrs.  P.  B.  Olson, 
and  Mrs.  William  Long  of  Lexington;  Mrs. 
Charles  Sheets,  Mrs.  Charles  Hranac  and 
Mrs.  Rodney  Sitorius  from  Cozad ; and  Mrs. 
Sam  Perry,  Mrs.  E.  C.  Stevenson,  Mrs.  H.  M. 
Harvey  and  Mrs.  M.  L.  Owen  from  Gothen- 
burg. 

LIST  OP  DUTIES  FOR  COUNCILORS 

1.  Clip  everything  pertaining  to  activities 
of  doctor’s  wives  from  your  local  paper  and 
send  to  either  Mrs.  Donald  Purvis,  3310 
South  29th,  Lincoln,  Nebraska,  or  Mrs.  R. 
E.  Garlinghouse,  2850  Sheridan  by  the  8th 
of  the  month.  Type  and  double  space  if 
you  do  not  send  clippings. 

2.  Help  sell  Today’s  Health.  Do  the  mem- 
bers of  your  County  Medical  Society  sub- 
scribe ? 

3.  Publicize  Nebraska  Medical  Education 
Foundation. 

4.  Read  Auxiliary  page. 

5.  Act  as  liason  between  your  county  and 
the  state  organization. 

COUNCILORS 

Mrs.  John  F.  Nilsson,  609  South  93rd  St., 
Omaha. 

Mrs.  David  Stonecypher,  1320  Fourth  Ave- 
nue, Nebraska  City. 

Mrs.  W.  W.  Waddell,  Beatrice. 

Mrs.  James  Allen,  210  North  15th  Street, 
Tekamah. 

Mrs.  Charles  Way,  Wahoo. 

Mrs.  H.  E.  Runty,  Dewitt. 

Mrs.  W.  E.  Johnson,  Valentine. 

Mrs.  Earle  Johnson,  1402  West  Division 
Street,  Grand  Island. 

Mrs.  Earl  Leininger,  McCook. 

Mrs.  R.  B.  Rundquist,  Chappell. 

Mrs.  B.  H.  Grimm,  1544  King  Street,  Sidney. 

ADVISORY  COUNCIL 

Dr.  Earl  Leininger,  State  President,  McCook. 

Dr.  Charles  McLaughlin,  413  Medical  Arts 
Building,  Omaha. 

Dr.  R.  E.  Garlinghouse,  723  Sharp  Building, 
Lincoln. 
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DELEGATES  TO  A.M.A. 

Mrs.  George  Covey,  2900  Jackson  Drive,  Lin- 
coln. 

Mrs.  Paul  Royal  2155  South  52nd  Street,  Lin- 
coln. 

Mrs.  John  W.  Gatewood,  1003  Mercer  Blvd., 
Omaha. 

Mrs.  A.  D.  Brown,  Central  City. 

Mrs.  Friedrich  W.  Niehaus,  411  South  40th 
Street,  Omaha. 

ALTERNATES  TO  A.M.A. 

Mrs.  Dean  McGrath,  Grand  Island. 

Mrs.  Earl  Leininger,  McCook. 

HAPPY  VACATION  TO  ALL  THE  DOC- 
TOR’S WIVES  IN  NEBRASKA.  WILL  SEE 
YOU  NEXT  FALL. 

Mrs.  Donald  F.  Purvis, 

Publicity 


Know  Your 
Blue  Shield  Plan 


“Now,  thanks  to  Blue  Shield,  we  have  a financial 
reservoir  which  lifts  thousands  of  patients  out  of  the 
non-paying  group  to  help  repay  the  doctor  for  much 
free  work  with  low  income  patients  and  for  gra- 
tuitous service  in  the  clinics.  It  was  the  hope,  and 
is  now  our  proved  experience,  that  many  patients 
who  formerly  sought  free  clinics  now  come  to  you 
because  they  have  the  desire  and  the  means  to  pre- 
pay the  expense  of  medical  attention.  This  does 
not  mean  that  Blue  Shield  is  eliminating  the  need 
for  public  health  services  and  free  clinics,  or  doing 
away  with  the  financially  irresponsible  patient.  It 
does  mean  that  Blue  Sheild  has  drawn  more  and 
more  people  into  the  realm  of  paying  patients  than 
could  have  been  accomplished  by  any  other  means. 
Both  the  physician  and  the  patient  have  gained.” — 
BULLETIN  of  the  Medical  Service  of  the  District 
of  Columbia. 

“There  is  more  to  supporting  a plan  than  to 
praise  it.  Overuse  or  abuse  of  a plan  so  as  to  re- 
verse actuarial  expectancy  is  committing  murder 
or  suicide,  whichever  way  the  participating  doctor 
views  his  plan.  The  needless  hospitalization,  for  a 
minor  condition  because  that  condition  may  be  cov- 
ered only  in  case  of  hospitalization,  the  overlong 
hospital  stay,  because  the  patient  is  insured,  the 
shooting  the  works  on  X-ray  and  laboratory  tests, 
the  excessive  visits  in  uncomplicated  illness,  can 
all  exhaust  an  organization’s  resources  and  make 
it  most  difficult  to  prove  that  the  concept  of  volun- 
tary prepaid  medical  care  is  a sound  one.  Fortun- 
ately, out  and  out  fraud  is  rare,  but  overuse  and 
abuse  can  be  just  as  fatal,  and  just  as  much  a shame 
to  the  profession  that  should  be  expected  to  desire 
its  own  work  to  work.”  — Francis  T.  Hodges,  M.D. 
President,  California  Physicians’  Service  and  Cali- 
fornia Academy  of  General  Practice. 


TUBERCULOSIS  ABSTRACTS 

A COMPARATIVE  ANALYSIS  OF  THE 
POST-DISCHARGE  EXPERIENCE  OF 
TUBERCULOSIS  PATIENTS 

Vocational  rehabilitation,  as  an  organized  pro- 
gram of  public  aid  to  the  physically  handicapped, 
had  its  inception  in  this  country  some  thirty-odd 
years  ago.  There  is  general  acceptance  of  the  pro- 
gram, yet  its  definite  values  remain  essentially 
unconfirmed.  The  recognition  of  the  need  for  syste- 
matic research  in  this  field  prompted  the  evaluative 
study  described  in  the  present  report. 

The  objectives  of  the  study  were:  to  discover 

whether  differences  could  be  discerned  between  a 
group  of  persons  who  participated  in  a vocational 
rehabilitation  program  and  a comparable  group  who 
did  not  participate  in  such  a program;  to  deter- 
mine, if  any  such  differences  were  found,  their 
nature,  extent,  and  significance  to  the  individual, 
the  rehabilitation  agency,  and  the  community. 

The  most  important  charactei'istic  of  the  study 
was  its  method  of  approach  in  setting  up  controlled 
conditions.  Scrupulous  attention  was  given  to  the 
three  primary  demands  of  scientific  analysis  in 
causal-comparative  research.  These  include:  verif- 

ication of  the  comparability  of  experimental  and 
control  groups  to  the  introduction  of  the  experimen- 
tal variable;  maintenance  of  uniform  conditions 
during  the  experiment;  and  the  demonstration  by 
valid  statistical  techniques  of  the  significant  dif- 
ferences between  the  groups. 

Two  hundred  and  fifty-seven  patients  discharged 
from  Municipal  Sanatorium  of  New  York  City  at 
Otisville,  New  York  during  1942  and  1943  were 
selected  because  they  met  the  following  criteria: 


She'd  Kill  the  Goose 


That  Lays  the  Golden  Egg! 
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they  were  first  admissions  to  the  hospital  who  had 
been  discharged  with  medical  consent  as  having 
arrested  tuberculosis;  they  were  all  on  four-hour 
activity  tolerance,  had  favorable  prognoses,  and 
needed  rehabilitation  assistance;  they  were  of 
equivalent  economic  status;  they  had  been  processed 
through  the  sanatorium  rehabilitation  program. 

Following  discharge,  these  patients  separated  in 
two  groups  as  some  availed  themselves  of  the  serv- 
ices provided  by  the  state  agency  whereas  others 
did  not.  On  the  fifth  anniversary  of  discharge 
from  the  sanatorium,  both  groups  were  interviewed. 
Additional  data  were  obtained  from  clinics,  hospitals, 
physicians,  social  agencies,  friends,  relatives,  and 
employers.  Of  the  257  patients  selected  for  the 
study  240  were  located  and  included.  The  remaining 
17  could  not  be  found  or  refused  to  cooperate.  Of 
the  240  subjects  studied,  19  participated  in  the  state 
agency’s  program  while  161  failed  to  take  part. 

The  opposing  groups  were  compared  with  respect 
to  their  pre-  and  post-discharge  characteristics  and 
experiences.  Criteria  of  comparison  included  fac- 
tors commonly  associated  with  physical,  emotional, 
social,  economic,  and  vocational  adjustment. 

A pre-discharge  comparison  of  the  participating 
and  non-participating  groups  disclosed  their  equiv- 
alence with  respect  to  every  criterion  measured. 
Among  these  were  such  factors  as  age,  sex,  color, 
religion,  place  of  birth,  and  citizenship  status.  Socio- 
economic factors  such  as  marital  status,  number 
of  dependents,  source  of  income,  public  welfare  ex- 
perience, and  contacts  with  social  agencies,  the ! 
highest  school  grade  completed,  in-sanatorium  activ- 
ities, psychological  test  results  and  personality  char- 
acteristics were  also  equated.  Under  physical  data, 
the  comparison  covered  family  and  personal  tuber- 
culosis history,  the  clinical  status,  activity  toler- 
ance, and  prognosis.  Included  among  the  vocational 
factors  were  length  of  work  history  and  number 
of  occupations  and  jobs  held.  A detailed  compari- 
son was  made  of  the  last  pre-sanatorium  job. 

On  the  basis  of  the  pre-discharge  analysis,  it 
was  concluded  that,  at  the  point  of  discharge  from 
the  sanatorium,  the  participating  and  nonpartici- 
pating groups  were  comparable  in  every  meaning- 
ful respect.  This  equivalence  provides  a valid  basis 
for  conclusions  bearing  on  the  post-discharge  ex- 
perience of  the  groups. 

The  post-discharge  analysis  compared  the  groups 
with  respect  to  all  pertinent  factors  mentioned  above 
plus  many  others.  The  findings  disclosed  more 
favorable  outcomes  for  the  participating  group  in 
virtually  every  aspect  investigated.  Only  the  more 
significant  ones  are  summarized  here. 

The  participants  exhibited  considerably  lower  mor- 
tality and  relapse  rates  than  the  non-participants. 
Although  of  comparable  physical  status  at  the  time 
of  discharge,  at  follow-up  examination  those  who 
had  received  rehabilitation  assistance  were  uniform- 
ly better  off  than  their  non-participating  coun- 
terparts. Although  both  groups  earned  approxi- 
mately the  same  wages  in  their  last  pre-sanatorium 
jobs,  the  participants  entered  initial  post-discharge 
jobs  at  decidely  lower  wages  than  did  the  non-par- 
ticipants. When  wages  were  recorded  at  the  end 
of  the  five-year  period,  the  participants  had  forged 
ahead  quite  conclusively. 


Without  presenting  details,  it  is  recorded  here 
that  the  jobs  held  by  the  participants  were  almost 
invariably  better  than  those  held  by  the  non-partici- 
pants. Such  items  as  days  and  hours  of  work,  total 
earnings,  number  of  wage  increases  and  promotions, 
job  tenure,  sick-leave  pi'o visions,  employer  aware- 
ness of  the  tuberculous  background,  and  absenteeism 
were  considered. 

On  the  basis  of  the  findings  disclosed  by  the  pres- 
ent study,  it  may  be  concluded  that  participation  in 
the  vocational  rehabilitation  program  produced  con- 
sequences which  were  definitely  significant  to  the 
persons  who  participated,  to  the  rehabilitation 
agency  which  provided  the  services,  and  to  the 
community  as  a whole. 

In  terms  of  individual  experience,  participation 
in  the  program  produced  certain  specific  outcomes. 
In  encouraging  adequate  convalescence  and  atten- 
tion to  medical  advice,  in  discouraging  premature 
resumption  of  employment,  and  in  promoting  suit- 
able vocational  objectives,  it  contributed  signifi- 
cantly to  the  attainment  and  maintenance  of  normal 
health.  In  helping  by  supportive  and  tangible  as- 
sistance to  overcome  the  psychologic  trauma  asso- 
ciated with  tuberculosis  it  contributed  to  the  restor- 
ation of  normal  life  patterns.  In  furnishing  sound 
occupational  guidance,  adequate  job  preparation, 
placement  assistance,  and  close  supervision  of  em- 
ployment, it  contributed  to  satisfactory  vocational 
experience  in  occupations  commensurate  with  men- 
tal levels,  interests,  aptitudes,  education,  work  back- 
ground and  physical  capacities.  By  providing  use- 
ful skills  in  remunerative  fields  it  contributed  to 
the  restoration  of  financial  independence.  In  creat- 
ing an  advantageous  physical,  emotional,  vocational, 
and  economic  climate,  it  contributed  to  the  assump- 
tion of  the  community  and  family  obligations  which 
are  essential  to  social  and  personal  adjustment. 

The  findings  substantiate  the  economic  sound- 
ness of  the  rehabilitation  program  and  provide  the 
basis  for  future  development  and  expansion. 

Finally,  in  terms  of  community  involvement,  the 
findings  are  significant  because  they  provide  facts 
which  should  enlighten  the  public  and  management 
regarding  the  proficiency,  stability,  and  vitality  of 
ex-tuberculous  workers  properly  placed.  They  dem- 
onstrate the  practical  and  tangible  benefits  to  the 
community  in  terms  of  tax  returns  and  purchas- 
ing power  and  in  savings  in  welfare  and  hospital- 
ization costs.  They  point  the  way  to  happier 
citizenry  through  the  promotion  of  economic  self- 
sufficiency,  physical  and  emotional  well-being,  social 
and  vocational  adjustment,  and  general  personal 
contentment. — (By  Sol  L.  Warren,  Ph.D.,  The  Amer- 
ican Review  of  Tuberculosis,  February,  1954.) 

CURRENT  TRENDS  IN  TUBERCULOSIS 

Probably  more  persons  are  under  treatment  for 
tuberculosis  today  than  was  ever  before  the  case 
in  this  country.  Most  people  are  aware  that  the 
gradual  decline  in  tuberculosis  mortality  has  in- 
creased precipitately  for  the  past  few  years;  others 
know  that  the  incidence  of  the  disease  is  declining 
slowly;  very  few  are  conscious,  however,  that  large 
and  even  increasing  numbers  of  patients  are  com- 
ing under  treatment. 

(Continued  on  Page  18-A) 
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disappearance  of  pain 


Effect  of  100  mg.  of  Banthine  administered  orally  on  antral  gastric  motility  and  duodenal  ulcer  pain.2 

Hightower,  N.  C.,  Jr.,  ami  Gambill , E.  E.:  Gastroenterology  23  : 244  {Feb.)  1953 


Banthlne®  Reduces  Hypermotility  and 
Hyperacidity  in  Peptic  U leer 


A recent  evaluation  of  anticholin- 
ergic therapy  in  peptic  ulcer  em- 
phasizes the  fact  that  now  the  pro- 
fession has  at  its  disposal  agents 
that  are  “ effective  in  reducing  both 
secretory  and  motor  activity  of  the 
stomach .” 

The  effect  on  motor  activity  is 
generally  more  pronounced  and 
less  variable  than  on  secretion; 
pain  relief  is  usually  prompt;  a 
high  degree  of  effect  i veness  is  noted 
in  ambulatory  ulcer  patients. 

Ruffin,  J.  M.;  Texter,  E.  C.,  Jr.;  Carter,  D.  D., 
and  Baylin,  G.  J.:  J.A.M.A.  153:1159  (Nov. 
28)  1953. 


With  its  proved  anticholinergic  effectiveness,  Banthine 
has  been  found  extremely  useful  in  the  medical  man- 
agement of  active  peptic  ulcer,  whether  duodenal, 
gastric  or  marginal. 

The  immediate  increase  in  subjective  well-being 
and  the  simplicity  of  the  Banthine  regimen  assures 
patient  cooperation.  The  recommended  initial  ther- 
apeutic dose  is  50  or  100  mg.  (one  or  two  tablets) 
every  six  hours  around  the  clock,  with  subsequent 
individual  adjustment.  The  usual  measures  of  diet 
regulation,  rest  and  relaxation  should  be  followed. 

Banthine  is  effective  in  other  conditions  caused  by 
excess  parasympathetic  stimulation.  These  include 
hypertrophic  gastritis,  acute  and  chronic  pancreatitis, 
biliary  dyskinesia  and  hyperhidrosis.  Banthine  is 
contraindicated  in  the  presence  of  glaucoma  and 
should  be  used  with  caution  in  the  presence  of  severe 
cardiac  disease  or  prostatic  hypertrophy. 

Banthine®  bromide  (brand  of  methantheline  bro- 
mide) is  supplied  in  scored  tablets  of  50  mg.  and  in 
ampuls  of  50  mg.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association.  G.  D.  Searle  & Co.,  Research  in  the 
Service  of  Medicine. 
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TUBERCULOSIS  ABSTRACTS 

(Continued  from  Page  316) 

Two  factors  help  to  account  for  the  high  prev- 
alence of  tuberculosis  today  — or  rather  for  the 
high  prevalence  of  KNOWN  eases.  Since  1945, 
tuberculosis  case-finding  activities  have  been  car- 
ried on  in  many  places  and  on  a large  scale.  As  a 
result  a higher  proportion  of  existing  cases  has 
been  found  than  was  previously  known.  The  great 
majority  (we  hope)  are  receiving  treatment. 

Primarily  as  a result  of  new  kinds  of  treatment 
patients  who  would  have  died  young  now  live 
until  their  disease  is  arrested.  This  fact  with  the 
augmented  case  finding  has  resulted  in  more  pa- 
tients under  treatment  than  were  previously  known, 
even  though  morbidity  and  mortality  are  declining. 


A sharp  distinction  should  be  made  between  in- 
cidence and  prevalence.  The  annual  incidence  is 
the  number  of  new  cases  which  develop  in  a year; 
the  prevalence  of  tuberculosis  is  the  number  of 
existing  cases  on  any  given  date. 

Slow  decline  in  new  reported  cases.  — The  fact 
that  today  more  patients  with  active  tubeculosis 
are  under  care  than  ever  before  does  not  mean 
that  there  is  any  increase  in  the  incidence.  The 
number  of  new  cases  is  declining  slowly,  while  the 
total  of  all  known  cases  is  showing  a tendency  to 
increase.  During  the  period  1946-1948  mass  com- 
munity X-ray  surveys  were  successful  in  locating 
a backlog  of  cases,  many  of  which  should  have 
been  reported  years  earlier;  as  a result,  the  num- 
ber of  new  cases  reported  showed  a definite  in- 
crease. At  that  time,  this  advance  was  erroneously 
thought  to  represent  a true  rise  in  tuberculosis 
morbidity.  Subsequent  developments  have  confirmed 
the  opinion  that  no  actual  increase  had  occurred. 

The  number  of  new  cases  reported  has  declined 
appreciably  during  the  last  two  years.  In  1952 
the  total  number  of  new  cases  reported  to  health 
departments  in  the  United  States  was  109,837,  of 
which  85,607  were  active  or  probably  active. 

Large  numbers  of  cases  are  still  unreported; 
but  each  year  sees  many  cases  reported  which 
should  have  been  known  to  health  authorities  years 
before.  Probably  fewer  inactive  cases  will  be  re- 
ported in  the  future,  now  that  agreement  has  been 
reached  on  the  definition  of  a reportable  case. 

(Continued  on  Page  20-A) 
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TUBERCULOSIS  ABSTRACTS 
(Continued  from  Page  18-A) 

Decline  in  mortality.  — Fifty  years  ago  the  tu- 
berculosis death  rate  was  188  per  100,000  while 
today  it  is  less  than  one-tenth  that  figure.  Every 
agency  and  individual  who  has  been  interested  in 
tuberculosis  control  shares  in  the  credit  for  this 
sensational  drop  in  mortality. 

A second  achievement  rarely  noted  is  the  ad- 
vancing age  at  death  for  those  who  died  of  tub- 
erculosis. In  1924,  the  median  age  at  death  was 
33.3  while  in  1950  it  was  49.7.  Tuberculosis  is 
rapidly  becoming  a disease  of  older  men.  Today 
half  of  all  deaths  from  tuberculosis  in  this  country 
are  those  of  men  40  years  of  age  and  older. 

The  accelerated  decline  in  tuberculosis  mortal- 
ity which  has  occurred  recently  is  usually  attrib- 
uted to  new  forms  of  treatment.  The  use  of 
excisional  surgery  and  antimicrobial  drugs  have 
kept  alive  many  who  would  otherwise  have  died 
from  the  disease.  Some  of  them  remain  sputum- 
positive and  the  necessity  for  isolation  is  as  urgent 
as  ever.  Thus,  with  a greatly  lowered  death  rate 
from  tuberculosis  we  have  more  patients  under 
treatment  than  ever  before. 

Home  care  programs.  — According  to  reports 
from  widely  separated  states,  the  introduction  of 
isoniazid  has  led  to  the  establishment  of  home 
care  programs  for  the  tuberculous.  We  are  told  — 
rather  indefinitely,  it  is  true  — that  large  numbers 
of  patients  are  being  treated  at  home  with  the 
result  that  vacant  beds  are  reported  from  com- 


munities which  once  had  long  waiting  lists.  Is 
this  a transitory  occurrence?  Or  is  it  the  begin- 
ning of  a sustained  trend  toward  home  treat- 
ment? Today,  no  one  seems  able  to  answer  these 
questions. 

At  this  stage  of  development,  organized  home 
care  programs  under  close  supervision  by  clinics 
and  public  health  nurses  appear  to  offer  a partial 
solution  of  the  involved  tuberculosis  problem  in 
large  cities  where  health  administration  is  highly 
organized.  It  is  difficult  to  understand  why  such 
a program  is  needed  or  can  prove  successful  in 
smaller  communities  which  lack  adequate  clinic 
and  public  health  nursing  facilities. 

Only  time  will  tell  how  well  the  carefully  super- 
vised home  care  programs  turn  out.  If  the  sus- 
picion proves  warranted  that  some  patients  are  re- 
ceiving drug  treatment  at  home  or  at  work  with 
inadequate  or  no  supervision,  one  does  not  know 
what  to  expect  in  the  near  future.  Will  these 
patients  improve  under  such  treatment?  Or  will 
they  seek  admission  to  tuberculosis  hospitals  in  the 
near  future  ? Are  they  spreading  the  disease  ? No 
one  knows  what  is  happening  now  or  do  they 
know  what  will  come  next. 

Cost  of  tuberculosis.  — The  excessive  cost  of  the 
tuberculosis  problem  has  seldom  been  faced  by 
law-making  bodies  or  health  organizations.  It  is 
conservatively  estimated  that  each  case  costs  ap- 
proximately $15,000 ; this  amount  includes  cost 
of  medical  and  nursing  care,  health  education,  case 
finding,  rehabilitation,  loss  of  the  patient’s  wages, 
(Continued  on  Page  22-A) 
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TUBERCULOSIS  ABSTRACTS 
(Continued  from  Page  20-A) 

compensation,  pensions,  and  relief  payments  to  the 
patient’s  family  while  he  is  incapacitated.  If  the 
loss  of  patient’s  productive  capacity  and  potential 
future  earning  power  were  included,  the  cost  per 
case  would  be  doubled. 

One  reason  for  the  high  estimated  cost  per  case 
is  the  tendency  toward  relapse  or  reactivation  which 
is  an  outstanding  characteristic  of  this  chronic 
disease.  The  average  cost  of  maintaining  a patient 
during  his  second  or  third  hospital  stay  is  from 
two  to  four  times  the  cost  of  maintenance  during 
his  first  stay.  Many  patients,  especially  those  whose 
disease  was  not  far  advanced,  have  been  treated  by 
bed  rest  only  during  their  first  stay.  When  they 
return  to  the  hospital,  surgical  treatment  is  often 
considered  necessary.  Some  patients  who  have  re- 
fused to  accept  surgical  intervention  will  agree  to 
it  after  readmission. 

Cause  and  effect  of  poverty.  — Few  of  us  realize 
that  tuberculosis  is  both  a cause  and  an  effect  of 
indigency.  It  is  simple  to  grasp  the  fact  that  pov- 
erty lowers  resistance  so  that  the  disease  spreads 
rapidly  when  families  live  on  an  inadequate  or 
unbalanced  diet,  are  crowded  into  insanitary  homes, 
can  obtain  little  education.  But  we  do  not  always 
stop  to  think  how  directly  tuberculosis  leads  to 
poverty  in  families  where  it  did  not  previously  exist. 
A recent  study  of  a sizable  group  of  patients 
pointed  out  that  less  than  two  per  cent  of  the 
patients’  families  were  relief  recipients  at  the  time 
of  diagnosis;  upon  being  admitted  to  hospitals  a 


few  months  later,  16  per  cent  were  receiving  public 
assistance.  At  the  time  of  hospital  discharge  50 
per  cent  of  the  families  of  these  same  patients  were 
on  relief. 

Estimates  of  the  overall  annual  loss  from  tuber- 
culosis in  this  country  run  to  as  much  as  six  hundred 
million  dollars.  Even  this  astronomical  sum  does 
not  include  the  cost  of  hospital  construction,  de- 
preciation of  hospital  buildings,  or  the  training  of 
professional  personnel.  — (By  Mary  Dempsey,  Stat- 
istician, National  Tuberculosis  Association,  Febru- 
ary 3,  1954.) 


AUTOMOBILE  INJURIES 

The  possibility  of  abdominal  injuries  which  could 
cause  death  should  be  investigated  in  all  cases  of 
automobile  accidents,  it  was  stated  in  the  Archives 
of  Surgery,  published  by  the  American  Medical 
Association.  The  automobile,  it  added,  is  one  of 
the  leading  sources  of  civilian  injury,  with  multiple 
injuries  commonplace. 

The  patients  considered  not  suitable  for  home 
care  are  those  with  progressive  disease  requiring 
constant  medical  or  nursing  care  and  those  with 
open  cavities  and  persistent  tubercle  bacilli  in  the 
sputum.  Those  patients  need  active  measures  such 
as  surgical  therapy  or  involved  diagnostic  proced- 
ures, and  are  best  kept  in  the  hospital.  Further- 
more, home  care  is  not  used  for  custodial  types  of 
patients  with  chronic  fibrotic  tuberculosis.  Editor- 
ial, GP,  Jan.,  1954. 
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advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 


FOR  SALE  — Complete  25-bed  hospital  equip- 
ment including  drugs,  supplies,  kitchen  appliances 
and  3-station  call  system.  A bargain  for  a small 
community  hospital  at  $14,000.00  F.O.B.,  Sidney,  Ne- 
braska. Possession  December  next  at  latest.  B.  H. 
Grimm,  M.D.,  Sidney,  Nebr. 


FOR  SALE  — X-ray-Fluoroscope  Table  and  bucky 
unit.  Fairly  new  and  in  excellent  working  condi- 
tion. Complete,  $900.00  — H.  J.  Panzer,  M.D.,  Bas- 
sett, Nebraska. 


FOR  LEASE  — Brick,  air  conditioned  building 
being  constructed  at  Normal  and  South  Streets, 
Lincoln,  Nebraska.  Doctor’s  quarters  available  ap- 
proximately 40  x 60  ft.  Ample  parking  space  pro- 
vided. Will  finish  to  suit  tenant.  Write  Box  28, 
Nebraska  State  Medical  Association,  1315  Sharp 
Building,  Lincoln,  Nebraska. 


Fully  equipped  Internist’s  office  in  Lincoln  has 
hours  available  for  physician  desiring  to  share  facil- 
ities. Write  Box  32,  Nebraska  State  Medical  Asso- 
ciation, 1315  Sharp  Building,  Lincoln  8. 


WANTED  — Pediatrician  for  seven-man  group  in 
Midwestern  City.  Above  average  facilities  with  ex- 
cellent financial  opportunity.  Write  Box  33,  Ne- 
braska State  Medical  Association,  1315  Sharp  Bldg., 
Lincoln. 


WANTED  — Dermatologist  for  seven-man  group 
in  Midwestern  City.  Above  average  facilities  with 
excellent  financial  opportunity.  Write  Box  34,  Ne- 
braska State  Medical  Association,  1315  Sharp  Build- 
ing, Lincoln. 


PRACTICE  AVAILABLE  — Reporting  for  active 
duty  in  August.  Wish  to  secure  doctor  to  take  over 
excellent  general  practice.  Office  equipment  avail- 
able. Write  Dr.  R.  J.  Mclntire,  Kenesaw,  Nebraska. 


Close  correlation  between  social  disturbances  and 
mortality  rates  suggests  that  in  most  civilized  com- 
munities large  numbers  of  tuberculosis  patients  live 
in  unsteady  equilibrium  with  their  disease  and  sur- 
vive only  as  long  as  a peaceful,  comfortable,  and 
protected  environment  is  provided  for  them.  Rene 
J.  Dubos,  Ph.D.,  Am.  Rev.  Tuberc.,  July,  1953. 
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GREEN  GABLES 


The 

Dr.  Benjamin  F.  Bailey 

Sanatorium 

Lincoln  : : Nebraska 

MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D.,  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.,  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  nar- 
cotic addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for 
success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 

THE  RALPH  SANITARIUM 

A Unit  of  the  Benjamin  Burroughs  Ralph  Foundation  for  Medical  Research 

529  HIGHLAND  AVENUE  telephone  victor  3624  KANSAS  CITY  6,  MISSOURI 

Ralph  Emerson  Duncan,  M.D.,  Director 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties:  Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  J.  C. 

Waddell,  Beatrice.  Counties : 
Gage,  Johnson,  Nemaha,  Paw- 
nee, Richardson. 

Fourth  District:  Councilor:  W.  E. 
Wright,  Creighton.  Counties: 
Knox,  Cedar,  Dixon,  Dakota,  An- 
telope, Pierce,  Thurston,  Mad- 
ison, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties: 
Burt.  Washington,  Dodge,  Platte, 
Colfax,  Boone,  Nance,  M'errick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties:  Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford.  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ain -worth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock. 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall.  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas. 
Blaine.  Wheeler.  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase.  Fron- 
tier. Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) George  L.  Pinney,  Hastings C.  R.  Holm,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Z.  R.  Boyd,  Albion 

Box  Butte  (12) F.  W . Ford,  Hemingf ord 

Buffalo  (9) R.  E.  Johnston,  Kearney J.  E.  Nordstrom,  Shelton 

Burt  (5) L.  E.  Sauer,  Tekemah J.  G.  Allen,  Tekamali 

Butler  (6) L.  J.  Ekeler,  David  City D.  E.  Burdick,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix. -Dak. -Th. -Wayne  (4 ) J.  R.  Keown,  Pender H.  J.  Billerbeck,  Randolph 

Cheyenne-Kimball-Deuel  (12)  G.  B.  Dorwart,  Sidney J.  A.  Federle,  Sidney 

Clay  (17) Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

Colfax  (5) L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) R.  L.  Blair,  Broken  Bow G.  T.  Erickson.  Broken  Bow 

Dawson  (9) J.  B.  Kile,  Eddyville M.  J.  Ayres,  Gothenburg 

Dodge  (5) C.  C.  Nelson,  Fremont R.  C.  Byers,  Fremont 

Fillmore C.  F.  Ashby,  Geneva 

Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Four  County  (9) Paul  Martin,  Ord Robert  J.  Fox,  Spalding 

Gage  (3) J.  C.  Nehon,  Wymore V.  L.  Branson,  Beatrice 

Garden-Keith-Perkins  (11) R.  E.  Benner,  Ogallala R.  L.  Thompson,  Grant 

Hall  (9) H C.  Anderson,  Gr.  Island A.  G Gilloon,  Gr.  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) W.  C.  Bartlett,  Alma L.  G.  Agee,  Alma 

Holt  and  Northwest  (8) H.  J.  Panzer,  Bassett J.  E.  Ramsay,  Atkinson 

Howard  (9) A.  II.  Holm.  Wo1  bach- E.  C.  Hanisch,  St.  Paul 

Jeffer -on  (7) D.  O.  Hughes,  Fairbury K.  J.  Kenney,  Fairbury 

Johnson  (3) 1,.  ,1.  Chadek,  Tecumsoh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

Lincoln  (11)  A.  J.  Callaghan,  North  Platte J.  C.  Baker,  North  Platte 

Madison  Six  (4)_ A.  E.  Mailliard,  Osmond F.  A.  Bulawa,  Norfolk 


.-Lee  C.  Holmes,  Central  City 
-James  C.  Maly,  Fullerton 
--F.  L.  Krampert,  Auburn 
-Roy  G.  Brown,  Crawford 
- A.  I.  Webman,  Superior 
J.  B.  Christensen,  Omaha 


Merrick  (5) ,_A.  D.  Brown  Central  City- 

Nance  (5) __ Kenneth  R.  Dalton.  Genoa- 

Nemaha  (3) F.  M.  Tushla.  Auburn 

Northwest  Nebraska  (8) Ben  C.  Bishop.  Crawford 

Nuckolls  (7) C.  T.  Mason,  Superior 

Omaha-Douglas  (1) A.  J.  Offerman,  Omaha 

Otoe  (2) W.  C.  Ramacciotti,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  Bivens,  Holdrege D.  W.  Jones,  Holdrege 

Platte  (5) E.  N.  Heiser,  Columbus E.  G.  Brillhart.  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola C.  L.  Anderson,  Stromsburg 

Richardson  (3) W.  D.  Ketter,  Falls  City W.  E.  Shook,  Shubert 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Saunders  (6) Ivan  M.  French,  Wahoo Stephen  E.  Wallace,  Wahoo 

Scotts  Bluff  (12) S.  P.  Wiley,  Gering Wm.  Holmes,  Scottsbluff 

Seward  (6) R.  W.  Herpolsheimer,  Staplehurst James  R.  Frans,  Milford 

Southwest  Nebraska  (10) J.  H.  Donaldson,  Jr.,  McCook D.  H.  Morgan,  Jr.,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell.  York B.  N Greenberg,  York 


for  greater  safety  in  streptomycin  therapy... 
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Squibb  Streptoduocin 

Streptomycin  and  dihydrostreptomycin  in  equal  parts 


Distrycin  has  an  important  advantage  over  streptomycin.  It  has  the  same 
therapeutic  effect  but  ototoxicity  is  greatly  delayed.  Since  the  patient 
is  given  only  half  as  much  of  each  form  of  streptomycin  as  he  would  have  on 
a comparable  regimen  of  either  one  prescribed  separately,  the  danger  of 
vestibular  damage  (from  streptomycin)  or  cochlear  damage  (from 
dihydrostreptomycin)  is  significantly  lessened. 

Signs  of  vestibular  damage  appear  in  cats  treated  with  Distrycin  as  much 
as  100  per  cent  later  than  in  animals  given  the  same  amount  of  streptomycin. 


Gm.  per  day  for  120  days,  ototoxicity  was  as  foil 


*Heck,  W.E.;  Lynch,  W.J.,  and  Graves,  H.L.:  Acta  oto-laryng.  43:416,  1953. 


Distrycin  dosage  is  the  same  as  for  streptomycin.  In  tuberculosis  the 
routine  dose  is  1 Gm.  twice  weekly,  in  conjunction  with  daily 
para-aminosalicylic  acid  or  Nydrazid  (isoniazid).  In  the 
more  serious  forms  of  tuberculosis,  Distrycin  may  be  given 
daily,  at  least  until  the  infection  has  been  brought 
under  control. 


Squibb 


a leader  in  streptomycin  research  and  manufacture 

'Distrycin'®  and  'Nydrazid'®  are  Squibb  trademarks 


Distrycin 
is  supplied  in 
1 and  5 Gm.  vials, 
expressed  as  base 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

Earl  F.  Leininger,  McCook President 

W.  E.  Wright,  Creighton President-Elect 

Clarence  E.  Minnick,  Cambridge Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen,  Chm Blair 

John  R.  Kleyla Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Raymond  G.  Lewis,  Chm._Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

E.  W.  Hancock,  Chm Lincoln 

Max  Coe Wakefield 

A.  E.  Freed - Omaha 

C.  W.  Guildner Hastings 

W.  J.  McMartin Omaha 

BLOOD  PRODUCTS 

D.  H.  Morgan,  Sr.,  Chm. -McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

Geo.  E.  Stafford Lincoln 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 

J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

Forrest  Rose  , Lincoln 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 

Earle  G.  Johnson Grand  Island 

W.  E.  Wright Creighton 

Max  Gentry Gering 

Fay  Smith Imperial 


Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Morris  Nielsen Blair 

W.  W.  Carveth Lincoln 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm. Fremont 

E.  W.  Bantin Omaha 

John  Brush Omaha 

Public  Relations 

Houghton  F.  Elias,  Chm. -Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Geo.  Hoffmeister Hastings 

Kenneth  D.  Rose Lincoln 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

R.  E.  Penry Hebron 

Clyde  Kleager Hastings 

Scientific  Assembly 
Horace  V.  Munger,  Chm. -Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

Lee  Stover Lincoln 

T.  T.  Smith Omaha 

R.  B.  Adams Lincoln 

Speakers  Bureau 
Robei't  0.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown . Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm. -Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  0.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

F.  L.  Dunn,  Chm Omaha 

Stewart  D.  CampbelLScottsbluff 
Robert  Reeder Fremont 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

O.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Cerebral  Palsy 

C.  Fred  Fericot,  Chm Lincoln 

Robert  M.  House Grand  Island 

L.  J.  Gogela Lincoln 

Diabetes 

F.  L.  Rogers,  Chm Lincoln 

Morris  Margolin Omaha 

S.  M.  Rathbun Beatrice 

Fracture 

Chet  Waters,  Jr.,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

F.  J.  Mnuk,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Hamilton  H.  Morrow Fremont 

Donald  Vroman Omaha 

Mental  Hygiene 

Robert  S.  Wigton,  Chm.__Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Polio  Coordinating  (Interim) 

Harold  N.  Neu,  Chm Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

E.  W.  Hancock Lincoln 

Wm.  Gentry Gering 

W.  W.  Bartels Lincoln 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

E.  A.  Rogers Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Don  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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EDITORIAL 

AN  UNHOLY  SYZYGY 

In  June,  1953,  the  Committee  for  the  Study 
of  the  Relations  Between  Osteopathy  and 
Medicine,  appointed  by  the  Board  of  Trus- 
tees of  the  American  Medical  Association, 
rendered  its  report.  This  report  was  read 
to  the  House  of  Delegates.  At  the  conclu- 
sion of  this  reading,  and  based  on  the  re- 
port, there  were  three  definite  recommenda- 
tions placed  before  the  House  for  action. 
In  short,  these  recommendations  asked  the 
House  to  declare  that  osteopathy  is  no  longer 
a cult,  to  declare  it  ethical  for  doctors  of 
medicine  to  teach  in  schools  of  osteopathy, 
and  to  alter  our  Code  of  Ethics  so  as  to  per- 
mit each  state  to  determine  the  proper  rela- 
tionships to  be  maintained  between  prac- 
titioners of  osteopathy  and  of  medicine.  The 
House  voted  to  delay  action  on  these  recom- 
mendations for  one  year. 

At  the  end  of  the  year  delay,  at  the 
sessions  in  San  FTancisco  in  June,  1954,  the 
Committee  reported  that  it  was  not  in  a posi- 
tion to  make  any  definite  recommendations, 
because  there  had  been  no  opportunity  to 
make  first-hand  studies  of  the  quality  of  the 
teaching  of  medicine  that  is  being  done  in 
schools  of  osteopathy,  nor  of  the  relative 
weight  given  to  osteopathy  as  a cultist  teach- 
ing, in  these  schools. 

The  Committee,  it  was  reported  to  the 
House,  has  now  requested  permission  for 
some  of  its  members,  accompanied  by  ad- 
visors who  are  experts  on  inspection  of  med- 
ical schools,  to  make  on-the-ground  studies 
of  the  several  schools  of  osteopathy.  This 
request  has  been  referred,  by  the  xA.O.A. 
committee,  to  its  House  of  Delegates.  The 
permission  for  this  desired  study  will  depend 


on  the  action  to  be  taken  by  this  body.  If 
permission  for  the  proposed  study  be  grant- 
ed, the  A. M. A. -Committee  believes  it  can 
make  definite  recommendations  at  the  in- 
terim session  in  December,  1954. 

It  is  to  be  remembered  that  more  than  half 
of  the  licensed  osteopaths  in  the  United 
States  are  practicing  in  four  of  our  states, 
and  that  almost  twenty  per  cent  are  in  Cal- 
ifornia. In  California  the  osteopaths  gained 
privileges  essentially  the  same  as  those  of 
doctors  of  medicine.  They  gained  these  priv- 
ileges by  way  of  a referendum.  The  status 
of  these  practitioners  can  not  be  altered  by 
the  legislature,  but  only  by  another  referen- 
dum. 

The  bonding  of  the  two  professions  with- 
out loss  of  identity  that  has  been  suggested 
by  the  Committee  for  the  Study  of  the  Re- 
lations Between  Osteopathy  and  Medicine 
could,  conceivably,  make  professional  life  eas- 
ier for'  the  doctors  of  medicine  in  the  states 
where  most  of  the  cultists  practice.  In  the 
other  forty-four  states,  where  osteopathy 
and  its  adherents  are  held  in  their  proper 
perspective,  such  action  would,  indeed,  con- 
stitute an  unholy  syzygy. 


ILLUSTRATIONS  FOR  MEDICAL 
ARTICLE 

Suitable  illustrations  add  to  the  value  of 
many  articles  that  deal  with  scientific  or 
medical  subjects.  A material  adjunct  to  the 
printed  words  is  thus  put  into  picture-form. 
The  use  of  a picture  is  somewhat  akin  to  rep- 
etition of  an  idea  in  differing  words  or 
phrases,  in  order  to  emphasize  or  to  clarify 
preceding  statements.  Some  authors  can  ex- 
press their  ideas  more  clearly  in  pictures 
than  in  words  just  as  some  readers  can  more 
readily  comprehend  an  idea  in  picture-form. 
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Somehow,  a photograph,  a drawing,  or  a 
graph  may  seem  more  authoritative  than  the 
words  of  the  author.  Furthermore,  pictures 
serve  to  break  the  monotony  of  page  after 
page  of  solid  type,  and  thus  make  easier  the 
reading  of  those  pages. 

The  word  suitable  was  used  above  in  re- 
lation to  illustrations.  This  has  many  impli- 
cations. It  is  obvious  that  an  illustration 
should  bear  a very  direct  relationship  to 
the  matter  under  discussion,  hence  we  refer 
more  to  the  kind  and  quality  of  the  illustra- 
tive media  used  by  the  author.  Drawings  are 
not  readily  available  to  most  writers,  be- 
cause competent  artists  are  few.  Graphs, 
tables,  charts  and  photographs  are  the  media 
at  hand  for  the  great  majority  of  us. 

Tables  are  usually  prepared  in  such  man- 
ner that,  after  suitable  composition,  they  are 
reproduced  in  type  by  the  printer.  Only 
rarely  are  they  to  be  prepared  as  cuts,  con- 
sequently their  preparation  only  requires 
care  that  the  editor  and  the  printer  can  un- 
derstand their  content  and  the  form  in  which 
they  should  be  composed.  The  reader  must 
be  able  to  grasp  their  meaning  without  con- 
fusion. Jn  the  few  instances  in  which  repro- 
duction of  charts  and  tables  by  cut  is  in  or- 
der, their  preparation  by  the  author  falls  in 
the  photographic  category. 

Graphs  require  special  care  in  their  mak- 
ing if  they  are  to  enhance  the  accompanying 
text.  They  should  not  only  be  true  to  the 
text,  but  they  should  be  neatly  made,  easy 
to  read,  and  easy  to  interpret.  The  originals 
should  be  of  such  size  that  they  can  be  re- 
duced to  one  half  or  less  in  dimension  while 
remaining  easily  legible.  Reduction  in  size 
should  be  kept  in  mind  especially  in  letter- 
ing. In  some  instances  the  graph  itself 
would  stand  considerable  reduction  while  the 
letters  and  figures  would  become  illegible 
at  the  reduced  size.  Such  illustrations  should 
be  prepared  with  a certain  publication  in 
mind;  if  they  are  for  a journal  printed  with 
two  columns  to  the  page,  they  should  be 
planned  for  the  width  either  of  one  or  of 
both  columns. 

Black  India  ink  and  a good  grade  of  draw- 
ing paper,  or  drawing  board,  should  be  used 
for  all  graphs  or  drawings.  This  gives  the 
necessary  contrast  for  good  reproduction. 
The  reduction  in  size  mentioned  above  tends 
to  minimize  slight  imperfections. 

Photography  is  the  favorite  medium  for 


illustration.  It  is  not  as  simple  in  its  appli- 
cation as  the  inexperienced  photographer 
sometimes  believes.  There  is  a temptation 
to  use  color,  especially  when  gross  anatom- 
ical structures  or  photomicrographs  of 
stained  sections  are  to  be  shown.  The  cost 
of  illustrating  in  color,  however,  is  prohib- 
itive in  most  instances.  One  should  warn, 
also,  that  the  production  of  suitable  black 
and  white  prints  from  color  negatives  is  ex- 
tremely difficult;  satisfactory  prints  are 
almost  never  obtained  from  color-negatives. 
Photographs  in  black  and  white  must  remain 
our  mainstay. 

People  and  things,  such  as  gross  speci- 
mens, should  be  photographed  against  a uni- 
form, inconspicuous  background.  The  ob- 
jects being  photographed  should  be  far 
enough  in  front  of  this  simple  background 
to  definitely  separate  them  from  it.  In  other 
words,  the  background  must  not  be  per- 
mitted to  stand  out  in  the  picture,  because 
it  may  detract  from  the  details  to  be  shown, 
rather  than  to  make  them  stand  out  more 
clearly. 

Lighting  must  be  considered  in  relation 
to  the  desired  result.  Obviously  it  will  need 
to  be  entirely  different  when  one  wishes  to 
show  surface  or  texture  than  when  one 
wishes  to  show  a person,  a large  object,  the 
relationship  of  one  object  to  another,  or  of  a 
part  to  the  whole.  One  should  consult  good 
textbooks  on  the  art  of  lighting  in  photo- 
graphy. 

It  is  axiomatic  that  a poor  negative  can  not 
render  a high  grade  print,  therefore,  proces- 
sing of  the  film  or  plate  in  relation  to  the  de- 
sired contrast,  and  other  requirements,  be- 
comes important.  A print  that  would  con- 
stitute a fine  photograph  of  a person  may  be 
a poor  illustration  for  a medical  article.  The 
objective  to  be  attained  in  the  picture  must, 
therefore  be  kept  in  mind. 

Assuming  that  one  has  the  perfect  nega- 
tive, he  then  must  decide  the  type  of  print- 
ing paper  to  use,  the  height  of  contrast  de- 
sired, and  the  size  of  the  print.  As  a rule, 
glossy  paper  of  medium  contrast  or  hardness 
is  the  one  of  choice.  Contrast  is  desirable, 
but  can  be  too  great,  because  the  elimination 
of  half  tones  may  blot  out  important  details. 
The  size  should  be  not  less  than  4 by  5 inch- 
es, nor  greater  than  8 by  10.  Five  by  seven 
inches  is  a good  average  size. 

Proper  cropping  and  fitting  together  may 
(Continued  on  page  356) 
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Clinical  Applications  of 

Pulmonary  Function  Tests 

with  Emphasis  on  Simple  Tests* 


Doctor  Heller  draws  the  attention  of  the  reader  to 
certain  tests  adapted  from  the  more  complicated  re- 
search laboratory  procedures,  but  sufficiently  simple 
for  clinical  use.  The  field  of  application,  clinical  in- 
formation concerning  pulmonary  function,  has  been 
slow  in  development  as  compared  with  our  knowl- 
edge of  pulmonary  diseases  and  their  treatment.  This 
author  brings  together,  explains  the  basis  for,  and 
the  application  of  much  of  the  currently  known  data 
on  this  subject. 
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DURING  the  past  decade  research 
in  respiratory  physiology  has 
made  great  progress,  and  has 
contributed  essentially  to  the  clinical  un- 
derstanding of  pulmonary  diseases.  Prior 
to  that  time  the  respiratory  physiologist 
worked  in  an  atmosphere  far  removed  from 
clinical  medicine  using  complicated  methods 
and  apparatus.  This  intricate  machinery 
deterred  the  clinician  from  trying  to  under- 
stand pulmonary  function  tests  and  as  a 
consequence,  the  gap  between  the  physiolo- 
gist and  the  clinician  was  wider  here  than 
in  any  other  field  of  clinical  medicine.  This 
was  the  situation  until  Cournand,  Baldwin, 
Riley,  Richards  and  others (2>  3>  4’ 5’ 6' 7) 
brought  physiology  “down  to  earth,”  stimu- 
lated the  clinician’s  interest,  and  simplified 
methods  so  that  they  were  within  the  reach 
of  the  interested  clinician. 

In  the  following  discussion  an  attempt  is 
made  to  present  basic  facts  of  pulmonary 
function  and  its  measurement.  Emphasis 
will  be  placed  on  simple  pulmonary  function 
tests,  because  of  their  easy  availability  and 
great  usefulness  to  the  clinician(16). 

DEFINITIONS 

1.  Vital  capacity.  Figure  1 is  a graphic  il- 
lustration of  a typical  vital  capacity  curve. 
The  terminology  in  the  figure  is  the  accepted 
terminology  at  the  present  time(17).  Pre- 
viously, varying  terms  have  been  used  which 
caused  great  confusion.  (See  Table  I). 

^Presented  in  modified  form  at  the  meeting  of  the  Nebraska 
Trudeau  Society  on  June  18,  1953. 

tPresent  Address : V.  A.  Hospital,  2030  W.  Taylor  St.,  Chi- 
cago 12,  111. 


TABLE  I 

COMPARISON  OF  OLD  AND  NEW  TERMINOLOGY  OF 


SUBDIVISIONS  OF 

Old 

Vital  capacity 
Tidal  air  (resting  air) 
Reserve  air  (supplemental 
air) 

Complemental  air 


Residual  air 
Functional  residual  air 


PULMONARY  VOLUME 
New 

Unchanged 
Resting  tidal  volume 
Expiratory  reserve 
volume 

Inspiratory  capacity 
Inspiratory  reserve  volume 
(equals  inspiratory  capacity 
minus  tidal  volume) 
Residual  volume 
Functional  residual  capacity 


Vital  capacity  is  the  maximal  volume  of 
gas  which  can  be  expelled  from  the  lungs 
by  forceful  effort  following  a maximal  in- 
spiration. Its  measurement  is  simple.  For 
clinical  purposes  the  simple  vital  capacity  ap- 
paratus of  McKesson-Scott  has  proved  satis- 
factory. The  subdivisions  of  the  vital  ca- 
pacity volume  cannot  be  measured  with  this 
apparatus.  For  their  measurement  graphic 
registration  of  the  expired  air  volume  is 
necessary.  This  is  best  accomplished  with 
a respirometer  as  manufactured  by  the  Col- 
lins Company**  which  is  also  the  suitable 
apparatus  for  the  measurement  of  the  maxi- 
mal breathing  capacity  which  will  be  dis- 
cussed later.  The  absolute  values  for  the 
vital  capacity  measurements  should  be  re- 
lated to  the  height,  weight,  age,  and  surface 
area  of  the  patient.  Various  formulas  have 
been  in  use  which  enable  the  clinician  to  ex- 
press the  absolute  measurement  as  percent- 
age of  the  standardized  normal ( 2>  6’ 7 h The 
vital  capacity  is  reduced  in  every  situation 
where  the  lung  volume  is  restricted,  for  in- 
stance in  pleural  effusion,  pneumonia,  thora- 
coplasty, or  in  any  situation  where  there  is 
resistance  to  the  proper  inflow  and  outflow 


**  Warren  E.  Collins,  555  Huntington  Avenue,  Boston  15, 
Massachusetts. 
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of  air  as  it  occurs  in  states  of  muscular  weak- 
ness, splinting  of  the  chest  because  of  pain, 
or  in  localized  or  diffuse  obstructive  lesions 
in  the  bronchial  tree  due  to  neoplasm,  inflam- 
mation, or  bronchospasm.  Often  there  is  a 
combination  of  this  restrictive  and  obstruc- 
tive impairment,  for  instance  in  congestive 
heart  failure  where  the  lung  volume  may  be 
restricted  because  of  intra-alveolar  fluid,  and 
obstruction  may  be  present  because  of  edema 
of  the  bronchial  wall. 


Fig:.  1.  Subdivisions  of  pulmonary  volume.  (Modified  from 
Pappenheimer,  J.  Fed.  Proc.,  9:602,  1950). 

2.  Residual  Volume.  (Fig.  I).  The  air 

which  remains  in  the  lung  after  a maximal 

expiration  is  called  the  residual  volume.  This 

volume  is  of  great  importance  because  of 
its  variability  in  relation  to  disease.  In  pul- 
monary emphysema  e.g.,  the  severity  of  the 

disease  is  directly  proportional  to  the  in- 
crease of  the  residual  volume.  For  its  meas- 

urement, gas  analysis  of  the  expired  air  is 
necessary'6-  n),  and,  therefore,  this  test  can 
only  be  performed  in  a specially  equipped 
laboratory.  The  ingenious  method  of  Dar- 
ling and  his  associates'11’ 12)  is  most  com- 
monly used.  This  method  is  also  called  the 

“open  circuit”  method.  In  this  procedure 
the  nitrogen  which  is  normally  present  in 
the  lung  is  progressively  diluted  and  washed 
out  by  inhalation  of  100  per  cent  oxygen.  In 
many  experiments  Darling  has  shown  that,  in 
the  normal,  only  a small  amount  of  nitrogen 

is  retained  in  the  lung  after  the  test  subject 
has  breathed  100  per  cent  oxygen  for  seven 
minutes.  The  expired  air  is  collected  in  a 

large  spirometer.  At  the  end  of  the  wash- 

out period  the  total  nitrogen  in  the  spiro- 


meter equals  (with  some  approximation  for 
which  allowance  is  made  in  the  calculation) 
the  nitrogen  previously  present  in  the  lung 
reduced  by  the  amount  which  is  found  in 
the  alveolar  air  sample  at  the  end  of  the 
test.  In  the  normal  such  a sample,  after  a 
wash-out  test  of  seven  minutes  duration, 
should  not  contain  more  than  2.5  per  cent 
nitrogen'4-  °>  n> 12),  as  compared  to  a concen- 
tration of  81  per  cent,  which  is  assumed  to 
be  constant,  at  the  start  of  the  test.  The 
nitrogen  content  of  this  sample  depends  up- 
on the  efficiency  of  the  ventilation  of  the 
test  subject  or,  to  introduce  a new  term,  on 
the  efficiency  of  the  “intrapulmonary  gas 
mixing,”  or  “intrapulmonary  gas  distribu- 
tion”'7’8 * *h  A patient  whose  ventilatory  ca- 
pacity is  impaired  requires  a longer  time  to 
remove  the  maximal  amount  of  nitrogen  with 
the  inhalation  of  100  per  cent  oxygen,  or  in 
other  words,  at  the  end  of  seven  minutes 
the  nitrogen  content  of  the  alveolar  air  sam- 
ple is  higher  than  the  normal  2.5  per  cent. 
Thus,  the  nitrogen  concentration  of  such  an 
air  sample  can  be  used  as  an  “index  of  intra- 
pulmonary mixi2 * * * ng”'6-11).  If  this  index  is 
not  more  than  2.5  per  cent,  the  ventilation  is 
efficient;  if  it  is  higher,  the  ventilation  is 
inefficient.  The  calculation  of  the  residual 
volume  is  simple  if  one  determines  the  nitro- 
gen concentration  of  the  expired  gas  volume. 
Because  of  the  condition  of  the  experiment, 
the  volume  of  nitrogen  in  the  spirometer 
equals  the  residual  volume  plus  the  expira- 
tory reserve  volume  of  the  lung.  These  two 
combined  are  called  “functional  residual  ca- 
pacity.” Since  the  size  of  the  expiratory  re- 
serve volume  can  be  read  directly  from  the 
vital  capacity  curve,  the  residual  volume  can 
be  easily  calculated.  The  total  lung  capacity 
is  the  sum  of  the  vital  capacity  and  the  resi- 
dual volume.  Normally,  the  residual  volume 
is  not  more  than  25  per  cent  of  the  total 
lung  capacity. 

The  residual  volume  may  have  different 
values  in  the  same  person,  dependent  upon 
the  degree  of  bronchial  obstruction.  Bron- 
chial obstruction,  such  as  severe  broncho- 
spasm, may  produce  a ball  valve  mechanism 
during  repeated  ventilatory  cycles  and  air 
may  be  trapped  in  the  lung.  This  phe- 
nomenon can  be  graphically  seen  in  figure 
3a.  In  such  a situation,  the  residual  volume 
varies  while  the  functional  residual  capa- 
city (expiratory  reserve  volume  plus  residual 
volume)  remains  the  same. 
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3.  Maximal  breathing  capacity.  (MBC). 
The  measurement  of  the  vital  capacity  does 
not  give  any  information  about  the  dynamics 
of  breathing.  Very  often,  marked  dyspnea 
exists  while  the  vital  capacity  is  normal. 
This  is  noted  particularly  in  obstructive  em- 
physema. In  such  a situation  the  patient 
may  be  able  to  expel  a large  volume  of  air 
with  a voluntary  effort  which  lasts  a few 
seconds,  but  he  could  not  maintain  such 
volumes  in  repeated  expiratory  efforts.  The 
volume  of  ventilated  air  during  such  repeated 
ventilatory  efforts  is,  therefore,  a better  cri- 
terion of  a patient’s  ventilatory  capacity. 
This  can  be  appraised  with  the  measurement 
of  the  so-called  maximal  breathing  capa- 
city(6’  7).  The  maximal  breathing  capacity 


NORMAL  SPIROGRAM 


Fig.  2.  Schematic  drawing  of  normal  spirogram.  Usually 
the  vital  capacity  is  not  measured  in  such  rapid  succession 
as  shown  on  the  drawing.  This  is  done  here  to  illustrate 
the  contrast  to  Fig.  3a. 

is  defined  as  the  maximal  volume  of  gas  that 
can  be  ventilated  per  minute  with  voluntary 
effort.  The  patient  is  instructed  to  breathe 
as  deeply  and  as  rapidly  as  possible  through 
a low  resistance  system,  usually  the  previ- 
ously mentioned  respirometer.  Representa- 
tive curves  in  the  normal  and  in  pulmonary 
emphysema  are  shown  in  figures  2 and  3b. 
The  test  is  usually  performed  during  a period 
of  12  to  15  seconds  and  is  expressed  as, 
“MBC  per  minute”  by  way  of  simple  multipli- 
cation. Representative  curves  in  the  normal 
and  in  pulmonary  emphysema  are  shown  in 
figures  2 and  3b.  The  amplitude  and  rate 
of  the  ventilation  is  the  resultant  of  the 
requirement  of  the  test,  i.e.,  the  patient  is 
asked  to  breathe  as  rapidly  and  deeply  as 
possible  at  the  same  time  and  he  is  permitted 
to  find  his  own  balance  of  rate  and  depth  of 
breathing.  Despite  this  apparent  subjective 
factor,  the  volume  of  air  ventilated  under 


the  same  experimental  conditions,  but  at 
different  times,  is  remarkably  constant.  As 
can  be  seen  from  the  curves,  in  the  normal 
the  base  line  of  the  ventilation  during  the 
test  does  not  shift  and  is  at  approximately 
the  same  level  as  during  quiet  breathing. 
The  emphysematous  patient,  however,  will 
reflectively  attempt  to  place  his  chest  into 
the  position  which,  within  his  capacity,  per- 
mits the  most  efficacious  use  of  the  lung 
volume.  This  is  the  inspiratory  position. 
As  seen  in  figure  3b,  the  maximal  breathing 
capacity  curve  starts,  therefore,  at  the  peak 
of  the  inspiratory  capacity.  The  maximal 
breathing  capacity  depends  not  only  upon  the 
available  lung  volume,  but  even  more  so  upon 
the  free  passage  of  the  air  in  and  out  of  the 
lung.  In  patients  with  obstructive  pulmon- 
ary emphysema  or  with  any  other  obstruc- 
tive lesion,  or  in  bronchospastic  states,  the 
maximal  breathing  capacity  will  be  impaired, 
and  in  most  cases  this  impairment  will  be 


AIR  TRAPPING  ON  SUCCESSIVE  DEEP  BREATHS 


IN  PULMONARY  EMPHYSEMA 

Fig.  3a.  Shows  the  progressive  decrease  of  the  expiratory 
limb  in  successive  deep  breaths  in  severe  bronchospastic  states. 
Air  is  trapped  in  the  lung. 

Fig.  3b  Maximal  breathing  capacity  in  pulmonary  emphy- 
sema. Explanation  in  text.  (Modified  from  West,  J.  R.  and 
associates.  Am.  J.  Med.,  10:481,  1953). 

greater  than  that  of  the  vital  capacity.  The 
greater  the  residual  volume  of  the  lung  the 
less  pulmonary  volume  is  available  for  ven- 
tilation. It  is,  therefore,  self  evident  that 
the  maximal  breathing  capacity  will  also 
depend  upon  the  size  of  the  residual  volume. 
It  will  be  smaller  when  the  residual  volume 
is  large. 

Despite  the  apparent  simplicity  of  the  test 
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and  its  great  usefulness  in  the  evaluation 
of  therapy  of  bronchial  asthma  and  pulmon- 
ary emphysema,  the  test  has  serious  limita- 
tions. It  is  probably  not  completely  justi- 
fiable to  use  the  minute  as  time  unit  when 
the  test  is  performed  during  a period  of  only (6) 
12  or  15  seconds.  On  the  other  hand,  it  is 
impossible  to  prolong  the  test  period  to  a 
whole  minute  as  this  would  be  associated 
with  almost  intolerable  strain  to  the  patient. 
Also,  the  standardization  of  this  test  has 
been  met  with  great  difficulties*2-4 *  6- 7) *.  At- 
tempts at  standardization  resulted  in  values 
which  differed  25  to  35  per  cent  from  lab- 
oratory to  laboratory.  It,  therefore,  has 
been  said  that  only  marked  deviations  can  be 
considered  abnormal*6- 7).  The  range  of  nor- 
mal values  has  to  be  established  with  each 
machine,  and  after  such  standardization 
these  normal  values  should  be  constant.  This 
renders  the  maximal  breathing  capacity  test 
useful  in  the  evaluation  of  therapeutic  re- 
sults. A normal  person  has  a maximal 
breathing  capacity  of  110  to  160  liters,  de- 
pending upon  sex,  age,  size,  body  surface 
area,  temperature,  barometric  pressure,  and 
humidity (2> 6).  The  main  disadvantage  of 
the  test  is  the  effort  to  which  the  patient  is 
subjected  in  its  measurement.  “It  is  a 
needlessly  exhausting  test  and  almost  cer- 
tainly will  be  replaced  within  the  next  few 
years  by  simple  tests  utilizing  a single 
breath  or  by  measurements  of  wor  k of 
breathing  in  resistance  to  air  flow.”  (Corn- 
roe)  (7)  This  concern  stimulated  research  for 
other  ways  of  measuring  ventilatory  func- 
tion. 

4.  Timed  Vital  Capacity  Measure- 

ment^13-14).  As  was  explained  before,  the 
deviation  of  the  maximal  breathing  capacity 
from  the  normal  will  depend  greatly  upon  the 
degree  of  interference  with  the  free  air  flow 
by  narrowing  of  the  bronchi  or  by  increase  in 
the  residual  volume.  If  it  were  possible, 
therefore,  to  measure  the  speed  of  the  air 
flow  in  the  bronchial  tree,  a measurement  of 
the  degree  of  obstruction  could  be  obtained. 
Various  methods  were  devised  to  study  the 
speed  of  the  air  flow  during  a single 
breath*6- 8- 18),  but  at  the  present  time  these 

are  research  projects  and  have  not  found 

general  clinical  application  outside  of  re- 

search centers.  It  has  been  common  clinical 

knowledge  that  in  diseases  associated  with 

bronchospasm,  or  with  an  increase  of  residual 

volume,  resistance  to  the  air  flow  is  more 
pronounced  in  the  expiratory  phase  than  in 


inspiration.  This  can  be  demonstrated  dur- 
ing auscultation  of  the  chest.  It  also  can  be 
seen  in  the  vital  capacity  curves  of  emphy- 
sematous patients  (see  figures  3a  and  3b). 
In  these  curves  the  expiratory  limb  is  mark- 
edly prolonged.  In  comparison  with  this  the 
expiratory  limb  of  the  vital  capacity  curve 
of  a normal  is  of  short  duration  (Fig.  2). 
Gaensler  and  his  group(13-14)  attempted  to 
exploit  this  fact  for  a quantitative  measure- 
ment of  the  resistance  to  the  air  flow,  which 
is  determined,  as  has  been  said  before,  by 
the  diameter  of  the  bronchial  tree  and  the 
amount  of  residual  air.  In  over  a thousand 
measurements  of  the  vital  capacity  in  the 
normal,  Gaensler  and  his  group  found  that 
the  normal  person,  when  asked  to  expel  the 
air  as  fast  as  possible,  accomplishes  this 
within  three  seconds,  and  that  over  80  per 
cent  of  it  is  expelled  within  the  first  second 
(see  Fig.  4).  This  also  is  the  rule  in  pa- 
tients who  have  a limitation  of  the  pulmon- 
ary volume,  for  instance,  due  to  resection  or 
to  thoracoplasty,  provided  no  obstructive  dis- 
ease of  the  bronchial  tree  or  any  increase  in 
the  residual  volume  are  present.  In  preg- 
nancy, where  it  has  been  known  for  a long 
time(14)  that  the  vital  capacity  is  lowered 
during  the  last  trimester,  approximately  80 
per  cent  of  the  total  vital  capacity  can  be 
expelled  during  the  first  second,  or  in  other 
words  the  ratio  between  the  first-second 
vital  capacity  and  the  total  vital  capacity 
remains  normal.  In  Figure  4,  this  relation- 
ship of  the  first-second  vital  capacity  to  the 
total  vital  capacity  in  the  normal,  in  preg- 
nancy, in  various  abnormal  states  as  in  thora- 
coplasty, pulmonary  resection,  asthma,  and 
emphysema,  is  graphically  demonstrated. 
The  determination  of  the  first-second  vital 
capacity  can  be  done  with  the  recently  de- 
vised Vitalometer*** (14)  which  is  ingeniously 
simple,  or  can  be  calculated  from  a graphic 
vital  capacity  curve  as  obtained  on  the  rotat- 
ing drum(23).  This  ratio  is  a numerical  ex- 
pression of  the  resistance  to  the  air  flow 
which  is  sufficiently  exact  for  clinical  pur- 
poses. Gaensler  and  his  group  found  good 
positive  correlation  of  the  first-second  vital 
capacity  with  the  maximal  breathing  capa- 
city and  the  residual  air.  The  determination 
of  this  ratio  of  the  first-second  vital  capacity 
to  the  total  vital  capacity,  therefore,  renders 
unnecessary  the  use  of  the  more  complicated 
tests  in  most  clinical  situations. 


***Obtainable  from  Warren  E.  Collins,  555  Huntington  Ave- 
nue, Boston,  Mass. 
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5.  Other  Tests.  Knowledge  of  the  prin- 
ciples of  several  other  pulmonary  function 
tests  will  contribute  to  a better  understand- 
ing of  the  pathological  physiology  of  pul- 
monary diseases.  Their  performance  is  de- 
pendent on  formidable  laboratory  require- 
ments and  therefore,  at  the  present  time,  is 
limited  to  large  clinical  centers.  As  will  be 
seen  later,  the  clinician,  being  unable  to  use 


taken  place.  Not  all  gas  which  is  inhaled 
reaches  the  alveolar-capillary  membrane; 
some  of  it  is  exhaled  again  without  partici- 
pating in  the  gas  exchange.  This  phenome- 
non is  caused  by  the  presence  of  a “dead 
space”  which  is  pictured  in  the  drawing  as 
a shunt  (ADS  is  the  anatomic  dead  space, 
PDS  is  the  physiologic  dead  space)  between 
inspired  and  expired  air.  The  volume  of  the 


RELATION  OF  VITAL  CAPACITY  AND  AMOUNT  OF  AIR  EXPELLED 
DURING  FIRST  SECOND  OF  VITAL  CAPACITY  TEST  („l*r SEC. VIT.-CAP.") 


Predicted 


NORMAL 


Pro  dictttd 


Predicted 


RESECTION  OR  ASTHMA  EMPHYSEMA 

THORACOPLASTY 


Fig.  4.  Relation  of  vital  capacity  and  amount  of  air  expelled  during  first  second  of  vital  capacity 
test  (“1st  sec.  Vit.-cap.”).  (Modified  from  Gaensler,  E.  A.,  Am.  Rev.  Tuberc.,  64:256,  1951). 


these  complicated  tests  can  take  advantage 
of  the  fact  that  the  thus  far  mentioned  sim- 
ple pulmonary  function  tests  permit  some 
conclusions  as  to  the  over-all  deviation  of 
pulmonary  function.  Figure  5 is  a schematic 
drawing  of  the  physiological  respiratory 
unit.  It  shows  the  inspired  air  (I)  moving 
toward  the  alveolar  - capillary  membrane 
(ACM),  and  the  expired  air  (E)  leaving  the 
pulmonary  unit  after  the  gas  exchange  has 


dead  space  is  determined  by  its  anatomic  ex- 
tent (oral  cavity,  trachea,  large  bronchi)  and 
by  a varying  amount  of  air  which  does  not 
participate  in  the  effective  gas  exchange 
because  of  physiological  or  pathological  vari- 
ations. In  the  normal  this  “physiological 
dead  space”  is  small,  but  in  pathological 
conditions  it  is  increased  because  of  uneven 
distribution  of  the  air  in  a lung  that  has 
increased  residual  volume,  as  in  emphysema, 
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Fig.  5.  Physiological  pulmonary  unit.  The  broken  lines  indicate  the  varying 
volume  of  the  dead  space  and  the  varying  venous  admixture  under  varying  physi- 
ological and  pathological  conditions.  (Modified  from  Riley:  The  Measurement  of 
Pulmonary  Function.  V.  A.  Tech.  Bull.  TB,  10:58,  1949.  October  31,  1949). 
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or  because  of  actual  diminution  of  the  total 
membrane,  as  in  advanced  emphysema,  or 
occasionally  because  of  assumed  thicken- 
ing of  the  alveolar  - capillary  membrane. 
Because  of  this  shunt,  the  total  ventila- 
tion consists  of  the  dead  space  ventila- 
tion, and  the  effective  alveolar  ventilation. 
(V/T  = V/DS  + V/A)  The  application  of 
this  formula  explains  why  a patient  with  a 
high  respiratory  rate  does  not  have  an  effi- 
cient gas  exchange.  With  an  increase  of  the 
respiratory  rate,  the  tidal  volume  of  the  sin- 
gle breath  must  diminish,  but  the  dead 
space  remains  approximately  the  same.  The 
effective  alveolar  ventilation,  therefore,  has 
to  be  diminished  accordingly. 

On  the  vascular  side  of  the  pulmonary 
unit  similar  conditions  prevail.  Part  of  the 
venous  blood  in  the  lung  does  not  reach  the 
alveolar-capillary  membrane  because  of  a 
constant  anatomic  and  varying  physiologic 
arterial-venous  shunt.  Anatomically,  for  in- 
stance, the  bronchial  veins  and  the  Thebesian 
veins  empty  directly  into  the  left  side  of  the 
heart.  A varying  amount  of  blood  may  be 
shunted  away  from  the  alveolar-capillary 
membrane  because  of  loss  of  capillaries  or  of 
temporary  closure  of  capillaries,  or  an  in- 
crease of  the  resistance  to  the  blood  flow  in 
the  lung.  Thus,  the  blood  in  the  pulmonary 
vein  will  always  contain  portions  of  blood 
which  have  not  been  arterialized  at  the  alve- 
olar-capillary membrane.  This  amount  of 
blood  is  called  the  “venous  admixture”  which 
is  normally  not  greater  than  6 per  cent  of  the 
cardiac  output  (see  Fig.  5).  Under  patho- 
logical conditions  this  venous  admixture  to 
the  arterial  blood  is  increased  because  of  an 
increased  shunt  of  blood  away  from  the  alve- 
olar-capillary membrane.  This  occurs,  for 
instance,  in  pulmonary  emphysema' 25). 

Abnormalities  of  the  alveolar  - capillary 
membrane  itself  recently  have  received  great 
attention'1’ 15’ 19' 20’ 21' 22).  It  has  been  shown 
by  several  investigators  that  in  certain  dis- 
eases as  sarcoidosis,  pulmonary  scleroderma, 
idiopathic  pulmonary  fibrosis,  and  beryllosis, 
there  is  a specific  disturbance  of  the  capacity 
of  oxygen  to  diffuse  across  the  alveolar-cap- 
illary  membrane.  It  is  generally  assumed 
that  CO,  diffuses  freely  across  the  alveolar- 
capillary membrane,  and,  therefore,  the  con- 
centration of  CO,  in  the  arterial  blood  can 
be  considered  equal  to  the  concentration  of 
carbon  dioxide  in  the  alveolus'19  20’ 21).  As 
has  been  shown  by  Lilienthal  and  Riley' 15 b 


oxygen  does  not  diffuse  freely  across  the  al- 
veolar-capillary membrane,  and  there  is  a dif- 
fusion gradient  which  causes  different  con- 
centrations of  oxygen  in  the  arterial  blood 
and  in  the  alveolar  air.  Under  the  patholog- 
ical conditions  of  the  above  mentioned  dis- 
eases, this  difference  is  greater  than  normal. 
Lilienthal  and  Riley'15)  devised  a method 
with  which  it  is  possible  to  calculate  the  ef- 
fective alveolar  pressure  of  oxygen  from  the 
gas  pressure  of  oxygen  in  the  arterial  blood 
at  different  levels  of  oxygenation  with  the 
patient  breathing  gas  with  high  and  low  con- 
centrations of  oxygen. 

As  can  be  seen  from  the  preceding  para- 
graph, gas  analysis  in  the  blood  and  in  the 
ventilated  air  is  an  important  part  of  pul- 
monary function  tests.  Unfortunately  the 
development  of  methods  at  the  present  time 
permits  such  measurements  only  in  well 
equipped  physiological  laboratories.  It  is 
hoped  that  in  the  future  an  apparatus  will 
become  available  for  general  use  which  per- 
mits the  measurement  of  the  oxygen  satura- 
tion by  direct  observation  of  the  minute  ves- 
sels of  the  ear.  Research  is  well  on  the  way 
to  develop  such  an  apparatus,  but  it  is  still 
too  complex  to  permit  general  clinical 
use'6- 26). 

PATTERNS  OF  PULMONARY  DYSFUNCTION 

Ever  since  the  publication  of  the  studies 
of  Baldwin,  Cournand  and  Richards  of  pul- 
monary insufficiency'2’ 3’ 4-  5’ 9’ 10),  the  follow- 
ing degrees  of  pulmonary  dysfunction  have 
been  recognized  — First  degree : Merely  ven- 
tilatory insufficiency  with  reduction  of  the 
breathing  reserve,*  but  with  proper  oxygen- 
ation of  the  blood  in  the  lung.  The  arterial 
oxygen  saturation  remains  normal  after  mild 
exercise.  Cournand  has  standardized  this 
“mild  exercise”  by  applying  a standard  exer- 
cise test  which  is  similar  to  the  Master  test 
used  in  the  evaluation  of  coronary  insuffi- 
ciency. In  the  second  and  third  degree  of 
pulmonary  insufficiency  there  actually  is  a 
disturbance  of  the  gas  exchange,  due  to  poor 
intrapulmonary  mixing  or  decrease  of  the 
diffusion  capacity  of  oxygen  to  cross  the  al- 
veolar-capillary membrane.  In  such  a situa- 


^Breathing  reserve  is  commonly  defined  as  the  difference  be- 
tween maximal  breathing  capacity  and  resting  minute  volume, 
or  as  a ratio  MBC  - — MV  x 100.  Example:  MBC  r=  150  1., 
MBC 

MV  = 8 1.  ; breathing  reserve  is  150  — 8 r=  92.5%,  which 

Too 

is  normal.  Various  other  ways  have  been  used  but  the  prin- 
ciple of  comparing  ventilation  at  rest  with  ventilation  during 
effort  is  well  illustrated  by  the  above  formula. 
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tion  the  arterial  oxygen  saturation  is  low  and 
carbon-dioxide  is  retained  in  the  lung  and  in 
the  blood.  In  the  severest  degree  of  pulmon- 
ary insufficiency,  cor  pulmonale  with  right 
heart  failure  is  present  in  addition  to  the 
previously  discussed  disturbances  of  func- 
tion. With  proper  application  of  pulmonary 
function  tests  these  degrees  can  be  differen- 
tiated. The  natural  course  of  pulmonary 
emphysema  demonstrates  the  development 
from  initial  ventilatory  insufficiency  with  its 
decrease  in  the  maximal  breathing  capacity, 
decrease  in  the  first-second  vital  capacity,  in- 
crease in  residual  air,  to  the  second,  third, 
and  fourth  stage  of  the  disease.  These  are 
characterized  by  actual  changes  in  the  gas 
distribution,  subnormal  arterial  oxygen  sat- 
uration, and  CO,-retention  of  varying  degree 
which  finally  leads  to  pulmonary  hyperten- 
sion, cor  pulmonale,  and  right  heart  failure. 

During  the  study  of  several  other  pulmon- 
ary diseases  with  pulmonary  function  tests  it 
has  been  shown  that  disturbance  of  the  diffu- 
sion capacity  for  oxygen  rarely  occurs  with- 
out marked  impairment,  or  proportionately 
little  impairment  of  the  ventilatory  func- 
tion^. Thus,  in  certain  pathological  states, 
pulmonary  function  tests  not  only  give  infor- 
mation about  the  degree  of  dysfunction  but 
also  about  the  character  of  the  underlying 
disease.  Extensive  studies  of  the  diseases 
of  the  so-called  alveolar-capillary  block,  which 
includes,  as  previously  mentioned,  certain 
types  of  pulmonary  fibrosis,  sarcoidosis, 
beryllosis,  and  scleroderma  of  the  lungs,  have 
shown  that  patients  with  a reduced  diffusion 
capacity  for  oxygen  usually  hyperventilate  at 
rest(1),  and  the  elasticity  of  the  lung  is  not 
as  much  compromised  as  the  clinical  appear- 
ance of  cyanosis  and  dyspnea  would  let  one 
suspect.  Frequently  these  diseases  are  not 
associated  with  a markedly  impaired  maximal 
breathing  capacity  and  vital  capacity  meas- 
urements(1).  Also,  the  value  of  the  first-sec- 
ond vital  capacity  may  show  only  a small  de- 
viation from  the  normal.  Thus,  the  pattern 
of  dysfunction  consisting  of  marked  hyper- 
ventilation, cyanosis,  and  relatively  normal 
timed  vital  capacity  mesaurements  is  charac- 
teristic of  the  presence  of  an  alveolar-capil- 
lary block.  Wherever  this  combination  of  ab- 
normal tests  is  obtained,  it  is  safe  to  assume 
that,  also,  the  diffusion  capacity  for  oxygen 
across  the  alveolar-capillary  membrane  is 
diminished. 


FLUOROSCOPY  OF  THE  CHEST 

Fluoroscopic  observations  of  the  thorax 
is  an  important  pulmonary  function  test. 
Fluoroscopy  can  yield  information  about 
the  state  of  pulmonary  function  with 
a degree  of  reliability  sufficient  for  clinical 
purposes.  During  fluoroscopy  the  motion  of 
the  thoracic  cage  should  be  observed.  Good 
ventilatory  function  usually  is  present  when, 
during  inspiration,  spreading  of  the  inter- 
costal spaces  with  an  increase  of  the  trans- 
verse diameter  and  descent  of  the  diaphragm 
can  be  seen.  In  this  manner,  the  mechanics 
of  breathing  during  a single  breath  and  dur- 
ing rapid  breathing  can  be  evaluated.  Dur- 
ing rapid  breathing  the  elastic  forces  of  the 
lungs  and  the  throax  have  to  respond  prompt- 
ly and  this  capacity  can  be  appraised  by  flu- 
oroscopic observation.  The  initial  position 
of  the  diaphragm  is  of  great  importance.  In 
emphysema  the  leaves  of  the  diaphragms  are 
usually  depressed,  which  is  a very  unfavor- 
able position  for  proper  ventilation.  The  in- 
creased intrapleural  pressure  and  the  mark- 
edly distended  lung  are  an  effective  impedi- 
ment to  the  upward  motion  of  the  diaphragm 
during  expiration.  The  extent  of  the  motion 
of  the  diaphragm  is  a very  reliable  criterion 
for  the  efficiency  of  pulmonary  function. 
In  very  severe  emphysema  the  diaphragm  is 
over-stretched  and  may  not  respond  to  the 
normal  inspiratory  impulses.  Despite  the 
low  position  of  the  leaves  of  the  diaphragm 
they  often  meet  the  radiological  criteria  of 
paralyzed  diaphragms.  This  can  be  demon- 
strated by  the  so-called  sniff  test  (Kien- 
boeck).  The  patient  is  asked  to  sniff  or 
breathe  in  rapidly.  In  case  the  diaphragm  is 
paralyzed,  the  • suddenly  increased  positive 
pressure  inside  the  abdomen  and  the  in- 
creased negative  pressure  inside  the  chest 
during  the  act  of  rapid  inspiration  will  cause 
an  upward  motion  of  the  involved  diaphragm. 
In  pulmonary  emphysema,  both  halves  of  the 
diaphragm  may  show  this  paradoxic  motion, 
but  the  diminuition  of  the  intrapleural  pres- 
sure during  inspiration  is  never  distinct 
enough  to  permit  optimal  demonstration  of 
this  phenomenon.  The  degre  of  translucency 
of  the  lung  is  an  important  clue  to  the  sever- 
ity of  emphysema.  It  is  important  to  ob- 
serve all  lung  fields  while  the  patient 
breathes  out  forcibly.  Normally,  all  lung 
fields  become  darker  during  this  forced  ex- 
piration. In  pulmonary  emphysema,  or  in 
partial  obstruction,  this  decrease  in  trans- 
lucency may  not  take  place,  it  may  even  in- 
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crease,  indicating  air  trapping.  It  is  im- 
portant to  scrutinize  every  lung  field  with 
this  method,  because  air  trapping  may  be 
limited  to  a small  area.  This  localized  ob- 
structive emphysema  could  be  the  first  sign 
of  a small  bronchogenic  carcinoma  which 
causes  partial  obstruction  of  a small  bron- 
chus. It  is  important  to  observe  the  medi- 
astinum in  regard  to  its  position  and  degree 
of  mobility  or  possible  herniation  of  one  lung 
into  the  contralateral  hemithorax.  The  right 
ventricle  should  be  examined  and  the  criteria 
applied  as  used  in  cardiac  fluoroscopy.  In 
summary  then,  chest  fluoroscopy  should  con- 
sist of:  (1)  Observation  of  the  motion  of 

the  thoracic  cage;  (2)  observation  of  the  mo- 
tion of  the  diaphragms  on  quiet  respiration 
and  on  forced  inspiration  and  forced  expira- 
tion; (3)  evaluation  of  the  residual  air  and 
possibly  air  trapping;  (4)  comparison  of 
both  sides;  (5)  description  of  the  position 
and  mobility  of  the  mediastinum  ; (6)  evalu- 

ation of  the  right  ventricle;  and  (7)  search 
for  other  pathological  changes. 

CONCLUSIONS 

Despite  all  the  technological  accomplish- 
ments in  the  pulmonary  function  tests  it 
should  not  be  forgotten  that  physical  exam- 
ination alone  permits  important  conclusions 
in  regard  to  disturbed  pulmonary  function. 
But  this  is  not  always  possible  to  a desirable 
degree  of  reliability.  Recent  studies  in  a 
large  number  of  mine  workers  in  Pennsyl- 
vania^4) have  shown  that,  by  physical  ex- 
amination alone,  the  degree  of  emphysema 
could  be  predicted  in  only  35.5  per  cent  of 
the  cases.  The  application  of  simple  pul- 
monary function  studies  alone  will  often  re- 
veal this  discrepancy. 

With  the  help  of  the  simple  measurements 
of  vital  capacity,  timed  vital  capacity,  maxi- 
mal breathing  capacity,  and  adequate  chest 
fluoroscopy,  the  following  patterns  of  dys- 
function can  easily  be  recognized: 

1.  In  patients  with  a restricted  air  space, 
as  after  resection  of  pulmonary  tissue,  after 
thoracoplasty,  or  in  pleural  effusion,  the  vital 
capacity  is  low,  but  the  ratio  of  first-second 
vital  capacity  to  total  vital  capacity  remains 
normal.  On  chest  fluoroscopy  the  motion  of 
the  thoracic  cage  and  the  diaphragm  is  di- 
minished in  extent  but  not  slowed. 

2.  In  obstruction,  as  in  bronchial  asthma, 
or  in  pulmonary  emphysema,  the  vital  ca- 
pacity may  be  normal  but  is  usually  slightly 


diminished,  and  the  ratio  of  the  first-second 
capacity  to  the  total  vital  capacity  is  always 
markedly  diminished.  (Fig.  4)  On  chest 
fluoroscopy  there  is  noted  the  characteristic 
motion  of  the  thoracic  cage,  and  slow  and 
diminished  excursions  of  the  depressed  dia- 
phragm. In  addition  to  this,  air  trapping 
can  be  seen  on  forced  expiration. 

3.  The  coexistence  of  hyperventilation, 
cyanosis,  slightly  interfered  maximal  breath- 
ing capacity,  and  slightly  diminished  first- 
second  vital  capacity  permits  the  conclusion 
that  the  diffusion  capacity  in  such  a patient 
is  probably  exquisitely  disturbed  as  in  the 
cited  diseases  of  an  alveolar-capillary  block. 

In  conclusion,  it  can  be  said  that  the  clini- 
cian has  adequate  and  simple  means  avail- 
able for  the  evaluation  of  pulmonary  func- 
tion. This  simplicity  and  reliability  has 
been  accomplished  with  the  help  of  the  com- 
plicated tools  of  the  respiratory  physiologist. 
At  the  present  time,  the  combination  of  timed 
vital  capacity  measurements  and  adequate 
chest  fluoroscopy  should  be  the  pulmonary 
function  test  of  the  clinician’s  choice.  Eval- 
uation of  the  efficiency  of  therapeutic  meas- 
ures is  greatly  facilitated  by  the  application 
of  these  tests. 
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The  Medical  Profession 

and  the  Liberal  Arts 


Dean  Militzer  makes  a strong  plea  for  continu- 
ance and  for  strengthening  of  the  close  association 
between  the  liberal  arts  and  the  study  of  medicine. 

He  emphasizes  that  a broad  educational  base  will 
give  the  medical  student  a deeper  comprehension  of 
man  as  an  individual.  This  understanding  will  be 
reflected  both  in  the  personal  life  and  in  the  profes- 
sional attitude  of  the  practitioner. 

EDITOR 

THE  other  day  I ran  across  an 
article  describing  a machine  that 
could  translate  Russian  into 
English.  This  announcement  startled  me  al- 
most as  much  as  the  discovery  of  nuclear 
fission.  In  six  to  seven  seconds  this  machine 
translated  an  average  sentence  of  chemical 
Russian  into  chemical  English.  Since  few 
people  know  enough  Russian  to  translate 
technical  articles,  the  machine  is  a tremen- 
dous time  saver.  If  we  can  make  a Russian 
translator,  then  we  can  make  a German 
translator  and  a French  translator.  Maybe, 
at  last,  I thought,  we  could  dispense  with  the 
bothersome  job  of  learning  a foreign  lan- 
guage. 

In  a few  days  I awoke  to  the  fallacy 
of  my  thinking.  Chemical  Russian  is  only 
one  phase  of  the  language.  The  machine 
cannot  translate  the  language  of  the  Russian 
people.  It  translates  only  the  language  of 
the  Russian  molecule.  There  is  a big  differ- 
ence between  the  Russian  molecule  and  the 
Russian  people.  The  Russian  molecule  has 
no  character,  no  customs,  no  feelings.  The 
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Russian  language  reflects  the  character,  the 
temperament,  and  the  values  of  the  Rus- 
sian people.  Language  reflects  a philosophy 
- — it  is  not  a mental  Morse  code.  The  trans- 
lator is  still  a machine.  It  can  no  more  trans- 
late language  than  a player  piano  can  render 
Chopin. 

Many  of  the  older  doctors  complain  that 
the  younger  doctors  come  close  to  being  to 
medicine  what  the  Russian  translator  is  to 
the  Russian  language.  They  can  translate 
into  medical  terms  the  ailments  which  the 
patient  may  have,  but  when  it  comes  to  un- 
derstanding him  as  a human  being  they  do 
not  learn  the  art.  They  do  not  see  the 
patient  as  a person.  They  see  him  as  legs 
and  arms,  as  a group  of  tissues  and  a stream 
of  blood.  And  even  if  they  recognize  him 
as  an  emotional  being  they  classify  him  as 
an  introvert  or  extrovert,  a submissive  or 
compulsive,  a schizophrenic  or  at  best  a 
psychoneurotic.  Having  classified  him  and 
his  disease  they  neatly  drop  him  into  a folder 
and  file  him  under  case  histories.  The  next 
time  he  comes  to  the  office  they  pull  out  the 
file  and  reclassify  him. 

All  of  this  brings  me  to  a question  often 
asked:  Why  should  a doctor  be  educated 
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broadly?  He  has  a long-  schooling  ahead  of 
him  as  a doctor;  he  has  so  much  to  study; 
why  burden  him  with  culture?  I can  men- 
tion only  a few  reasons,  but  those  few,  to 
me,  are  sufficient  to  urge  anyone  to  get  a 
liberal  education. 

The  doctor  is  not  only  a healer.  He  is  a 
respected  member  of  his  community  who 
deals  with  people.  The  people  of  his  com- 
munity consider  him  educated.  He  should 
live  up  to  this  responsibility.  He  should  be 
able  to  render  thoughtful  judgments  on  the 
affairs  of  the  community.  This  is  a respon- 
sibility that  should  go  with  all  education, 
and  more  particularly  is  this  true  for  those 
individuals  who  are  considered  by  the  pub- 
lic to  be  highly  educated.  Notwithstanding 
all  that  has  been  said  about  the  poor  public 
relations  of  the  medical  profession,  the  doc- 
tor still  retains  his  status  in  the  community 
as  a man  whose  judgment  on  issues  carries 
considerable  weight.  He  should  not  sur- 
render this  standing  because  of  ignorance. 

Then,  too,  for  his  own  personal  good,  a 
doctor  desperately  needs  to  pursue  the  art 
of  living  as  an  end  in  itself.  All  of  us  must 
feel  that  living  has  its  rewards.  Take  away 
the  rewards  of  a well-lived  life  and  a person 
will  break  somewhere  along  the  route.  Have 
you  ever  thought  of  the  rewards  open  to  a 
doctor  aside  from  those  of  his  immediate 
family?  Politics?  Of  course  not.  He  has 
not  time.  Public  acclaim  and  fame?  Only 
by  accident.  A doctor  has  little  time  to 
write,  to  compose,  or  to  paint.  He  cannot 
engage  in  sustained  research.  He  must  find 
his  satisfaction  in  life  in  directions  other 
than  those  derived  from  the  usual  set  of 
values  handed  to  us. 

A doctor  should  cultivate  an  appreciation 
of  the  fact  that  life  itself  is  a fit  reward 
just  for  the  living  of  it.  To  do  this  he  must 
have  a glimpse  of  man  and  of  his  greatness 
as  an  artist,  as  a musician,  as  a poet,  as  a 
humorist.  He  must  see  the  broad  sweep  of 
life.  He  must  see  that,  finally,  we  are  the 
frontier  of  an  adventure  in  living  that 
started  many  thousands  of  years  ago.  We 
are  the  pioneers  who  today  clear  the  forest 
for  future  generations,  and,  once  our  work 
is  done,  we  can  derive  a satisfaction  with 
those  who  preceded  us  in  the  Great  Enter- 
prise. A doctor  of  my  acquaintaince  reads 
a book  on  mathematics  for  recreation.  This 
is  more  to  him  than  golf,  since  it  shows  him 
the  amazing  ability  of  the  human  mind  to 


deal  with  abstract  ideas.  Another  has  for 
years  read  extensively  on  the  American  In- 
dian. The  Indian  has  been  to  him  a never 
ending  source  of  wonder.  This  interest  helps 
him  establish  a human  bond  between  himself 
and  his  patient. 

As  a dean  of  a liberal  arts  college  I must 
often  face  the  question  “Why  can’t  just  any 
course,  if  taught  right,  be  a liberal  educa- 
tion?” The  question  could  be  phrased  even 
more  pointedly  by  asking  “Why  shouldn’t 
a doctor  take  something  like  Ship  Design  in- 
stead of  History?  Why  not  Accounting  in- 
stead of  French?  Why  not  Gardening  in- 
stead of  Anthropology?  Let’s  take  some- 
thing useful.” 

The  first  purpose  of  a liberal  education 
is  that  of  furnishing  people  the  common 
knowledge  upon  which  our  civilization  and 
our  culture  rest.  In  this  respect  History 
has  more  to  offer  than  Ship  Design.  His- 
tory deals  with  people  and  with  their  strug- 
gles, their  ideals,  their  aims,  their  morals,  and 
their  behavior.  Ship  Design  has  only  scant 
importance  to  these  — the  common  cultural 
capital  of  America.  Ship  Design  may  be 
useful  to  a doctor  as  a personal  hobby,  but 
History  is  useful  to  him  when  he  must  think 
of  living  with  other  people  and  particularly 
with  people  of  other  nations. 

The  same  can  be  said  of  Accounting  and 
Languages,  or  of  Gardening  and  Anthro- 
pology. Accounting  and  Gardening  can  con- 
tribute greatly  to  a man’s  personal  life,  but 
they  do  not  add  to  his  knowledge  of  people 
as  a society. 

Philosophy,  Art,  Literature,  History,  Eco- 
nomics, Language,  Biology  are  the  common 
intellectual  coinage  of  our  civilization.  They 
have  stood  the  wear  of  circulation  for  thou- 
sands of  years,  and  have  become  the  capital 
from  which  we  have  compounded  our  ideas 
of  freedom  and  of  governments  which  de- 
rive their  just  powers  from  the  consent  of 
the  governed.  These  things  are  personal 
too;  they  are  personal  to  all  people. 

Daniel  Webster  said,  “If  we  work  marble, 
it  will  perish ; if  we  work  upon  brass,  time 
will  efface  it;  if  we  rear  temples,  they 
will  crumble  into  dust;  but  if  we  work  upon 
the  immortal  minds  and  instill  into  them  just 
principles,  we  are  then  engraving  upon  tab- 
lets which  no  time  will  efface,  but  will  bright- 
en and  brighten  to  all  eternity.” 

The  just  principles  of  which  Webster  spoke 
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are  the  common  principles  possessed  by 
enough  men  in  a free  society  so  that  those 
principles  endure.  They  are  stamped  into 
the  immortal  minds  of  men  by  the  wisdom 
which  comes  with  the  deep  study  of  man. 

There  is  a tendency  for  premedical  stu- 
dents to  concentrate  on  scientific  subjects. 
This  tendency  should  be  discouraged.  Dur- 
ing the  preprofessional  days  the  student 
should  be  exposed  to  a variety  of  intellectual 
fare  which  will  awaken  in  him  a broad  in- 
terest in  man,  so  that  he  can  carry  this  in- 
terest into  the  field  of  medicine.  His  con- 
centration in  science  can  come  in  medical 
school. 

The  requirement  of  an  A.  B.  degree  forces 
a student  not  into  a straight-jacket  of  cour- 
ses but  into  a framework  of  courses.  He 
still  has  a selection  of  courses  from  certain 
groups.  These  groups  are  designed  so  that 
within  each  group  the  approach  to  knowledge 
is  similar.  By  fulfilling  the  requirements  in 
various  groups  he  is  assured  of  a liberal  edu- 
cation. 

For  this  reason  I advise  all  students  to 
complete  the  requirements  for  a bachelor 
of  arts  degree  before  entering  medical 
school.  Even  though  this  lengthens  their 
schooling  by  one  year,  the  investment  of 
one  year  of  youth  will  pay  off  in  many 
years  of  interest  later  in  life.  I find  more 
and  more  doctors  agreeing  with  me  in  this 
viewpoint  and  particularly  those  doctors  who 
followed  the  plan  themselves. 

Norman  Cousins  recently  wrote  “Belong'- 
ing  to  a nation,  man  has  nations  that  can 
speak  for  him.  Belonging  to  a religion,  man 
has  religions  that  can  speak  for  him.  Be- 
longing to  an  economic  and  social  order, 
man  has  economic  and  political  orders  that 
can  speak  for  him.  But  belonging  to  the 
human  race,  man  is  without  a spokesman.” 

The  profession  of  medicine,  like  law,  is 
a humanitarian  profession.  It  deals  with 
human  beings,  not  with  dollars,  motors,  pigs, 
or  even  pills.  And  being  a humanitarian  pro- 
fession it  ought  to  speak  loudly  for  man. 
Many  times  in  the  past  it  has. 

Over  the  years,  the  liberal  arts  tradition 
has  been  a spokesman  for  man.  Originally, 
universities  were  the  liberal  arts  tradition, 
but  universities  have  become  primarily  tech- 
nical training  institutions  for  the  profes- 
sions; and,  as  spokesmen  for  man,  univer- 
sities have  lost  their  tongues  with  the  ex- 
ception of  a few  departments  in  the  colleges 


of  Arts  and  Sciences  and  in  the  privately 
endowed  universities.  The  larger  the  state 
universities  the  more  they  have  forfeited  the 
right  to  speak  for  man.  What  happened  to 
religion  in  America  has  happened  to  the 
liberal  arts  tradition  in  big  universities;  it 
has  been  suffocated  in  a flood  of  materialism. 

We  cannot  disband  professional  groups  or 
professional  colleges.  That  is  not  only  un- 
necessary, it  would  be  unwise.  But  we  can 
orient  the  professions  so  that  they  can  again 
become  drawn  into  the  group  of  people  who 
speak  for  man.  The  colleges  of  Arts  and 
Sciences,  through  their  degree  requirements, 
try  to  do  this  tor  the  doctor  before  he  goes 
into  the  practice  of  medicine.  It  has  been 
a considerable  source  of  satisfaction  to  me 
to  see  that  the  association  between  the  lib- 
eral arts  tradition  and  the  medical  profes- 
sion has  been  a continuous  one  since  the  be- 
ginning of  medical  education.  It  is  an  even 
greater  source  of  satisfaction  to  me  to  find 
that  the  overwhelming  sentiment  of  the  doc- 
tors whom  I know  is  that  this  relationship 
should  be  strengthened  and  deepened.  The 
medical  profession  can  be  proud  of  this:  It 

did  not  sever  itself  from  the  Liberal  Arts 
during  the  time  when  the  other  professions 
were  doing  so,  and  when  educational  fashion 
dictated  that  it  conform  to  this  trend.  Both 
of  us  are  now  in  a splendid  position  to  join 
again  in  speaking  for  man  when  man,  more 
desperately  than  at  any  time  in  the  last 
century,  needs  someone  to  speak  for  him. 

Every  medical  student  has  heard  of  An- 
toine Lavoisier,  and  knows  him  as  the  dis- 
coverer of  the  formula  for  water.  If  we 
were  to  name  the  five  greatest  chemists 
of  all  time,  certainly  the  name  of  Lavoisier 
would  be  in  that  list.  Lavoisier  was  be- 
headed in  1794,  after  spending  several  years 
in  prison  during  the  French  Revolution.  The 
tragic  thing  about  his  death  was  this : Dur- 
ing the  time  that  he  spent  in  prison,  not 
one  of  his  chemist-friends  interceded  for  him 
with  the  government.  It  is  said  that  if  they 
had  interceded  for  him,  the  government 
would  have  freed  Lavoisier.  Through  their 
silence  the  world  lost  one  of  its  greatest 
geniuses.  Silence  can  be  the  greatest  sin  of  all. 

Free  man  today  is  in  much  the  same  posi- 
tion as  was  Antoine  Lavoisier  during  the 
French  Revolution.  He  is  trapped  by  the 
threat  of  tyranny  and  by  the  threat  of  ex- 
termination by  the  atomic  bomb.  His  friends 
must  speak  for  him  or  he  may  yet  be  strung 
from  the  nearest  lamppost. 
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Menstrual  Disturbances* 


Doctor  Smith  discusses  abnormal  uterine  bleeding, 
and  dysmenorrhea.  Etiology,  diagnosis,  and  therapy 
are  stressed.  He  cautions  against  undue  readiness  to 
utilize  hormone  therapy  in  cases  of  abnormal  bleed- 
ing, and  against  the  easy  acceptance  of  a psychogenic 
factor  as  the  major  cause  of  dysmenorrhea. 

EDITOR 

IT  IS  assumed  that  the  patients 
considered  here  are  in  the  men- 
truating  age  group,  that  is,  be- 
tween puberty  and  menopause.  This  discus- 
sion does  not  include  the  postmenopausal 
patient,  nor  the  prepuberty  victims  of  the 
luteinizing  tumors  of  the  granulosa-  or  ar- 
rhenoblastoma-cell  type. 

Menstrual  disturbances  are  chiefly  con- 
cerned with  irregularities  of  bleeding.  These 
irregularities  may  be  excessive  or  diminished 
bleeding,  or  total  absence  of  bleeding  with  or 
without  associated  pain  or  psychiatric  dis- 
turbances. 

It  is  somewhat  fantastic  that  the  publica- 
tions on  this  subject  have  been  mostly  by 
men,  none  of  whom  have  had  the  opportunity 
of  personally  experiencing  normal  or  abnor- 
mal menstruation.  Curiously  enough,  men 
have  claimed  that  menstrual  disturbances 
are  caused  in  large  measure  by  emotional 
or  psychiatric  instability.  It  is  no  secret 
that  such  disturbances,  especially  those  as- 
sociated with  pain  or  dysmenorrhea,  tend  to 
occur  in  patients  with  emotional  instability. 
Yet  there  is  good  evidence  that  many  of 
these  disturbances  are  founded  on  a sound 
physiologic  etiologic  basis,  even  though  emo- 
tional instability  may  play  a supporting  role. 

Let  us  evaluate  the  ideas  presented  as  to 
the  normal  physiology  of  menstruation,  that 
is,  the  normal  pituitary,  ovarian  and  endo- 
metrial relationship  with  a careful  but  alert 
attitude  towards  the  probable  role  of  the 
minute  but  much  discussed  adrenal  glands, 
as  well  as  to  the  function  of  the  thyroid 
gland.  All  are  familiar  with  the  often  dia- 
gramatically  accredited  roles  of  the  follicle 
stimulating  hormones  (F.S.H.)  and  the 
luteinizing  hormones  (L.H.)  of  the  pituitary, 
and  of  luteotrophin.  The  literature  abounds 
with  reports  of  therapeutic  experiments 
with  cortisone  and  corticotropin  for  every 
disease  from  arthritis  to  anterior  polio- 

*Read  before  Omaha  Mid-West  Clinical  Society  October,  1953. 
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myelitis,  and,  of  course,  including  gyneco- 
logic disturbances.  Menstrual  irregularities 
have  long  been  bluntly  explained  as  caused 
by  endocrine  excesses  or  deficiencies.  In 
medical  school  we  were  taught  that  dysmen- 
orrhea was  caused  by  mechanical  obstruc- 
tion, congenital  maldevelopment  and  under- 
development, infections,  systemic  diseases, 
and  later,  by  psychiatric  instability  and  en- 
docrine imbalance.  We  have  been  exposed  to 
the  psysiologic  theories  of  hyperactivity  of 
uterine  muscle  contractions,  and  of  arterial 
spasm  as  an  explanation  of  dysmenorrhea. 
These  include  the  theory  of  a menstrual 
toxin  investigated  by  Smith  and  Smith(10b 
and  which  could  be  identical  with  the 
“necrosin’’ described  by  Menkin(8>.  Markee(6) 
in  a most  enlightening  article  entitled 
“Morphological  Basis  for  Menstrual  Bleed- 
ing” shows,  by  eight  lines  of  evidence,  that 
rapid  regression  of  the  endometrium  is  the 
phenomenon  which  initiates  the  chain  of 
events  leading  to  menstrual  bleeding.  The 
experiments  were  performed  by  studying  the 
behavior  of  endometrium  transplanted  to  the 
corneae  of  ovarectomized  monkeys.  The  be- 
havior of  the  endometrial  transplants  was 
shown  to  be  dependent  on  the  pituitary- 
ovarian-endometrial  relationship,  and  any 
interference  with  this  normal  relationship 
caused  menstrual  disturbances.  Buxton(2> 
believes  that  menometrorrhagia  caused  by 
hormonal  disturbances,  may  occur  at  any 
menstrual  age  and  from  any  type  of  endo- 
metrium, whereas  profuse  bleeding  at  the 
menarche  is  more  likely  to  be  from  prolifera- 
tive than  from  secretory  endometrium.  Ham- 
blen(4)  has  stated  that  “when  excessive 
flowing  occurs  from  a full  blown  normally 
differentiated  progestational  endometrium, 
the  explanation  is  usually  an  organic  one 
rather  than  a functional  one.”  These  con- 
clusions are  based  on  clinical  observations 
as  well  as  on  experimental  study. 

Aberrations  from  normal  menstruation 
are  usually  classified  as:  amenorrhea  or  un- 
physiologic  absence  of  menstruation;  oligo- 
menorrhea or  infrequent  menstruation;  hy- 
pomenorrhea  or  scanty  flow;  menorrhagia 
or  excessive  flow  at  the  time  of  menstrua- 
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tion;  and  metrorrhagia  or  bleeding  between 
periods.  It  is  of  considerable  importance  to 
know  whether  the  aberration  is  temporary 
or  permanent. 

ALTERATION  AMOUNT  OF  BLEEDING 

Diminished  bleeding':  While  unphysiologic 
amenorrhea  is  often  explained  as  the  result 
of  endocrine  imbalance,  one  should  not  over- 
look the  fact  that  mechanical  obstructions 
of  maldevelopment,  systemic  diseases,  and 
psychic  trauma  are  relatively  frequently  as- 
sociated with  this  condition.  The  “old  wives” 
tale  that  amenorrhea  causes  tuberculosis 
long  since  has  been  shown  to  be  putting  the 
cart  before  the  horse.  The  occurrence  of 
amenorrhea  following  emotional  episodes 
such  as  death,  divorce,  and  the  present  day 
shock  therapies,  should  be  thoroughly  invest- 
igated before  tagging  the  patient  as  one 
with  endocrine  imbalance.  Oligomenorrhea 
and  hypomenorrhea  suggest  the  possibility 
of  ectopic  gestation.  In  all  types  of  abnormal 
menstrual  bleeding  the  function  of  the  thy- 
roid gland  should  be  one  of  the  first  lines  of 
investigation. 

Excessive  Bleeding:  The  theorem  still 
holds  that  menorrhagia  usually  indicates 
submucous  or  intramural  fibroids,  and  that 
metrorrhagia  usually  indicates  other  path- 
ologic conditions,  especially  cancer  of  the 
endometrium.  However,  because  it  is  so  fre- 
quently impossible  to  differentiate  the  two 
types,  excessive  bleeding  occurring  in  the 
menstrual  age  patient  has  come  to  be  called 
menometrorrhagia.  It  is  true  that  menometr- 
orrhagia  may  occur  as  the  result  of  an  en- 
docrine imbalance,  but  that  diagnosis  should 
be  made  only  after  careful  study  and  elimi- 
nation of  the  more  probable  etiologic  factors. 
These  other  factors  may  include  such  sys- 
temic diseases  as  tuberculosis,  blood  dys- 
crasias,  circulatory  disturbances,  infections, 
and  so  forth.  I doubt  whether  excessive 
bleeding  is  ever  entirely  psychogenic  in 
origin,  although  emotional  shocks  may  pre- 
cipitate prematurely  an  impending  men- 
struation. Of  the  local  causes,  the  benign 
conditions  most  frequently  found  are  cervi- 
cal or  endometrial  polyps,  polypoid  or  sub- 
mucous fibromyomata,  infections,  incom- 
plete abortions,  adenomyosis,  endometriosis, 
endometrial  hyperplasia,  and  simple  inclu- 
sion cysts  of  the  ovary,  as  well  as  the  rela- 
tively rare  luteinizing  type  of  granulosa 
cell  tumor.  The  serious  possibility  that  ab- 
normal bleeding  may  be  the  warning  signal 
of  cancer  of  the  cervix  or  of  the  endo- 


metrium is  a challenge  to  every  gynecolo- 
gist to  rule  out  these  conditions  by  adequate 
biopsies.  Cancer  of  the  ovary  rarely  causes 
excessive  bleeding  and  more  frequently  is 
associated  with  amenorrhea.  The  presence 
of  these  benign  as  well  as  malignant  causes 
of  bleeding  is  so  readily  detectable  that 
failure  to  perform  a curettage  and  secure  a 
biopsy  in  a patient  with  menometrorrhagia 
before  initiating  hormonal  therapy  is,  in  the 
opinion  of  the  writer,  inexcusable,  and  I am 
well  aware  of  the  value  of  repeated  vaginal 
cytologic  smears. 

Dysmenorrhea : There  is  some  doubt  in  my 
mind  as  to  whether  dysmenorrhea  is  sub- 
jective or  objective  in  character.  Most 
authors  choose  to  consider  it  a syndrome. 
Certainly  it  cannot  be  excluded  from  a dis- 
cussion of  menstrual  disturbances.  Again  it 
is  amusing  that  most  of  the  publications 
dealing  with  this  syndrome  are  by  person- 
ally inexperienced  males,  and  that  their  ex- 
pressed impressions  are  based  on  second 
hand  information  obtained  from  women,  or 
by  the  study  of  monkeys.  Dysmenorrhea  is 
invariably  defined  as  a syndrome  character- 
ized by  such  subjective  symptoms  as  uterine 
cramps,  pelvic  pressure,  nausea,  vomiting, 
headache,  premenstrual  tension  and  general 
malaise,  associated  with  menstruation.  The 
theory  that  angiospasm  causes  the  dull  per- 
sistent pain,  and  that  hyperactivity  of  the 
myometrial  contractions  causes  the  acute 
cramps  has  been  considered  an  adequate  ex- 
planation of  the  process.  Miller(9>  has 
pointed  out  the  economic  as  well  as  the  social 
and  psychiatric  aspects  of  dysmenorrhea.  It 
generally  is  classified  as: 

1.  The  primary  or  essential  form,  which 
is  diagnosed  by  the  absence  of  recognizable 
pathology  of  the  pelvic  organs. 

2.  The  secondary  form,  so  classified  be- 
cause of  the  presence  of  demonstrable  as- 
sociated disease  of  the  genital  tract,  either 
congenital  or  acquired,  such  as  endo- 
metriosis, adenomyosis,  etc.  The  presence 
of  demonstrable  pelvic  disease  does  not  al- 
ways accurately  indicate  the  etiology,  as 
evidenced  by  the  too  frequent  persistence  of 
the  syndrome  after  the  correction  or  elimi- 
nation of  the  associated  pelvic  disease. 

Let  us,  for  convenience,  first  consider  the 
secondary  type  of  dysmenorrhea,  that  group 
so  classified  because  of  the  presence  of  as- 
sociated demonstrable  pathology.  The  ac- 
credited associated  condition  may  be  a con- 
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genital  lack  of  development  described  as 
stenosis  of  the  cervix,  or  as  infantile  uterus ; 
or  the  associated  conditions  may  be  acquired, 
as  adenomyosis,  endometriosis,  infections, 
intracavatory  polypoid  fibroids  or  possibly 
(but  rarely)  intramural  fibroids,  and  also 
the  ovarian  inclusion  cyst  of  faulty  follicle 
physiology.  Certainly  this  last  condition,  as 
well  as  some  of  the  former  ones,  overlap, 
endocrine  imbalance  being  the  etiologic 
factor  of  so-called  secondary  dysmenorrhea. 
All  of  these  may  be  associated  with  bleed- 
ing irregularities.  Rarely  do  we  see  dysmen- 
orrhea associated  with  malignant  neoplasms 
of  the  genital  tract,  even  ovarian  carcinoma, 
and  then  only  as  pressure  symptoms.  One 
cannot  fail  to  mention  the  possibility  of  sys- 
temic disease  as  a factor  of  secondary  dys- 
menorrhea ; it  frequently  occurs  in  patients 
with  anemias  and  other  blood  dyscrasias, 
hypothyroidism,  diabetes,  tuberculosis, 
colds,  and  other  extragenital  infections.  The 
psychogenic  factor  is  always  present,  usual- 
ly as  a result  but  with  marked  influence  in 
aggravating  the  subjective  symptoms  of  the 
dysmenorrhea-syndrome. 

So-called  primary  dysmenorrhea  is  di- 
agnosed when  recognizable  pelvic  disease 
cannot  be  demonstrated.  Fundamentally, 
the  mechanism  of  the  causation  of  the  sym- 
ptoms may  be  the  same  in  primary  and  sec- 
ondary varieties.  Many  doctors  claim  that 
the  primary  type  impressively  predominates, 
therefore  it  probably  is  present  in  many 
patients  who  have  accompanying  or  coinci- 
dental demonstrable  disease.  The  psycho- 
genic factor  also  is  usually  present.  Kim- 
brough'^ has  stated  that  he  “has  never 
seen  really  crippling  dysmenorrhea  of  pri- 
mary type  in  a girl  who  was  well  adjusted 
emotionally.”  The  psychogenic  theory  has 
been  a popular  one,  and  surely  it  is  an  ad- 
ditional factor  that  requires  consideration. 
While  usually  present,  it  is  generally  felt  to 
be  an  influencing  rather  than  an  etiologic 
factor.  All  patients  with  dysmenorrhea  re- 
quire reassurance.  Premenstrual  tension 
seems  to  be  associated  with  body  fluid  reten- 
tion as  evidenced  by  transitory  weight 
changes.  Improvement  with  dehydration  and 
salt  restriction  tends  to  substantiate  this 
theory(3>.  One  of  my  patients  is  a twenty- 
six-year-old  juvenile  diabetic  with  epilepsy 
and  dysmenorrhea.  The  epileptic  attacks  oc- 
curred most  frequently  at  the  time  of  men- 
struation. The  dysmenorrhea  was  worse 
when  the  diabetes  was  uncontrolled.  After 


28  shock  treatments  she  has  had  amenorrhea 
for  one  year.  There  have  been  no  more  epi- 
leptic attacks,  and  the  uterus  has  become 
infantile  in  size.  Is  this  pattern  systemic, 
psychogenic,  or  hormonal  in  origin?  Evalua- 
tion is  difficult.  However,  the  following  facts 
about  the  pattern  behavior  of  primary  dys- 
menorrhea are  known: 

1.  It  usually  begins  shortly  after  men- 
struation is  established. 

2.  It  tends  to  be  crampy  in  character  and 
is  associated  with  constitutional  symptoms. 

3.  It  seldom,  if  ever,  occurs  in  the  absence 
of  ovulation. 

4.  It  is  often  accompanied  by  underde- 
velopment of  the  genital  organs. 

5.  It  is  diagnosed  in  absence  of  recogniz- 
able pelvic  pathology. 

6.  It  usually  disappears  gradually  after 
childbirth. 

7.  It  is  often  seen  with  hypothyroidism. 

All  pelvic  pain  evolves  from  some  form  of 
pelvic  congestion,  localized  or  general,  and 
manifests  its  localization  by  the  so-called 
visceromotor  reflexes.  The  impulses  are 
initiated  by  disturbances  of  pelvic  vascular 
physiology.  Pelvic  pain  is  usually  classified 
etiologieally  by  the  associated  pathology  de- 
tected, and  may  be  considered  as  genital,  ex- 
tragenital, or  psychogenic  in  origin.  The 
physician  should  be  cautious  in  explaining 
pelvic  pain  by  existing  pathology,  but  he 
should  be  doubly  wary  of  diagnosing  neu- 
roses in  the  absence  of  detectable  pathology. 
The  psychiatrist  should  not  be  the  last  to  be 
consulted  nor  should  he  be  the  first. 

MANAGEMENT  OF  MENSTRUAL 
DISTURBANCES 

1.  A careful  history  covering  the  systems 
of  the  body  should  be  obtained.  Attention 
should  be  paid  to  symptoms  that  point  to  ex- 
tragenital and  psychiatric,  as  well  as  to 
genital  tract  problems. 

2.  A thorough  and  complete  physical  ex- 
amination is  imperative.  It  must  include  a 
rectal  examination  as  well  as  visual  exposure 
of  the  cervix,  and  the  entire  vaginal  mucosa. 

3.  Certain  laboratory  aids  are  helpful  in 
diagnosing  such  systemic  diseases  as  dia- 
betes, tuberculosis,  hypothyroidism,  and  the 
blood  dyscrasias.  Routine  urine  examina- 
tions and  complete  blood  count,  including  a 
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platelet  count,  are  essential  in  order  to  elim- 
inate these  diseases.  Bleeding  and  clotting 
times  are  easily  recorded,  and,  if  indicated, 
prothrombin  time  and  fibrinogen  levels  are 
great  diagnostic  aids.  Basal  metabolism 
rates  and/or  blood  cholesterol  determina- 
tions should  probably  be  used  more  fre- 
quently than  is  customary.  All  bleeding 
patients  should  have  biopsies  of  the  cervix 
and  endometrium.  Curettage  is  an  emphatic 
must. 

4.  The  predominance  of  the  psychogenic 
factor  must  be  evaluated,  and  the  gyneco- 
logist should  decide  whether  the  patient 
needs  “common  sense”  reassurance  or  psy- 
chiatric care. 

5.  Simple  non-habit-forming  antispasm- 
odics  should  be  tried  for  dysmenorrhea  be- 
fore resorting  to  hormonal  therapy. 

6.  Hormonal  therapy  for  endocrine  im- 
balance should  be  employed  only  after 
thorough  screening  for  all  other  causes  and 
after  biopsy  of  the  cervix  and  endometrium 
has  eliminated  local  conditions.  Vaginal 
cytologic  smears  are  an  informative  aid.  The 
writer  agrees  with  Mengert(7)  that  “amen- 
orrhea does  not  represent  a valid  indication 
for  endocrine  therapy.”  Its  only  real  use  in 
amenorrhea  is  for  psychiatric  therapy  be- 
cause of  the  resulting  development  of  secon- 
dary sex  characteristics,  and  these  benefits 
mav  be  very  temporary.  Since  menstrual  dis- 
turbances o^  endocrine  origin  are  an  im- 
balance, rational  thempv  shou'd  ami  at  re- 
versing the  type  of  endometrium  present 
and  the  restoration  of  a natural  endocrine 
balance.  Allen(1)  describes  three  principal 
methods  of  treatment. 

1.  Five  mg.  oral  diethylsribesterol  dady 
for  three  weeks,  which  usuaHy  stops  the 
bleeding  and  temporarily  inhibits  the  ovary. 

2.  Ten  mg.  progesterone  administered  in- 
termuscularly  daily  for  six  days.  This  is 
usually  followed  by  prompt  shedding  of  the 
hyperplastic  endometrium,  and  is  referred 
to  as  medical  curettage. 

3.  Estrogen  in  physiologic  doses,  followed 
by  physiologic  doses  of  progesterone. 

The  writer  agrees  in  general  with  this 
therapy  for  properly  selected  patients. 
Others  believe  that  by  the  administration  of 
10  to  20  mg.  of  progesterone  dailv  for  ten 
to  twelve  days  before  the  expected  onset  of 
menstruation  the  patient  is  helped,  after 


several  courses  of  such  therapy,  to  establish 
her  own  rhythmic  production  of  progest- 
erone. It  would  seem  questionable  whether 
suppression  of  ovulation  for  more  than  three 
months  is  desirable.  Of  androgens,  Taylor' U) 
says  “because  there  is  no  clearly  recogniza- 
ble syndrome  of  androgen  deficiency  in  the 
female,  it  seems  that  there  is  no  generally 
acceptable  indication  for  its  administration 
in  gynecology.”  I agree  with  this,  and  also 
with  his  admission  that  there  are  some  pos- 
sible indications  for  androgen  therapy  where 
estrogen  is  contraindicated.  In  the  ex- 
perience of  the  writer,  the  results  have  been 
temporary  and  unsatisfactory. 

The  present  day  therapy  for  menstrual 
disturbances  caused  by  malignant  neoplasms 
is  the  elimination  of  the  underlying  disease. 
To  date,  irradiation  and/or  surgery  are  the 
therapies  employed. 

COMMENT 

While  the  mechanism  of  normal  menstrua- 
tion remains  constant,  the  accepted  etiologic 
factors  that  result  in  menstrual  disturbances 
are  often  multiple,  though  one  factor  may 
predominate.  Therapy  should  be  as  simple 
as  possible,  not  overlooking  the  charac- 
teristic of  multiplicity  of  etiologic  mech- 
anisms. 

SUMMARY 

Menstrual  disturbances,  including  dys- 
menorrhea, have  been  discussed  as  to  their 
classification,  the  prevalent  theories  of  etio- 
logy, methods  of  diagnosis,  and  the  manage- 
ment of  the  patient.  It  is  appropriate  to 
close  with  a plea  for  further  study  of  these 
problems  in  an  attempt  to  provide  a better 
classification,  sounder  theories  of  etiologic 
factors,  and  therapies;  in  short  find  out 
what  makes  this  mechanism  “tick.” 
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Medical  Grand  Rounds 


University  of  Nebraska  Hospital 
February  10,  1954 


DR.  DACE  Mitchell,  Intern:  H. 

W.,  a sixty-eight-year-old  white 
male,  was  admitted  to  the  Uni- 
versity of  Nebraska  Hospital  for  the  first 
time  on  January  9,  1954.  He  was  sent  in 
by  his  local  physician  who  stated  that  the 
patient  had  been  found  unconscious  after  an 
alcoholic  binge,  and  that  now  he  had  pneu- 
monia. The  only  information  that  could  be 
obtained  from  the  patient  was,  “I  was  just 
sitting  there  drinking  a beer  when  they 
came  and  got  me  and  told  me  I had  to  go 
to  the  hospital.”  After  the  patient’s  con- 
dition had  improved,  a history  was  obtained 
as  follows : At  age  48,  twenty  years  pre- 

viously, he  had  had  pneumonia,  during  which 
time  he  was  hospitalized,  and  was  delirious 
for  a prolonged  period.  There  were  three 
subsequent  episodes  of  pneumonia  during 
the  next  ten  years.  In  1943,  he  again  caught 
a “cold”  which  settled  in  his  chest,  giving 
rise  to  cough,  fever  and  chills,  followed  by  a 
prolonged  convalescence.  Eight  days  be- 
fore admission,  he  had  a “cold,”  lost  his  ap- 
petite, and  developed  a persistent  cough : 
he  had  no  chills  but  did  feel  feverish.  His 
physician  gave  him  two  injections  of  peni- 
cillin before  transferring  him  to  University 
of  Nebraska  Hospital.  The  patient  has  had 
sinus  trouble  since  1943,  at  which  time  an 
antrotomy  was  done,  apparently  without 
much  relief  because  he  has  had  persistent 
drainage  since  the  operation.  He  has  had  a 
persistent  nonproductive  cough  for  the  last 
nine  years. 

Physical  Examination:  The  patient  was 

mentally  hazy,  disoriented  and  uncoopera- 
tive. The  skin  was  markedly  dehydrated 
and  of  pale  color,  and  there  was  slight  cyan- 
osis of  the  nail  beds.  The  tongue  was  dry, 
smooth,  and  beefy  red,  and  there  were  ul- 
cerations of  the  lips  and  gums.  Respiratory 
rate  twenty-eight;  temperature  normal. 
There  was  a cough  productive  of  a large 
amount  of  thick  white  material.  The  thoracic 
anterior-posterior  diameter  was  increased 
and  there  was  hyperresonance  throughout 
except  for  dullness  over  the  right  upper  lobe, 
posteriorly.  The  respiratory  sound  was 
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slightly  prolonged  and  of  amphoric  quality. 
No  rales  were  heard.  Diaphragmatic  excur- 
sions were  equal  but  reduced,  bilaterally. 
Blood  pressure,  120/74;  pulse  rate  88  and 
regular.  Heart  tones  were  faint  and  no  mur- 
murs were  heard.  The  liver  edge  was  pal- 
pated two  fingers  below  the  right  costal  mar- 
gin and  was  slightly  tender.  The  abdomen 
revealed  no  other  abnormalties.  There  was 
a trace  of  pitting  edema  over  the  pretibial 
areas,  bilaterally. 

Laboratory  Data:  Initially,  hemoglobin 

was  14.8  grams;  leucocytes,  19,000  with  55 
segmented  forms,  29  staff  forms,  2 young 
forms,  10  lymphocytes,  and  4 monocytes 
showing  toxic  granules.  The  wnite  count 
subsequently  ranged  from  13,000  to  9,300  to 
8,900  to  12,000  at  present,  a month  after 
admission.  Hemoglobin  has  dropped  to  11.2 
grams,  and  the  differential  count  is  nor- 
mal at  present.  Catheterized  urine  spec- 
imens on  admission  revealed  many  red  cells 
and  white  cells  and  a few  granular  and  blood 
cell  casts.  Urinary  findings  have  not  changed 
significantly  since  admission.  Currently,  cor- 
rected sedimentation  rate  is  35  mm.,  and 
the  packed  cell  volume  is  37  per  cent.  On 
admission,  thymol  turbidity  was  11.5  units; 
serum  bilirubin,  1 minute,  0.43  mg. ; total, 
1.06  mg.;  total  serum  protein,  8.82  grams 
per  cent,  serum  albumin,  3.64,  and  serum 
globulin,  5.18;  NPN,  64  mg.  Cephalin  chol- 
esterol flocculation  3 plus  in  48  hours.  Serum 
electrolytes  were  normal.  A week  after  ad- 
mission, nonprotein  nitrogen  had  dropped  to 
22  mg.  per  100  cc.,  and  total  serum  protein 
became  6.5,  with  albumin  3.08,  and  globu- 
lin 2.42.  Bromsulphalein  test  showed  3.2 
per  cent  dye  retention ; thymol  turbidity  9.4 
units ; cephalin  flocculation  2 plus  in  48 
hours.  Electrocardiogram  is  normal,  hav- 
ing a vertical  electrical  position  and  occa- 
sional atrial  premature  contractions.  Venous 
pressure  and  circulation  times  were  normal. 

Dr.  Robert  L.  Grissom:  Dr.  Harvey,  will 
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you  tell  us  the  problems  that  confronted  you 
with  this  patient? 

Dr.  Alexander  T.  Harvey,  Resident:  At 

the  time  of  admission,  the  patient  obviously 
was  toxic  and  disoriented,  which  we  attrib- 
uted to  the  right  upper  lobe  inflammatory 
process.  We  thought  it  was  an  exacerba- 
tion of  a chronic  process,  and  our  differen- 
tial diagnosis  rested  between  tuberculosis, 
carcinoma,  foreign  body,  lung  abscess,  and 
bronchiectasis.  However,  on  symptomatic 


Figure  1.  Admission  film  shows  dense  irregular  clouding  of 
the  right  upper  lung  field.  The  right  horizontal  fissure  is 
elevated,  slightly  convex  superiorly  and  lies  at  the  level  of 
the  third  right  anterior  rib.  There  is  generalized  accentuation 
of  the  pulmonary  vessels,  and  faint,  irregular  clouding  at 
the  medial  portions  of  both  lower  lung  fields.  Compensatory 
emphysema  is  present,  especially  in  the  right  lower  lobe.  The 
heart  is  small  and  vertically  placed. 

treatment  only,  the  patient  made  a good  re- 
covery during  the  first  part  of  his  hos- 
pitalization, and  his  temperature  has  re- 
mained normal.  Initial  bacteriological  stud- 
ies were  not  very  helpful,  presenting  a 
variety  of  bacterial  organisms  in  spite  of 
the  previous  antibiotic  therapy.  (Nonhemo- 
lytic Micrococcus  pyogenes  (var.  aureus), 
nonhemolytic  streptococci,  diphtheroids,  and 
beta  hemolytic  Micrococcus  pyogenes,  Pseu- 
domonas aeruginosa,  Proteus  mirabilis,  and 
Paracolobacterium  aerogenoides.  A single 
colony  of  Candida  albicans  was  grown.)  Re- 
peated gastric  aspirations  were  negative  for 
tubercle  bacilli.  Bronchoscopy  revealed  con- 
siderable mucopurulent  material  in  the  tra- 


chea and  in  the  right  main-stem  bronchus. 
However,  no  tumor  or  obstructing  lesion 
was  visualized.  Trachial  aspirations  were 
cultured  and  a mixed  bacterial  flora  was 
found,  including  an  unidentified  Hemophilus 
and  nonhemolytic  Micrococcus  pyogenes  (var. 
aureus).  Cytological  studies  (Papanicolaou 
stain)  revealed  no  malignant  cells.  Urine 
culture  grew  out  Escherichia  coli.  The  main 
aids  in  diagnosis,  however,  were  the  radio- 
graphic  studies.  These  showed  a right  up- 
per lobe  bronchiectasis.  Currently,  the  pa- 
tient is  afebrile  and  ambulatory.  His  only 
medication  is  potassium  iodide.  He  utilizes 
postural  drainage,  and  continues  to  make  a 
slow  improvement.  Dr.  Alpert,  will  you 
present  the  x-rays? 


Dr.  A.  Alpert,  Radiologist:  The  initial 

chest  film  (Figure  No.  1)  reveals  an  irreg- 
ular clouding  at  the  upper  third  of  the  right 


Figure  2.  Two  weeks  after  admission.  There  has  been 
moderate  clearing  of  the  density  of  the  right  upper  lung. 
Atelectasi?  and  contraction  of  the  right  upper  lobe  persist, 
and  the  pleura  is  quite  thickened. 

lung  field,  which,  in  a lateral  view,  (not 
shown)  is  seen  to  lie  at  the  posterior  aspect 
of  the  atelectatic  right  upper  lobe.  There  is 
compensatory  emphysema  in  the  right  mid- 
dle and  lower  lobes.  The  left  lung  field  is 
relatively  clear.  The  heart  and  mediastinum 
are  normal.  A repeat  chest  film  (Figure  No. 
2)  twelve  days  later  shows  a moderate  clear- 
ing of  the  density  in  the  right  upper  lobe, 
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which  still  shows  considerable  contraction, 
indicating  a chronic  process. 

Body  section  radiography,  a technique  also 
known  as  tomography  or  planography  or 
laminography,  was  undertaken  to  study  the 
right  upper  lobe.  (Not  shown.)  Its  repu- 
tation has  been  earned  primarily  as  a diag- 
nostic aid  to  identify  and  localize  pulmonary 
cavitations.  Devices  for  performing  body 
section  radiography  operate  on  a simple 
principle.  The  patient  is  placed  in  a fixed 
position  while  the  x-ray  tube  and  target 


Figure  3.  Bronchogram,  three  weeks  after  admission.  Fol- 
lowing instillation  of  iodized  oil  through  a tracheal  catheter, 
there  is  good  filling  of  the  right  upper  lobe  bronchus  with 
no  evidence  of  constriction  of  this  bronchus.  Terminal  saccular 
bronchiectasis  is  present  in  the  right  infraclavicular  area  and 
the  bronchi  are  pulled  closely  together  as  would  be  expected 
in  a fibrosed  ateletatic  area. 

film  are  moved  in  opposite  directions  at  a 
known  speed  over  a given  distance.  The 
complementary,  opposite  motions  of  the  tube 
and  film  give  a sharp  focus  at  any  specified 
depth,  blurring  out  all  other  regions  by  mo- 
tion. In  this  patient,  the  right  upper  lobe 
studies  failed  to  reveal  any  definite  evidence 
of  constriction  of  the  right  upper  lobe  bron- 
chus. However,  an  atelectatic  right  upper 
lobe  was  visualized  with  several  small,  round- 
ed, cystic  areas  at  the  periphery.  Subse- 
quently, a bronchogram,  (Figure  No.  3) 
showed  good  filling  of  the  right  upper  lobe 
bronchus,  with  no  evidence  of  constriction  in 
this  bronchus  or  in  its  branches.  Saccular 
bronchiectasis  was  seen  at  the  periphery  of 


the  right  upper  lobe,  and  the  bronchi  were 
drawn  closely  together,  as  would  be  expected 
in  an  atelectatic  area. 

Dr.  Grissom:  Dr.  Loomis,  will  you  show 

the  patient?  (The  patient  is  brought  in). 

Dr.  George  W.  Loomis,  Attending:  The 

patient  has  improved  greatly  since  admis- 
sion, and  physical  findings  are  minimal  at 
this  time.  You  can  see  that  there  is  a 
marked  increase  in  the  anterior-posterior 
diameter  of  the  chest,  and  that  the  patient 
uses  accessory  respiratory  muscles  even  with 
quiet  respiration.  The  chest  findings  are 
those  of  emphysema,  and  no  evidence  of 
bronchiectasis  is  found  by  physical  examin- 
ation at  this  time.  Let  us  demonstrate  the 
vital  capacity.  (The  test  is  performed;  and 
the  vital  capacity  is  two  liters,  with  less 
than  fifty  per  cent  expiration  in  the  first 
second.) 

Dr.  Grissom:  Does  the  patient  have  club- 
bing of  the  fingers?  This  is  said  to  occur 
in  about  half  of  the  patients  with  bron- 
chiectasis. 

Dr.  Loomis:  No. 

Dr.  Grissom:  If  there  are  no  further 

questions,  the  patient  may  leave.  Bronchiec- 
tasis is  a common  disease,  the  incidence  of 
which  is  not  well  borne  out  by  hospital  sta- 
tistics, probably  due  to  a lack  of  interest  in 
this  disease.  The  age  at  onset  is  usually 
during  the  first  two  decades  of  life,  less  than 
10  per  cent  having  the  onset  after  forty 
years  of  age.  (Perry  and  King2)  Dr.  Loom- 
is, what  etiological  factors  do  you  feel  may 
play  a role  in  this  case? 

Dr.  Loomis:  The  basic  factors  are  bron- 

chial obstruction  and  infection.  In  Ogilvie’s(2) 
series  of  68  cases,  there  was  a past  history 
of  respiratory  infection  in  37,  twenty-two 
of  which  were  bronchopneumonia,  some  fol- 
lowing measles  or  pertussis.  Of  180  collect- 
ed cases,  (Burnett  et  al3)  lung  abscess  was 
considered  the  etiology  in  25.  Either  of  the 
above  could  have  initiated  the  process,  but, 
in  view  of  the  location  of  the  bronchiectas- 
is, which  is  most  unusual  for  primary 
bronchopneumonia,  I favor  lung  abscess 
as  the  initiating  factor.  The  right  upper 
lobe  is  the  most  common  site  for  lung  ab- 
scess, while  the  lower  lobes  are  most  fre- 
quently involved  in  bronchiectasis  second- 
ary to  pneumonia.  Of  182  cases  from  Barnes 
Hospital  (Graham4),  only  5 were  of  the 
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upper  and  middle  lobes.  It  is  of  interest  that 
the  left  lung  is  involved  about  twice  as  fre- 
quently as  the  right  lung.  In  view  of  his 
long  history  of  alcoholism,  aspiration  of 
vomitus  may  have  caused  a foreign  body 
reaction.  The  localization  of  the  disease, 
pathologically,  should  be  made  by  broncho- 
pulmonary segments  rather  than  lobes,  since 
bronchiectasis  is  primarily  a disease  of  the 
Segmental  bronchi  and  of  their  branches 
and  not  of  the  lobar  or  primary  bronchi. 
Prolonged  observations  have  shown  that, 
once  the  disease  is  established,  there  is  very 
little  spread  to  adjoining  areas. 

Ur.  Edward  Langdon:  Bronchiectasis  is 
a frequent  complication  of  pneumonia,  most 
commonly  bronchopneumonia.  Van  Raven- 
swaay(5),  in  summary  of  493  cases  of  pri- 
mary atypical  pneumonia,  found  11  cases  with 
bronchiectasis  as  a complication.  Bronchiec- 
tasis following  lobar  pneumonia,  however,  is 
extremely  rare.  Bachman* 6),  who  studied 
sixty  cases  of  pneumonia  and  followed  the 
bronchographic  changes,  found  that  bron- 
chial abnormalities  occurred  most  frequently 
after  streptococcal  pneumonias;  and  next 
most  frequently  after  primary  atypical  pneu- 
monias. (Grier7)  Atelectasis  did  not  appear 
to  cause  bronchiectasis;  rather,  both  atelec- 
tasis and  bronchiectasis  resulted  from  a 
common  factor,  i.e,  inflammatory  injury  to 
the  bronchus. 

Dr.  William  Angle:  Because  of  the  loca- 

tion of  this  bronchiectasis,  a tuberculous 
process  in  the  right  upper  lobe  seems  likely. 
An  underlying  tuberculous  process  could 
cause  this  type  of  x-ray  picture. 

Dr.  Harvey:  A PPD-test  was  made  and 
was  positive  with  the  first  strength;  how- 
ever, numerous  bacteriological  studies  have 
failed  to  find  tubercle  bacilli.  Gordon (8) 
pointed  out  differences  which  could  be  rec- 
ognized when  comparing  tuberculous  and 
nontuberculous  bronchiectasis.  He  stated 
that,  in  the  nontuberculous  bronchiectasis, 
the  segmental  lobar  location  is  in  the  basal 
and  posterior  portions  of  a lobe,  while  in 
the  tuberculous,  the  location  is  apical  and 
posterior  with  respect  to  any  involved  lobe 
or  lobes.  He  stated  also  that,  in  the  non- 
tuberculous bronchiectasis,  the  broncho- 
graphic  pattern  shows  extension  of  ectasia 
to  the  periphery,  while  in  the  tuberculous,  the 
ectasia  is  limited  to  the  medial  two-thirds. 
The  histopathology  reveals  extensive  tubular 
system  damage  in  non-tuberculous  disease 


in  contrast  to  parenchymal  involvement  in 
tuberculosis.  I am  not  proposing  these  as 
absolute  criteria  in  this  case,  and  do  agree 
with  Dr.  Angle  that,  in  any  upper  lobe  pro- 
cess, tuberculosis  must  be  considered.  Inci- 
dently,  coccidioidin  and  histoplasmin  skin 
tests  were  negative. 

Dr.  Grissom:  The  patient’s  history  of 

repeated  respiratory  diseases  during  the 
past  20  years  is  most  compatible  with  bron- 
chiectasis, but  shouldn’t  one  expect  to  find 
more  pulmonary  physical  findings  than  are 
present  in  this  case? 

Dr.  Haskell  Morris:  Yes,  most  longstand- 
ing cases  present  deficient  expansion,  ab- 
normal breath  sounds — either  diminished  or 
bronchial,  impairment  of  percussion  note, 
and  adventitious  sounds — crackling  rales  or 
rhonchi.  In  our  patient,  much  of  this  is  ob- 
scurred  by  the  advanced  emphysema  pre- 
sent, although  slight  impairment  of  percus- 
sion was  noted  over  the  right  upper  lobe. 
No  clubbing  was  present  here,  and,  while 
the  majority  of  bronehieetatics  do  have  club- 
bing, the  incidence  is  higher  in  those  with  a 
purulent,  fetid  bronchorrhea,  and  much  low- 
er in  those  with  mucous  bronchorrhea  or 
absence  of  sputum.  Could  we  discuss  what 
the  treatment  should  be  in  this  case? 

Dr.  Angle : Where  practicable,  surgery 

is  the  treatment  of  choice  in  bronchiectasis. 
The  prognosis  varies  with  the  degree  of  pul- 
monary infection  and  with  its  extent.  The 
average,  duration  of  life  in  the  untreated 
patient  is  about  10  years.  Lisa  and  Rosen- 
blatt(9)  reviewed  110  patients  who  presented 
themselves  with  bronchiectasis.  Only  9 were 
uncomplicated.  In  the  remaining  101,  the 
associated  disease  was  the  primary  cause  of 
death  as  follows: 


Bronchopneumonia  50 

Lobar  pneumonia  11 

Pulmonary  tuberculosis 19 

Primary  cancer  of  lung 5 

Metastatic  cancer 2 

Lung  abscess 3 

Pneumoconiosis  2 

Miscellaneous 9 


In  other  series  intracranial  abscess  occurs 
not  infrequently.  In  view  of  the  numerous 
complications  that  can  arise,  including  reac- 
tivation or  continuance  of  a possible  under- 
lying tuberculous  process,  I feel  that  this 
case  should  be  treated  by  surgical  resection 
even  though  the  vital  capacity  is  small.  This 
lobe  is  nonfunctioning  and  the  vital  capacity 
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may  actually  increase  following  resection  of 
diseased  lung.  This  man  has  already  had 
repeated  bouts  of  severe  pneumonia  and  can 
expect  further  incapacitation  unless  defin- 
itive treatment  is  instigated. 

Dr.  Loomis : I disagree  with  the  proposed 
treatment  by  surgery.  In  view  of  this  man’s 
markedly  diminished  pulmonary  function  due 
to  advanced  emphysema,  I do  not  believe 
there  is  any  appreciable  benefit  to  be  gained 
by  surgery.  I favor  conservative  manage- 
ment— postural  drainage,  expectorants,  and 
intermittent  antibiotic  therapy.  Surgery  on 
a man  in  his  condition  carries  too  high  a 
mortality  risk. 

Dr.  Angle:  If  we  believe  the  statistics 

of  complications  and  longevity,  it  appears 
that,  unless  something  is  done  to  arrest  this 
disease,  his  prognosis  in  the  near  future  is 
poor. 

Dr.  Har  vey:  The  patient  has  been  seen 

by  the  Surgery  Department  and  they  feel 
that,  at  present,  he  is  too  poor  a surgical 
risk  and  advise  conservative  management 
for  a period  of  three  months.  At  that  time 
he  is  to  be  re-evaluated. 

Dr.  Grissom:  In  summary,  then,  we  have 

presented  a case  of  a chronic  inflammatory 
process  of  the  right  upper  lobe  of  the  lung, 
subsequently  proved  to  be  bronchiectasis. 
Studies  for  tuberculosis  have  been  negative 
and  no  evidnce  of  neoplasm  has  been  found. 
It  has  been  pointed  out  that  this  is  an  un- 
usual location  for  bronchopneumonia,  while 
it  is  most  common  for  lung  abscess  and  the 
possibility  of  lung  abscess  as  the  initiating 
factor  has  been  mentioned.  While  surgical 
resection  of  the  involved  lung  is  the  pre- 
ferred treatment,  this  is  not  deemed  wise  in 
this  case  due  to  the  degree  of  emphysema 
and  fibrosis  present.  Medical  treatment  is 
to  be  continued  for  three  months  at  which 
time  he  is  to  be  re-evaluated.* 
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MEDICAL  PROGRESS  MOVES 
BACKWARD  IN  CHINA 

Despite  claims  of  health  progress,  the  Chinese 
communist  government  is  actually  going  backward 
as  far  as  medicine  is  concerned,  according  to  an 
article  by  Leslie  G.  Kilbom,  former  dean  of  the 
College  of  Medical  Sciences  in  the  West  China  Union 
University.  The  article  appears  in  the  April  issue 
of  The  Journal  of  Medical  Education. 

The  backward  action  is  evident  in  the  “rejection 
of  the  traditional  system  of  ethics,  the  repudiation 
of  the  scientific  spirit  and  the  substitution  of  au- 
thoritarianism and  the  enforced  lowering  of  med- 
ical education  standards.” 

The  communists  have  made  it  clear  to  doctors 
and  medical  students  that  in  the  new  China  all  in- 
dividuals are  not  equal  under  the  law,  and  while 
all  Chinese  are  citizens,  only  some  qualify  as  “peo- 
ple.” Others  are  classified  as  reactionaries,  land- 
lords or  other  types  of  “enemies  of  the  people.” 
These  “enemies”  are  not  entitled  to  the  same  treat- 
ment as  “people”  and  the  doctors  are  therefore 
compelled  to  diagnose  not  only  the  disease  but  the 
status  of  the  patient.  This,  as  Dr.  Kilbom  points 
out,  repudiates  every  tradition  of  medical  ethics, 
and  makes  the  medical  profession  an  instrument 
of  enforcement  of  official  policy. 

In  government  insistance  on  adoption  of  the 
theory  of  “tissue  therapy,”  the  Chinese  commun- 
ists reject  the  spirit  of  scientific  research.  They 
officially  proclaimed  that  this  theory,  which,  accord- 
ing to  Dr.  Kilborn,  was  based  on  insufficiently  con- 
trolled evidence,  be  put  into  use  all  over  China. 

The  disturbing  elements  in  this,  says  Dr.  Kil- 
born, “are  that  a government  official  ‘clearly’  in- 
dicated the  direction  to  be  taken  and  the  acceptance 
by  a group  of  medical  specialists  and  practitioners 
of  ‘findings’  . . . and  their  publication  without  any 
evidence  of  control  or  attempt  at  statistical  analysis 
of  the  reported  ‘results’. 

Lowered  standards  in  medical  education  in  China 
today  have  come  about  through  the  shortening  of 
the  curriculum  and  through  the  policy  of  “empha- 
sizing quantity  not  quality.” 

The  standard  medical  curriculum  was  reduced  to 
five  years,  including  premedical  instruction  and  in- 
ternship. Actually,  this  reduction  was  even  more 
drastic  because  at  least  one-fifth  of  that  time  was 
spent  in  requii-ed  political  courses  and  compulsory 
attendance  at  mass  meetings. 

Entrance  requirements  for  medical  schools  were 
changed  so  that  those  students  who  were  “politically 
unreliable”  could  not  enter  no  matter  how  brilliant 
their  former  record  was,  and  the  quantity  emphasis 
was  achieved  by  giving  each  of  the  students  in  a 
group  of  six  the  average  examination  mark  of  the 
group.  The  groups,  of  course,  were  chosen  so  that 
good  and  mediocre  students  were  represented,  and 
the  average  grade  was  almost  certain  to  be  above 
the  passing  mark. 
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The  Laboratory  Diagnosis 

of  Mycotic  Infections 


I.  Histoplasmosis 

THE  endemic  area  for  histoplas- 
mosis in  the  United  States  en- 
compasses primarily  a number 
of  states  in  the  Mississippi  River  basin  and 
on  the  west  side  of  the  Appalachian  Moun- 
tains: West  Virginia,  Ohio,  Kentucky,  Ten- 
nessee, Indiana,  Illinois,  and  Missouri.  The 
proximity  of  Nebraska  to  this  endemic  area 
warrants  an  especial  concern  in  suspect  pul- 
monary infections. 

The  clinical  picture  usually  includes  emaci- 
ation, pyrexia,  anemia,  leukopenia,  and 
splenomegaly.  Lymphadenopathy  is  more 
marked  in  adults  than  in  children.  The  on- 
set of  the  disease  in  children  is  frequently 
insideous  and  usually  runs  a short  course, 
yet  diagnosis  can  be  accomplished  ante  mor- 
tem. Since  the  average  duration  of  the  dis- 
ease is  about  3 months ( 12  h symptoms  of  his- 
toplasmosis in  infants  less  than  three  months 
of  age  probably  indicate  intrauterine  infec- 
tion(2' 14). 

The  possibility  that  dogs  and  other  ani- 
mals may  be  natural  reservoirs  of  histo- 
plasmosis has  much  in  its  favor(3'  10>  16> ; in 
a few  instances  the  fungus  has  been  recov- 
ered from  family  pets. 

The  organism  has  been  isolated  from  the 
soil  on  numerous  occasions*1- 5- 6’ 9-  n>,  and 
has  also  been  grown  on  bark  and  soil(15),  sug- 
gesting its  ability  to  survive  in  nature  out- 
side an  animal  host. 

X-ray  findings  are  not  in  themselves  diag- 
nostic for  histoplasmosis  because  there  is  no 
characteristic  pattern  of  abnormality.  Thus, 
in  cases  of  proven  pulmonary  histoplasmosis 
the  chest  roentgenograms  have  been  de- 
scribed on  various  occasions  as  miliary  nod- 
ules, caseation  necrosis,  lobular  pneumonia, 
granulomata,  abscesses  or  cavities,  fibrosis, 
and  calcifications.  It  is  therefore  mandatory 
to  resort  to  a number  of  laboratory  methods 
for  the  diagnosis  of  this  disease. 

THE  HISTOPLASMIN  SKIN  TEST 
The  test  is  usually  performed  by  injecting 
a 1:1000  dilution  of  histoplasmin  intraderm- 
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ally  into  the  patient.  A positive  reaction 
will  show  erythema  and  edema  of  5 mm.  or 
greater  diameter  at  48  hours.  If  the  histo- 
plasmin test  is  negative,  0.1  ml.  of  a 1:100 
dilution  of  histoplasmin  should  be  inoculated 
intradermally,  but  at  least  a few  inches  from 
the  site  of  the  first  skin  test;  the  interpreta- 
tion of  a positive  reaction  is  the  same  as  with 
the  1:1000  dilution. 

A positive  histoplasmin  reaction  (delayed 
reaction)  indicates  that  the  patient  at  some 
time  had  been  infected  with  H.  capsulatum. 
In  this  respect  the  test  supplies  no  more  in- 
formation than  the  tuberculin  test  does  for 
tuberculosis.  As  in  the  tuberculin  test,  the 
reaction  may  fade  or  disappear  in  patients 
that  are  severely  infected  and/or  are  dying 
of  histoplasmosis. 

Although  rare,  an  immediate  histoplasmin 
reaction  may  occur  (approximately  30  min- 
utes after  the  injection),  which  may  indicate 
an  atopic  allergy  to  the  organism. 

Emmons,  et  al(7),  have  demonstrated 
cross-reactions  between  histoplasmin,  blasto- 
mycin, , and  coccidioidin,  but  it  is  doubted 
that  these  cross-reactions  manifest  them- 
selves at  the  1:1000  dilution  of  antigen. 

The  general  population  in  the  endemic 
areas  of  the  United  States  may  show  a posi- 
tive skin  test  incidence  of  60  to  84  per  cent. 
Such  a high  incidence  of  positive  reactors 
reduces  the  value  of  the  skin  test  as  a diag- 
nostic tool.  In  Boone  County,  Missouri,  for 
example,  Furcolow  and  Menges(10)  found 
that  84  per  cent  of  the  children  are  positive 
reactors  by  the  time  they  are  7 years  old. 
Loosli,  et  al(13>  found  that  26.3  per  cent  of 
students  who  resided  in  northern  Illinois 
were  positive  reactors  to  histoplasmin. 

In  our  laboratories  (Scherr,  unpublished 
data)  we  have  found  that  19  per  cent  of  the 
medical  students  at  the  Creighton  Univer- 
sity are  positive  reactors  to  hisoplasmin 
inoculated  in  a 1:1000  dilution.  In  addition, 
approximately  11  per  cent  of  those  who  re- 
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acted  negatively  to  the  1:1000  reacted  posi- 
tively to  the  1:100  dilution,  thus  emphasiz- 
ing the  importance  of  proceeding  to  the 
1:100  dilution  in  the  event  that  the  1:1000 
is  negative. 

THE  DIRECT  SMEAR  AND  TISSUE  SECTION 

Although  H.  capsulatum  can  invade  any 
organ  of  the  body,  it  is  most  readily  collected 
from  the  reticulo-endothelial  system.  Iden- 


of  a three  month  old  infant  that  had  died  of 
disseminated  histoplasmosis. 

There  are  some  cases  in  which  direct 
smears  or  sections  would  not  differentiate 
between  the  cells  of  H.  capsulatum  and  mul- 
tiple-budding cells  of  Blastomyces  brasilien- 
sis(4);  these  would  need  to  be  confirmed  by 
cultural  and/or  animal  tests. 

The  direct  identification  of  the  organisms 


Fig.  1.  Macrophage  cells  of  the  liver  of  a patient  with  disseminated  histoplasmosis.  Note 
characteristic  oval  encapsulated  bodies  of  H.  capsulatum.  970x. 


tification  of  the  organisms  may  be  accom- 
plished ante  mortem  by  examining  a Wright 
stained  smear  of  bone  marrow  or  tissue  from 
a liver  or  spleen  biopsy  (Figure  1).  It  is,  in 
fact,  recommended  by  numerous  workers 
that  in  all  cases  of  obscure  lymphadenopathy 
and  splenomegaly  smears  of  peripheral  blood 
stained  with  Wright’s  stain  should  be  exam- 
ined for  the  characteristic  intracellular 
Leishman-Donovan-like  bodies  of  H.  capsu- 
latum. 

Post  mortem,  the  suspect  tissues  or  or- 
gans may  be  sectioned  and  stained  by  the 
conventional  methods  and  examined  for 
macrophage  cells  in  which  the  phagocytized, 
encapsulated,  yeastlike  Histoplasma  cells 
are  seen.  In  our  experience,  impression  or 
squash  smears  from  any  of  the  organs  are 
as  reliable  as  slides  made  from  tissue  sec- 
tions. Using  the  squash  smear  technique, 
McClellan,  Scherr,  and  Hotchkiss(14)  were 
able  to  identify  H.  capsulatum  in  the  lungs, 
thymus,  mediastinal  and  retroperitoneal 
nodes,  liver,  adrenals,  spleen,  and  kidneys 


from  the  sputum  is  difficult  and  should  al- 
ways be  supplemented  by  other  tests  de- 
scribed here. 

THE  CULTURE  METHOD 

Suspect  material  from  a patient,  such  as 
that  from  a sternal  puncture  or  a liver  bi- 
opsy, is  implanted  on  multiple  sites  of  Sa- 
bouraud’s  agar  and  incubated  at  25°C.  The 
culture  cannot  be  identified  unless  sporula- 
tion  occurs,  which  may  require  approximate- 
ly 2 to  3 weeks.  The  presence  of  the  charac- 
teristic tuberculate  chlamydospores  may  be 
considered  diagnostic. 

Cultures  from  sputum  are  best  handled 
by  inoculating  the  sputum  onto  brain-heart 
infusion  agar  or  cystine  agar,  to  either  of 
which  has  been  added  10  per  cent  whole 
blood,  40  units  of  streptomycin,  and  20  units 
of  penicillin  per  ml.  of  culture  medium  in 
order  to  suppress  bacterial  growth.  These 
cultures  are  incubated  at  37°C  and  under 
favorable  conditions  small  moist  colonies 
which  are  typically  yeast-like  in  colonial 
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morphology  and  cell  cytology  will  be  found 
in  approximately  10  days.  All  cultures 
should  be  incubated  for  at  least  3 weeks  be- 
fore being  discarded  as  negative. 

The  yeast  phase  of  H.  capsulatum  reverts 
to  the  mycelial  phase  upon  transfer  to  Sa- 
bouraud’s  medium  and  incubation  at  25°  C. 
This  dual  morphology  of  the  culture  mani- 
fest upon  varying  conditions  of  incubation 
is  also  characteristic  of  other  pathogenic 
fungi  which  invade  the  tissues  and  is  termed 
“dimorphism.”  The  phenomenon  of  dimor- 
phism in  yeasts  and  yeastlike  fungi  has  re- 
cently been  reviewed  by  Scherr  and  Weav- 
er(17). 

The  culture  should  never  be  transferred 
with  a dry  inoculating  needle,  especially  in 
the  mycelial  phase.  Opening  the  petri  dish 
cover  in  order  to  smell  the  culture,  observe 
it  more  closely,  or  procure  a portion  of  the 
colony  are  operations  which  can  readily  lead 
to  accidental  infection.  Such  cultures  should 
be  handled  only  by  technicians  or  mycolo- 
gists who  have  had  experience  with  the  cul- 
tivation of  fungi.  The  risk  of  laboratory  in- 
fection with  H.  capsulatum  is  very  great,  as 
Furcolow  and  his  co-workers  have  report- 
ed(8). 

The  organism  thus  isolated  on  direct  cul- 
ture may  be  further  verified  by  inoculation 
into  experimental  animals. 

INFECTION  OF  LABORATORY  ANIMALS 

Histoplasmosis  has  been  experimentally 
induced  in  monkeys,  mice,  rats,  rabbits,  dogs, 
guinea  pigs,  hamsters,  and  chick  embryos. 
Mice  are  the  experimental  animals  of  choice 
and  the  method  usually  employed  is  as  fol- 
lows : 

Marrow  from  a sternal  puncture  or  tissue 
from  a liver  biopsy  is  emulsified  in  physio- 
logical saline  and  0.4  ml.  of  the  suspension 
is  inoculated  intraperitoneally  into  each  of 
6 Swiss  albino  mice.  Similar  homogenates 
may  be  prepared  from  suspect  skin  lesions, 
tissue  fragments  and  other  organs,  or  from 
pure  culture  isolates.  Direct  inoculation  of 
a patient’s  sputum  into  mice  is  not  recom- 
mended unless  the  animals  are  treated  with 
suitable  doses  of  penicillin  and  streptomycin 
to  suppress  infection  from  bacterial  patho- 
gens which  are  a usual  part  of  the  oral  mi- 
crobial flora.  After  four  weeks  H.  capsu- 
latum can  usually  be  recovered  from  the  or- 
gans of  surviving  animals  and  from  animals 
that  may  die  earlier.  Impression  smears  are 


made  from  liver  and  spleen  sections  and 
stained  with  Wright’s.  The  yeastlike  intra- 
cellular parasites  are  also  easily  recognized 
in  smears  from  the  peritoneal  exudate  and 
portions  of  the  omentum,  frequently  as  early 
as  five  to  ten  days  following  inoculation  by 
the  intraperitoneal  route.  The  finding  of 
the  characteristic  encapsulated  organisms  is 
sufficient  for  the  identification  of  H.  cap- 
sulatum. 


SUMMARY 

Laboratory  methods  are  described  for  the 
diagnosis  of  histoplasmosis  and  the  identifi- 
cation of  Histoplasma  capsulatum  from  sus- 
pect clinical  material.  These  methods  in- 
clude. 

1.  The  histoplasmin  skin  test. 

2.  The  direct  smear  and  tissue  section. 


3.  The  use  of  culture  media. 


4.  Experimental  infection  of  laboratory 
animals. 

BIBLIOGRAPHY 

1.  Ajello,  L.  and  Zeidberg,  L.  D.  : Isolation  of  Histoplasma 

capsulatum  and  Allescheria  Boydii  from  Soil.  Science.  113: 
662-663,  1951. 

2.  Conant,  N.  F.  : A Cultural  Study  of  the  Life-Cycle  of 

Histoplasma  Capsulatum  Darling.  J.  Bact.,  41  :563-580,  1941. 

3.  De  Monbreun.  W.  A.  : The  Dog  As  a Natural  Host  for 

Histoplasma  Capsulatum.  Am.  J.  Trop.  Med.,  19  :565-587,  1939. 

4.  Dowding,  Eleanor  S.  : Histoplasma  and  Brazilian  Blas- 

tomyce  . Mycologia,  62  :668-679,  1950. 

5.  Emmons,  C.  W. : Isolation  of  Histoplasma  Capsulatum 

from  Soil.  Pub.  Health  Rep.,  64  :892-896,  1949. 

6.  Emmons,  C.  W.  : Histoplasmosis — Animal  Reservoirs  and 

Other  Sources  in  Nature  of  the  Pathogenic  Fungus.  Histo- 
plasma, A.J.P.H..  40:436-440,  1950. 

7.  Emmons,  C.  W.  ; Olson,  B.  J..  and  Eldridge,  W.  W.  : 
Studies  of’the  Role  of  Fungi  in  Pulmonary  Disease.  I.  Cross- 
Reactions  of  Histoplasmin.  U.S.  Pub.  Health  Rep.,  60:1383- 
1393,  1945. 

8.  Furcolow,  M.  L.  : Guntheroth,  W.  G-,  and  Willis,  M.  J. : 
The  Frequency  of  Laboratory  Infections  with  Histoplasma 
Capsulatum — Their  Clinical  and  X-Ray  Characteristics.  J.  Lab. 
and  Clin.  Med..  40:182-187,  1952. 

9.  Furcolow.  M.  L.,  and  Larsh.  H.  W. : Direct  Isolation 

of  Histoplasma  Capsulatum  from  Soil.  Proc.  Soc.  Exp.  Biol, 
and  Med.,  80:246-248.  1952. 

10.  Furcolow,  M.  L.  and  Menges,  R.  W. : Comparison  of 

Histoplasmin  Sensitivity  Rates  Among  Human  Beings  and 
Animals  in  Boone  County,  Missouri.  Amer.  J.  Pub.  Health, 
42:926-929,  1952. 

11.  Grayston,  J.  T.  ; Loosli,  C.  G.  and  Alexander,  E.  R. : 

The  Isolation  of  Histoplasma  Capsulatum  from  Soil  in  An  Un- 
used Silo.  Science,  114  :323-324,  1951. 

12.  lams,  A.  M.  ; Tenen,  M.  H.,  and  Flanagan.  H.  F. : 

Histoplasmosis  in  Children.  Am.  J.  Dis.  Children,  70:229,  1945. 

13.  Loosli.  C.  G.  : Beadenkopf.  W.  G.  ; Rice.  F.  A.,  and 

Savage,  L.  J. : Epidemiological  Aspects  of  Histoplasmin.  Tu- 

berculin and  Coccidioidin  Sensitivity.  Am.  J.  Hyg..  53 :33, 
1951. 

14.  McClellan,  J.  T.  : Scherr,  G.  H..  and  Hotchkiss.  Mar- 
garet : A Clinical.  Pathological  .and  Mycological  Study  of  a 

Fatal  Case  of  Histop'asmosis  in  An  Infant.  Mycopathologia 
et  Mycologia  Applicata,  6:86-91,  1951. 

15.  Menges,  R.  W.  ; Furcolow.  M.  L.  ; Larsh,  H.  W’.,  and 

Hinton.  Agnes:  Laboratory  Studies  on  Histoplasmosis.  I. 

The  Effect  of  Humidity  and  Temperature  on  the  Growth  of 
Histoplasma  Capsulatum.  J.  Infect.  Dis.,  90:67-70,  1952. 

16.  Prior,  J.  A.  and  Cole.  C.  R. : Studies  on  the  Com- 

municability of  Histoplasmosi'.  Am.  Rev.  Tuberculosis, 
63  :538-546,'  1951. 

17.  Scherr,  G.  H..  and  Weaver,  R.  H.  : The  Dimorphism 

Phenomenon  in  Yeasts.  Bacteriological  Rev.,  17 :51-92,  1953. 


August,  1954 


341 


The  Laboratory  Diagnosis 

°f  Mycotic  Infections 


II.  Moniliasis 

The  author  discusses  moniliasis,  stressing  the  fact  that 
the  presence  of  the  pathogen  and  other  similar  yeasts  in 
normal  people  often  renders  it  difficult  to  determine 
whether  or  not  the  Candida  albicans  should  be  consid- 
ered pathogenic  in  any  given  case.  He  outlines  clinical 
and  laboratory  procedures  which  can  help  the  clinician 
arrive  at  a conclusive  diagnosis  of  moniliasis. 

EDITOR 


MONILIASIS  is  caused  by  a spe- 
cies of  Candida  usually  C.  albi- 
cans, a fungus  which  can  read- 
ily invade  both  the  superficial  and  deep  or- 
gans of  the  body.  Thus  infections  have  been 
reported  of  the  mouth,  vaginia,  skin,  nails, 
lungs  and  occasionally  an  endocarditis,  men- 
ingitis, or  septicemia;  bone  and  joint  in- 
fections are  rare.  Pulmonary  moniliasis 
usually  gives  an  x-ray  picture  resembling 
bronchopneumonia. 

Moniliasis  is  historically  significant,  as 
Gruby(7)  described  this  organism  and  the 
clinical  picture  of  thrush  fully  five  years  be- 
fore Pasteur  completed  his  work  for  the  doc- 
torate. 

C.  albicans  can  frequently  be  isolated  from 
normal,  apparently  healthy  individuals, 
which  supports  the  contention  of  most  work- 
ers that  moniliasis  is  a disease  of  endogenous 
origin.  It  is  found  less  frequently  on  the 
skin  than  in  the  gastrointestinal  tract'1  h 
The  presence  of  these  organisms  in  normal 
individuals  leads  to  the  now  well  known  com- 
plication of  moniliasis  in  patients  receiving 
antibiotic  therapy'5’ 8>  16’ 27).  Three  theories 
have  been  advanced  to  explain  this : 

1.  The  antibiotics  suppress  the  bacterial 
flora,  permitting  a greater  food  supply  in  the 
intestinal  tract  for  the  resistant  organisms, 
which  increase  in  numbers  and  ultimately  in- 
vade the  tissues'17'. 

2.  Harris'8'  postulated  that  the  normal 

bacterial  flora  supplies  essential  nutritional 

substances  to  the  host  and  the  elimination  of 

these  organisms  weakens  the  intestinal 

mucosa,  permitting  invasion  of  antibiotic-re- 
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sistant  pathogens  such  as  C.  albicans 
through  the  mucous  membranes. 

3.  The  antibiotics  directly  stimulate 
the  growth  and/or  virulence  of  C.  albi- 

ccms'6’9’18’20'. 

Moniliasis  is  also  aggravated  by  cortisone 
therapy'24’ 26)  and  the  possibility  exists  that 
a latent  or  dormant  site  of  C.  albicans  in- 
volvement in  a host  may  be  excited  by  suit- 
able doses  of  cortisone. 

Since  C.  albicans  may  also  act  as  a sec- 
ondary invader,  the  mere  presence  of  this  or- 
ganism in  diseased  tissue,  especially  that  of 
the  respiratory  tract,  does  not  necessarily  in- 
dicate that  this  organism  is  primarily  re- 
sponsible for  the  disease.  In  such  instances 
it  would  be  necessary  to  demonstrate  the 
presence  of  the  organism  on  repeated  exam- 
inations, and  to  exclude  other  possible  etio- 
logic  agents. 

A number  of  workers  contend  that  a pa- 
tient with  any  form  of  moniliasis  should  be 
considered  a potential  diabetic'12',  since  this 
disease  may  be  the  first  manifestation  of 
diabetes.  Pregnancy,  as  well  as  diabetes, 
predisposes  to  monilial  vaginitis.  Plass,  Hes- 
seltine,  and  Borts'22'  found  that  66.7  per 
cent  of  pregnant  patients  who  had  vaginal 
irritation  harbored  Candida  and  that  32.6 
per  cent  of  pregnant  patients  who  did  not 
complain  of  vaginal  irritation  showed  Can- 
dida as  part  of  the  vaginal  microbial  flora. 
Jones  and  Martin' 10 > reported  an  incidence 
of  43  per  cent  in  their  group  of  patients  se- 
lected at  random.  C.  albicans  is  the  second 
most  common  Candida  species  to  be  found 
in  vaginal  smears;  the  most  common  is  C. 
stellatoidea*-2 3 *-10'* , which  is  not  considered  a 
pathogen  but  a harmless  parasite  of  the 
vaginal  tract,  and  may  be  differentiated 
from  C.  albicans  by  methods  which  will  be 
described. 

It  may  be  pertinent  to  note  that  an  in 
vitro  study  of  the  effect  of  12  estrogenic  and 
androgenic  hormones  on  C.  albicans,  among 
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other  fungi,  disclosed  that  this  organism  was 
not  inhibited  by  any  of  them  and  that  at 
certain  concentrations  7 of  the  12  actually 
enhanced  its  growth(23>. 

IMMUNOLOGY 

The  skin  test  (delayed  tuberculin-like  re- 
action) is  performed  by  injecting  0.1  ml  of  a 
1:1000  dilution  of  oidiomycin  intradermally. 
A negative  reaction  should  be  followed  by 
skin  testing  with  a 1:100  dilution  of  the  an- 
tigen. A positive  skin  test  of  5 mm.  ery- 
thema and  edema  will  appear  in  approxi- 
mately 48  hours,  but,  since  this  response  may 
be  elicited  from  many  healthy  individuals, 
the  test  has  little  value  as  a diagnostic  tool. 
Of  192  patients  who  were  clinically  and  mi- 
croscopically free  of  fungus  infections,  46 
per  cent  gave  a positive  reaction  to  0.1  ml. 
of  a 1:150  dilution  of  oidiomycin(13h  How- 
ever, the  skin  test  should  be  performed,  be- 
cause the  clinical  course  and  management  of 
the  patient  with  moniliasis  depends  to  a 
large  extent  on  his  hypersensitivity  to  oidio- 
mycin. 

As  with  other  hypersensitive  states  of  the 
delayed  type  of  reaction,  the  test  may  be- 
come negative  in  cases  of  very  marked  dis- 
semination. 

Agglutinins  have  been  recorded  in  titers 
varying  from  1:80  to  1:2400,  but  they  are 
frequently  absent.  Conant,  et  al(4>  consider 
that  the  agglutination  test  is  unreliable, 
since  they  failed  to  get  agglutination  titers 
in  patients  with  severe  infections  and  the 
clumps  produced  by  the  yeast  cells  by  human 
antibodies  are  usually  too  small  to  permit 
an  accurate  determination  of  the  titer. 

Moniliids  are  sterile  vesicular  lesions  fre- 
quently found  on  the  hands  which  have  the 
same  characteristics  as  the  dermatophytids 
occurring  in  dermatomycoses.  These  sterile 
lesions  are  believed  to  occur  when  substances 
elaborated  by  C.  albicans  from  some  focal 
point  of  infection  are  absorbed  into  the  cir- 
culation of  a hypersensitive  patient.  Thus 
it  is  significant  to  note  that  certain  derma- 
tities  may  be  hypersensitive  manifestations 
of  a deep  infection  due  to  moniliasis.  The 
moniliids  usually  disappear  when  the  site  of 
infection  has  healed. 

Peck(21)  has  presented  a concise  set  of  cri- 
teria for  the  diagnosis  of  ids: 

1.  The  causative  organism  must  be  demonstrated 


in  what  is  recognized  by  everyone  as  a classical 
manifestation  of  the  disease. 

2.  Although  it  is  not  absolutely  essential,  the 
organism  which  is  cultured  from  the  primary  lesion 
should  be  pathogenic. 

3.  A positive  reaction  analogous  to  a tuberculin 
or  trichophytin  reaction  must  be  present. 

4.  What  is  considered  to  be  a microbid  should 
be  seen  as  a frequent  accompaniment  of  the  primary 
lesion. 

5.  Positive  blood  cultures  for  the  same  organism 
isolated  from  the  primary  lesion  must  be  obtained, 
since  it  is  admitted  that  most  of  the  microbids  are 
hematogenous  eruptions.  This  is  necessary  because 
there  is  no  reliable  method  of  demonstrating  the 
presence  of  circulating  toxins. 

6.  The  microbids  must  develop  subsequent  to  the 
primary  infection. 

7.  The  microbids  must  usually  be  sterile. 

8.  A support  for  the  conception  of  a skin  eruption 
as  an  id  lies  in  certain  clinical  characteristics: 
(a)  appearance  of  the  ids  in  showers,  (b)  tendency 
to  symmetry  in  distribution  because  of  hemato- 
genous origin,  (c)  tendency  to  spontaneous  involu- 
tion after  healing  of  the  primary  focus,  and  (d) 
focal  reactions  after  infections  of  sufficient  amounts 
of  microbin. 

DIRECT  SMEAR  AND  TISSUE  SECTIONS 

Moniliasis  is  probably  the  only  disease  of 
that  group  caused  by  yeast-like  pathogenic 
fungi  (North  and  South  American  blasto- 
mycosis, histoplasmosis,  cryptococcosis,  etc.) 
in  which  both  yeast-phase  cells  and  mycelial 
fragments  may  be  f o u n d in  vivo  simul- 
taneously (Fig.  8).  The  relative  proportion 
of  these  two  cytological  types  is  in  general 
a function  of  the  tissue  involved  and  of  the 
duration  of  the  disease. 

Skin,  nail  scrapings,  and  squash  smears 
from  suspect  lesions  are  mounted  on  a slide 
in  a drop  of  10-20  per  cent  potassium  hydrox- 
ide and  gently  warmed  over  a flame  or  hot 
plate.  This  operation  clears  the  slide  and 
facilitates  microscopic  examination  (Fig. 
3).  Specimens  of  sputum,  mucous  patches 
of  the  mouth,  vaginal  smears,  etc.,  may  be 
examined  in  wet  mount  directly,  using  a drop 
of  physiological  saline  as  a suspending  fluid 
on  the  slide,  and  covering  the  specimen  with 
a cover  glass.  Microscopic  observation  may 
be  facilitated  by  placing  a small  drop  of 
stain  such  as  lactophenol  cotton  blue  at  one 
edge  of  the  cover  glass.  In  this  way  the  dye 
can  diffuse  under  the  cover  glass  so  that 
it  is  most  concentrated  at  the  edge  and  most 
dilute  in  that  part  of  the  mount  opposite  to 
the  point  where  the  dye  was  placed.  Be- 
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Figure  1.  Yeast-phase  cells  of  Candida  Albicans  grown  on 
Sabouraud’s  glucose  agar  at  25°  C or  room  temperature. 


tween  these  extreme  concentrations  is  an 
ideal  one  which  will  simplify  identification 
of  mycelial  fragments  and  yeast  cells.  If 
the  tissue  is  first  treated  with  potassium  hy- 
droxide, the  alkali  should  be  reduced  in  con- 
centration with  a few  drops  of  water  before 
the  dye  is  added  to  the  slide;  otherwise  the 
strong  alkali  will  destroy  the  staining  prop- 
erties of  the  cotton  blue. 

When  isolated  from  skin  and  nail  scrap- 
ings the  organism  is  almost  entirely  in  the 
mycelial  phase,  and  these  hyphae  alone  have 
no  distinguishing  features  which  permit 


Figure  2.  Blastospore  formation  on  hyphal  fragments  of  C. 
Albicans  isolated  on  a sugar-deficient  medium. 


identification.  Other  organs  and  tissues  may 
yield  oval,  budding  yeast  cells  attached  to 
hyphal  stalks. 


In  microscope  sections  or  biopsies,  stain- 
ing with  hematoxylin  and  eosin  will  reveal 
only  faintly  the  hyphal  fragments,  and  the 
yeast  cells  can  be  differentiated  from  lym- 
phocytes and  other  cells  with  difficulty. 
Such  sections  are  more  appropriately  stained 
by  the  Gram  method,  in  which  case  both  the 
mycelium  and  the  yeast  cells  are  Gram  posi- 
tive, and  easily  identified. 


Figure  4.  Characteristic  chlamydospore  and  blastospore 
formation  of  C.  Albicans  on  corn  meal  agar. 
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One  of  the  most  superior  staining  tech- 
niques for  the  identification  of  fungi  in  tis- 
sues is  the  Hotchkiss-McManus  stain(14- 15>. 
Although  the  method  is  a little  laborious,  the 
intense  staining  of  the  fungus  cell  wall  and 
the  greater  ease  of  differentiating  fungal 
cells  in  tissues,  as  compared  to  the  conven- 
tional methods  described  above,  justify  the 
adoption  of  this  technique  as  a laboratory 
tool<n>. 

CULTURING 

Swabs  from  lesions  or  tissue  scrapings  and 
sections  are  implanted  (not  streaked)  on  Sa- 
bouraud’s  glucose  agar  and  incubated  at  25° 
C.  (or  room  temperature).  In  approximate- 
ly 3 to  7 days  colonies  of  Candida  will  ap- 
pear as  creamy  white,  usually  dull.  They 
will  have  a characteristic  yeast-like  odor  and, 


reduce  or  eliminate  mycelial  and  chlamydo- 
spore  formation,  as  will  the  presence  of  a 
source  of  the  — SH  group  such  as  cysteine. 
The  laboratory  worker  should  be  cognizant 
of  these  factors  when  attempting  to  induce 
mycelial  and  chlamydospore  formation  in  a 
suspect-yeast-culture  isolated  from  a pa- 
tient. The  various  factors  affecting  the  di- 
morphism of  C.  albicans  has  been  reviewed 
by  Scherr  and  Weaver(25). 

LABORATORY  ANIMALS 

The  rabbit  will  succumb  to  moniliasis  in 
a few  days  when  injected  intravenously  with 
a 1:1000  dilution  of  a cell  suspension  har- 
vested from  a pure  culture.  Miliary  ab- 
scesses will  be  pi’oduced  in  all  parts  of  the 
animal,  and  the  kidneys  will  be  markedly 
swollen  and  contain  numerous  lesions. 


TABLE  i 

THE  DIFFERENTIAL  IDENTIFICATION  OF  SOME  YEASTS  AND  YEASTLIKE 
FUNGI  COMMON  TO  THE  HUMAN  HOST 


Sabouraud’s  glucose 
agar  at  25°  C 

Sterile  carrot  slices 
for  10  days  at  25°  C 

Beef  extract  blood 
agar  at  37°  C 


Corn  meal  agar 
at  25°  C 


Pathogenicity  for 
rabbits,  mice 


Candida 

albicans 

creamy  colonies, 
yeast-phase  cells 


no  ascospores 

smooth,  round,  grey- 
white  colonies 


characteristic  chlamy- 
dospore cells  on 
branched  hyphal  stalks 

pathogenic,  character- 
istic lesions  on  kidneys 


Cryptococcus 
neoformans 
mucoid  colonies, 
yeast-phase  cells 


no  ascospores 

smooth,  round 
mucoid  colonies 


no  spores, 
no  mycelium 

pathogenic  but  neuro- 
tropic in  nature 


Candida 
stellatoidea 
creamy  colonies, 
yeast-phase  cells 

no  ascospores 

small  star-shaped 
colonies  with  radiating 
arms  from  a central 
heaped-up  area 

mycelium,  clusters  of 
blastospores,  no 
chlamydospores  cells 

not  pathogenic 


Saccharomyces 

sp. 

creamy  colonies, 
yeast  phase  cells 


ascospores 

smooth,  round, 
grey-white  colonies 


no  mycelium,  otherwise 
growth  not 
characteristic 

no  pathogenic 


in  wet  mount,  the  cells  will  be  almost  entirely 
typically  yeastlike  in  cytology,  with  budding 
cells  and  few  if  any  hyphal  fragments  evi- 
dent (Fig.  1). 

For  vaginal  smears,  a sterile,  unlubricated 
speculum  and  a swab  to  collect  any  suspect 
material  from  the  vaginal  walls  or  cervix  is 
used.  The  collected  material  is  immediately 
implanted  on  Sabouraud’s  medium  and  incu- 
bated at  25°  C. 

The  diagnosis  of  C.  albicans  requires  the 
demonstration  of  an  anascosporogenous,  fila- 
mentous, yeast-like  fungus,  which  forms 
characteristic  chlamydospores.  In  a sugar- 
deficient  medium  the  mycelial  phase  is  read- 
ily induced  (Fig.  2)  and  the  thick-walled, 
round,  retractile  chlamydospores  are  iden- 
tifiable (Fig.  4).  The  common  medium  em- 
ployed is  corn  meal  agar.  A superior  me- 
dium containing  the  polysaccharides,  glyco- 
gen or  soluble  starch,  has  recently  been  re- 
ported by  Nickerson  and  Mankowski(19). 

The  presence  of  glucose  in  a medium  will 


Mice  may  be  readily  infected  by  the  intra- 
peritoneal  route.  In  our  own  experience  ap- 
proximately 108  cells  will  give  rise  to  dis- 
cernable  lesions  in  the  kidneys,  liver,  and 
spleen  in  approximately  two  weeks.  This 
time  element  may  be  shortened  to  5 or  6 
days,  and  the  severity  of  infection  markedly 
enhanced,  by  suspending  this  same  number 
of  cells  in  5 per  cent  gastric  hog  mucin  pre- 
pared as  described  by  Campbell  and  Sas- 
law<2>. 

A portion  of  infected  tissue  from  either 
animal  may  be  examined  in  wet  mount. 
Yeast-phase  cells  arranged  in  clusters  on  hy- 
phal stalks,  or  yeast-phase  cells  sprouting 
hyphae  are  sufficiently  diagnostic  for  monili- 
asis. 

DIFFERENTIAL  DIAGNOSIS 
Because  the  body,  normal  or  infected,  har- 
bors yeasts  and  yeastlike  fungi  cytologically 
similar  to  C.  albicans,  it  is  necessary  to  re- 
sort to  a number  of  differential  procedures 
to  identitfy  these  organisms.  Table  1 pre- 
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sents  the  more  common  yeasts  and  yeastlike 
organisms  and  their  prime  points  of  differ- 
entiation. 

SUMMARY 

Because  moniliasis  is  of  endogenous  origin 
the  mere  presence  of  Candida  albicans  in 
diseased  tissues  does  not  necessarily  indicate 
that  it  is  the  etiological  agent.  In  addition, 
other  yeasts,  not  readily  distinguished  in  di- 
rect examination  from  C.  albicans,  are  also 
frequently  found  in  and  on  the  human  host. 
Several  laboratory  techniques  to  facilitate 
the  diagnosis  of  moniliasis  and  differentiate 
between  the  pathogen  for  this  disease  and 
other  yeastlike  organisms  are  presented. 
The  methods  described  are  immunological, 
cytological,  cultural,  and  pathological. 
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FURTHER  SUCCESS  REPORTED  IN 
GLYCERINE  TISSUE  PRESERVATION 

Glycerine,  already  used  successfully  in  preserving 
red  blood  cells,  spermatozoa  and  such  living  tissue 
as  chick  heart  and  rabbit  ova  at  low  temperatures, 
has  extended  its  sphere  to  corneal  grafts  and  testic- 
ular tissue. 

Until  now,  storage  of  corneal  grafts  beyond  a 
few  days  has  not  been  possible,  and  suitable  ma- 
terial for  grafting  has  not  always  been  available 
at  the  time  needed.  But  British  doctors  report  (1) 
that  partial-thickness  corneal  grafts  stored  for  as 
long  as  nine  months  at  — 70  C after  immersion  in 
15%  glycerine  in  Ringer  saline,  gave  results  com- 
parable to  those  obtained  with  fresh  material.  And 
it  appears  that  such  grafts  can  be  stored  indef- 
initely by  this  method,  thus  reducing  loss  of  such 
tissue  needed  to  restore  or  improve  vision. 

Although  full-thickness  corneal  grafts  can  be  pre- 
served the  same  way,  the  doctoi’s  did  not  meet  with 
as  much  success  in  making  transplants  with  these, 
post-operative  opacification  occurring  in  many  cases. 
Further  research  on  this  aspect  of  the  problem,  how- 
ever, is  being  carried  on. 

The  testicular  tissue  work  (2)  involves  storing  tis- 
sue of  the  tests  of  young  rats  at  low  temperatures 
after  soaking  and  freezing  in  15%  glycerine-saline 
solution,  and  then  grafting  in  other  animals. 

These  experiments  do  not  appear  to  be  of  as  im- 
mediate practical  and  medical  value  as  the  banking 
of  eye  tissue.  But  they  are  a further  advance  in  a 
field  being  widely  investigated  at  present,  and  may 
yet  find  application  in  transplanting  endocrine  and 
other  tissue  in  man. 

Of  similar  clinical  and  experimental  value  is  the 
freezing,  drying  and  storage  of  mammalian  skin 
(ear  skin  of  adult  rabbits)  previously  reported  by 
British  scientists  (3).  They  proved  that  the  skin 
can  be  so  preserved  and  that  glycerine  has  the 
same  beneficial  effects  here.  This  makes  possible 
“skin  banks”  for  grafting  purposes  and  material 
for  biological  experiments. 
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Our 

Iniquitous  One  Per  Cent 


THIS  paper  is  the  result  of  my 
being  told  to  do  so  and  even  the 
title  is  not  of  my  selection ; but 
at  that  it  might  be  a good  idea  to  acquaint 
you  with  some  of  the  problems  your  Council 
on  Professional  Ethics  is  obliged  to  contend. 

We  have  had  complaints  of  excessive  fees, 
too  few  calls,  too  many  calls,  wrong  diagnosis, 
wrong  treatment,  refusing  to  make  calls,  im- 
proper conduct  toward  female  patients,  ask- 
ing a larger  fee  from  insurance  companies 
than  from  a patient  without  insurance,  op- 
erations by  persons  not  qualified,  exacting 
fees  from  patients  seen  in  free  clinics,  and 
unethical  conduct  by  one  doctor  toward 
another. 

I am  ashamed  to  acknowledge  that  we  have 
found  some  of  each  of  these  charges  to  be 
true,  yet  all  complaints  have  not  been  found 
to  be  true.  I believe  that  I can  say  that 
most  dissatisfaction  arises  from  the  fact  that 
the  doctor  and  the  patient  fail  to  discuss  in 
advance  the  question  of  fee.  Sometimes  the 
fees  are  excessive  and  again  they  are  not. 
When  we  find  that  the  fee  is  fair,  we  so  in- 
form the  complaint  and  ask  that  they  pay 
the  doctor,  — which  most  of  them  do. 

The  complaints  about  too  few  calls  come 
usually  from  the  nervous  individuals  who  de- 
mand more  attention  than  is  really  needed, 
and  the  cry  about  too  many  calls  often  comes 
from  the  person  who  wants  to  evade  payment 
or  at  least  expects  us  to  ask  the  doctor  to 
reduce  the  fee.  Our  Council  is  scrupulously 
fair  to  the  patient  and  the  doctor  alike,  so 
we  cannot  in  truth  be  accused  of  taking 
sides. 

The  individual  who  tells  us  that  doctor 
made  a wrong  diagnosis  or  instituted  the 
wrong  treatment  must  present  the  opinion 
of  a medical  man,  as  we  feel  that  the  com- 
plainant is  not  qualified  to  determine  the 
facts. 

Refusing  to  make  calls  presents  a difficult 
problem,  indeed.  Many  people  believe  that 
a doctor  must  by  law  answer  every  call  he 
is  asked  to  make,  regardless  of  whether  he 
can  or  cannot.  In  the  eyes  of  many  people 
who  call  a doctor  their  particular  call  is  an 
emergency.  We  believe  that  every  doctor 


MORRIS  NIELSEN,  M D. 

Blair,  Nebraska 

Chairman,  Council  on  Professional  Ethics 

makes  all  possible  effort  to  see  everyone  who 
is  sick,  and  we  try  to  make  the  individual 
see  it  too.  Improper  conduct  toward  female 
patients  we  do  not  tolerate,  and  the  few  cases 
we  have  had  to  contend  with,  were  given 
scant  courtesy,  and  were  summarily  dealt 
with. 

There  are  men  in  our  organization  who 
do  not  hesitate  to  ask  a larger  fee  for  serv- 
ices where  the  patient  has  some  form  of  in- 
surance. This  is  definite  evidence  of  the 
small  caliber  man  whose  only  interest  is 
money. 

Many  complaints  involve  poor  results  fol- 
lowing surgery.  Upon  investigation  we  find 
that  sometimes  the  person  who  operated  did 
not  have  the  proper  training  to  do  surgery 
and  is  prompted  solely  by  the  almighty  dol- 
lar. 

The  collection  of  fees  from  clinic  patients 
offers  no  great  problem  to  settle.  The  usual 
excuse  is  the  doctor  thought  the  individual 
was  to  be  a private  patient,  apologizes  and 
returns  the  money.  The  personal  affront 
from  one  doctor  to  another  generally  comes 
from  a certain  type.  He  is  the  small  and 
narrow  individual  who  in  his  own  heart 
knows  his  shortcomings  and  feels  he  must 
resort  to  other  measures  to  attract  atten- 
tion. Selfishness  is  his  chief  concern.  He  is 
also  the  chap  who  sees  to  it  that  the  local 
newspaper  reports  that  he  attended  the  coun- 
ty medical  society  meeting  and  that  he  and 
his  wife  were  invited  someplace  to  dinner. 
He  pushes  to  the  front  at  every  opportunity 
and  then  finds  some  way  to  let  his  commun- 
ity know  about  it.  He  is  also  the  type  whose 
feelings  are  easily  hurt,  and  who  is  ready  to 
complain  of  his  competitors  stepping  on  his 
toes. 

In  the  beginning  of  our  activities  most 
complaints  came  from  Omaha,  next  from  out- 
state,  and  fewest  from  Lincoln.  Since  the 
Omaha-Douglas  County  Society  now  has  a 
Grievance  Committee  of  its  own,  we  have 
(Continued  on  page  359) 
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Coming  Meetings  for  August  1954 

CRIPPLED  CHILDREN’S  CLINIC— 

August  7,  North  Platte,  K.  of  C.  Building 

August  14,  Chadron,  Elks  Club 

August  28,  Grand  Island,  St.  Francis  Hospital 

September  11,  Broken  Bow,  High  School 

September  25,  Lexington,  High  School 

October  9,  O’Neill,  High  School 

October  23,  Wayne,  Benthack  Hospital 

NEBRASKA  PUBLIC  HEALTH  ASSOCIATION— 
September  22  and  23,  1954,  Hotel  Fontanelle,  Oma- 
ha. 


WALTER  B.  MARTIN 
President  American  Medical 
Association 


Organization  Section 

Report  of  Delegates  to  the 
American  Medical  Association 

Your  delegates,  Dr.  J.  D.  McCarthy  and 
the  undersigned,  attended  the  103rd  Annual 
Meeting  of  the  American  Medical  Associa- 
tion held  in  San  Francisco  June  21  to  June 
25.  Also  present  were  President  Earl  Lein- 
inger,  Editor  George  W.  Covey  and  your 
Executive  Secretary,  Mr.  M.  C.  Smith. 

Major  subjects  discussed  and  acted  upon 
at  the  sessions  were  Fee  Splitting,  Osteo- 
pathy, Closed  Panel  Medical  Care  Plans, 
Veterans  Medical  Care  and  Training  of 
Foreign  Medical  School  Graduates. 

Named  as  president-elect  for  the  coming 
year  was  Dr.  Elmer  Hess  of  Erie,  Pa.,  who, 
until  his  election,  was  serving  as  a member 
of  the  House  of  Delegates  and  as  Chairman 
of  the  Council  on  Medical  Service.  Dr  Hess 
will  become  president  of  the  American  Med- 
ical Association  at  the  June,  1955,  meeting 
in  Atlantic  City,  succeeding  Dr.  Walter  B. 
Martin  of  Norfolk,  Va.  Dr.  Martin  took 
office  at  the  Tuesday  evening  inaugural  ses- 
sion in  San  Francisco’s  Palace  Hotel. 

The  House  of  Delegates  voted  the  1954 
Distinguished  Service  Award  of  the  Amer- 
ican Medical  Association  to  Dr.  William 
Wayne  Babcock  of  Philadelphia  for  his  out- 
standing contributions  to  medicine  and  hu- 
manity. Dr.  Babcock,  who  was  Professor  of 
Surgery  and  Clinical  Surgery  at  Temple  Uni- 
versity School  of  Medicine  from  1903  to 
1944,  received  the  award  from  Dr.  Martin 
at  the  Tuesday  evening  inaugural  ceremony. 

The  final  registration  total  for  the  San 
Francisco  meeting  was  expected  to  reach 
approximately  35,000  including  more  than 
12,000  physicians. 

FEE  SPLITTING 

The  house  adopted  a supplementary  re- 
port of  the  Reference  Committee  on  Miscel- 
laneous Business  which  recommended  ac- 
ceptance of  a Judicial  Council  report  on  the 
subject  of  billing  and  made  the  additional 
recommendation  “that  the  House  of  Dele- 
gates resolve  that  it  firmly  opposes  fee  split- 
ting, rebating  or  payment  of  commissions 
in  any  guise  whatsoever,  and  that  it  further 
opposes  any  mechanism  that  encourages 
this  practice”. 
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The  Judicial  Committee  report  included 
the  following  statements: 

“The  Judicial  Council  is  of  the  opinion 
that  the  only  new  facet  concerning  this  suo- 
ject  that  has  come  up  recently  is  the  case  of 
joint  billing  to  some  of  the  non-profit  in- 
surance companies.  In  many  cases  these  in- 
surance companies  insist  on  a joint  or  com- 
bined bill,  but  the  bill  is  being  paid  in  most 
instances  by  two  checks.  This  is  not  con- 
sidered unethical  and  all  insurance  plans 
which  do  not  pay  the  individual  physician 
in  this  manner  should  be  urged  to  do  so. 

“The  Judicial  Council  is  still  of  the  opinion 
that  when  two  or  more  physicians  actually 
and  in  person  render  service  to  one  patient 
they  should  render  separate  bills. 

“There  are  cases,  however,  where  the  pa- 
tient may  make  a specific  request  to  one  of 
the  physicians  attending  him  that  one  bill  be 
rendered  for  the  entire  services.  Should  this 
occur  it  is  considered  to  be  ethical  if  the 
physician  from  whom  the  bill  is  requested 
renders  an  itemized  bill  setting  forth  the 
services  rendered  by  each  physician  and  the 
fees  charged.  The  amount  of  the  fee  charged 
should  be  paid  directly  to  the  individual 
physicians  who  rendered  the  services  on 
question. 

“Under  no  circumstances  shall  it  be  con- 
sidered ethical  for  the  physician  to  submit 
joint  bills  unless  the  patient  specifically  re- 
quests it  and  unless  the  services  were  actual- 
ly rendered  by  the  physicians  as  set  out  in 
the  bill’’. 

OSTEOPATHY  AND  MEDICINE 

Four  resolutions  dealing  with  the  osteo- 
pathic problem  were  considered.  The  House 
accepted  a recommendation  by  the  Refer- 
ence Committee  on  Medical  Education  and 
Hospitals  and  adopted  a Supplementary  Re- 
port of  the  Board  of  Trustees  on  a Report  of 
the  Committee  for  the  Study  of  Relations 
Between  Ospeopathy  and  Medicine: 

“The  justification  or  lack  of  justification 
of  the  ‘cultist’  appellation  of  modern  ospeo- 
pathic  education  could  be  settled  with  fin- 
ality and  to  the  satisfaction  of  most  fair- 
minded  individuals  by  direct  on-campus  ob- 
servation and  study  of  osteopathic  schools. 
The  Committee,  therefore,  proposed  to  the 
Conference  Committee  of  The  American 
Ospteopathic  Association  that  it  obtain  per- 
mission for  the  Committee  for  the  Study 


of  Relations  between  Osteopathy  and  Med- 
icine to  visit  schools  of  ostepathy  for  this 
purpose. 

“The  Conferenct  Committee  favorably 
recommended  this  proposal  to  the  board  of 
trustees  of  the  American  Osteopathic  As- 
sociation which  considered  it  at  a special 
meeting  on  Feb.  6-7,  1954.  It  has  referred 
the  question  to  its  house  of  delegates  which 
will  act  upon  the  proposal  in  July,  1954.  If 
the  action  of  the  house  of  delegates  of  the 
American  Osteopathic  Association  be  favor- 
able, the  on-campus  observations  can  be 
carried  out  in  the  fall  of  this  year. 

“The  Committee  therefore  recommends: 

“1.  That  no  action  be  taken  on  the  re- 
port at  this  time  and  that  final  action  be 
deferred  until  December,  1954. 

“2.  That  the  Committee  be  continued  un- 
til December,  1954  in  order  to  be  available 
to  evaluate  education  in  schools  of  osteo- 
pathy should  the  house  of  delegates  of  the 
American  Osteopathic  Association  act  favor- 
ably upon  the  recommendation  of  its  Con- 
ference Committee”. 

CLOSED  PANEL  PLANS 

The  much-publicized  New  York  resolu- 
tion, calling  for  several  changes  in  the  Prin- 
ciples of  Medical  Ethics  relative  to  participa- 
tion in  closed  panel  medical  care  plans,  was 
considered  by  the  Reference  Committee  on 
Miscellaneous  Business.  That  Committee 
made  the  following  recommendations,  which 
was  adopted  by  the  House: 

“In  the  discussion  before  your  reference 
committee  on  this  resolution,  it  became  ap- 
parent to  the  committee  that  clarification 
and  interpretation  of  the  Principles  of  Med- 
ical Ethics  in  relation  to  prepaid  medical 
care  plans  are  desirable.  As  set  forth  in  the 
bylaws,  the  Judicial  Council  has  jurisdic- 
tion on  all  questions  of  medical  ethics. 

“Therefore,  your  reference  committee 
recommends  that  the  House  of  Delegates  re- 
quest the  Judicial  Council  ...  to  investigate 
the  relations  of  physicians  to  prepaid  med- 
ical care  plans  and  render  such  interpreta- 
tions of  the  Principles  of  Medical  Ethics  as 
the  Council  deems  necessary,  and  report  to 
the  House  of  Delegates  not  later  than  the 
next  annual  meeting  of  the  Association. 

VETERAN’S  MEDICAL  CARE 

Accepting  a report  by  the  Reference  Corn- 
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mittee  on  Legislation  and  Public  Relations, 
the  House  adopted  two  strong  resolutions 
condeming  the  present  practice  of  establish- 
ing service-connection  for  veterans’  dis- 
abilities by  legislative  authorization.  In  rec- 
ommending passage  of  both  resolutions,  the 
Committee  said: 

“The  study  of  the  chronological  expan- 
sion by  law  and  regulation,  together  with 
evidence  presented  of  pending  legislation 
now  before  a Congressional  Committee,  em- 
phasize all  too  clearly  the  imperative  need 
of  decisive  action  of  the  part  of  the  Amer- 
ican Medical  Association. 

“It  is  the  opinion  of  the  Committee  that 
the  time  is  at  hand  when  the  American  Med- 
ical Association  and  its  component  societies 
should  go  all  out  in  preventing  this  un- 
scientific method  of  determination  of  serv- 
ice-connected disabilities,  and  that  we  re- 
spectfully request  that  copies  of  these  reso- 
lutions be  transmitted  to  the  Congress  of  the 
United  States  and  other  appropiate  federal 
agencies.” 

In  connection  with  veterans’  medical  care, 
the  House  also  adopted  recommendations  by 
the  Reference  Committee  on  Insurance  and 
Medical  Service  which  reaffirmed  the  policy 
on  non-service-connected  disabilities,  estab- 
lished at  the  1953  annual  meeting,  and  which 
commended  the  informational  program  car- 
ried out  since  then  by  the  Committee  on 
Federal  Medical  Services  of  the  Council  on 
Medical  Service. 

FOREIGN  MEDICAL  GRADUATES 

Three  resolutions  and  a Board  of  Trustees 
supplementary  report  were  submitted  to  the 
House  regarding  the  evaluation  of  foreign 
medical  school  graduates,  a subject  which 
attracted  major  interest  earlier  this  year  at 
the  annual  Congress  on  Medical  Education 
and  Licensure  in  Chicago.  The  Reference 
Committee  on  Medical  Education  and  Hos- 
pitals spent  much  of  its  time  listening  to 
the  ideas  and  proposals  of  various  state 
medical  societies,  state  licensing  boards, 
members  of  the  Council  on  Medical  Educa- 
tion and  Hospitals  and  others.  The  reference 
committee  recommended  that  “the  intent 
and  aims  of  this  Supplementary  Report  and 
the  three  resolutions  can  best  be  met  by  re- 
ferring the  entire  problem  to  the  Council  of 
Medical  Education  and  Hospitals  for  fur- 
ther study.  It  is  recommended  that  the 
Council  report  at  the  Interim  Session  in 


1954  regarding  the  progress  relative  to  this 
study.”  The  House  adopted  the  reference 
committee’s  recommendations. 

SEAL  OF  ACCEPTANCE 

The  Council  on  Medical  Service  presented 
a supplementary  report  outlining  the  dif- 
ficulties encountered  in  conducting  the  Seal 
of  Acceptance  program,  and  recommending 
discontinuance  of  the  Seal  of  Acceptance  for 
voluntary  health  insurance  plans.  The  re- 
port said  that  the  standards  and  principals 
of  the  program  will  be  maintained  as  guides 
and  recommendations  for  all  groups  operat- 
ing or  establishing  plans.  The  House,  on  rec- 
ommendation of  the  Reference  Committee 
on  Insurance  and  Medical  Service,  adopted 
the  Council  report,  thus  terminating  the 
Seal  of  Acceptance  program  for  voluntary 
health  insurance  plans. 

REGISTRATION  OF  HOSPITALS 

The  house  also  approved  a Board  of  Trus- 
tees report  calling-  for  discontinuation  of  the 
registration  of  hospitals  by  the  Council  of 
Medical  Education  and  Hospitals  and  sug- 
gesting that  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  be  requested  to 
undertake  the  registration  of  hospitals  in 
addition  to  its  present  accreditation  activi- 
ties. 

MISCELLANEOUS 

During  the  sessions  many  guests  were 
introduced.  The  President  of  the  A.M.A 
Medical  Auxiliary,  Representatives  of  the 
student  A.M.A.  and  many  from  allied  pro- 
fessions. 

Among  a wide  variety  of  other  actions, 
the  House  also: 

Voted  to  continue  the  holding  of  the  an- 
nual Clinic  Meetings; 

Approved  the  establishment  of  a program 
of  medical  military  scholarships  with  ap- 
propriate safeguards  limiting  the  number  of 
students  involved ; 

Approved  the  extension,  on  a voluntary 
basis,  of  the  Medical  Education  for  National 
Defense  program  which  currently  is  in  op- 
eration in  five  medical  schools  as  a pilot 
study,  and 

Authorized  the  Council  of  Scientific  As- 
sembly to  conduct  a thorough  study  of  the 
use  of  tape  recordings  of  the  material  pre- 
sented at  meetings  of  the  Council,  and  asked 
for  a report  at  the  December  meeting. 
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OPENING  SESSION 

Highlights  of  the  opening  House  session 
on  Monday  were  selection  of  Dr.  Babcock  as 
recipent  of  the  Distinguished  Service  Award 
and  the  addresses  by  Dr.  Edward  J.  Me 
Cormick  of  Toledo,  then  president  of  the 
Association,  and  Dr.  Martin,  then  president- 
elect. 

Dr.  McCormick  called  upon  the  medical 
profession  to  take  the  guess  work  out  of 
medical  costs  by  adopting  average  fee  sched- 
ules on  an  area  or  regional  basis.  The  Ref- 
erence Committee  on  reports  of  Officers  later 
suggested  that  the  Board  of  Trustees  make 
a study  of  such  programs  where  they  al- 
ready are  in  operation,  and  the  House  ap- 
proved. 

Dr.  Martin,  in  his  opening  session  address, 
declared  that  the  most  urgent  problem  be- 
fore the  medical  profession  is  that  of  finan- 
cing hospital  services  to  make  them  more 
generally  accessible.  In  his  presidential  in- 
augural address,  Dr.  Martin  said  that  physi- 
cians are  duty-bound  to  keep  themselves  in- 
formed on  public  matters  affecting  the  med- 
ical welfare  of  the  people,  and  he  also  urged 
doctors  to  “reach  back  farther  than  the  dis- 
ease” in  treating  their  patients. 

SPECIAL  CITATIONS 

Two  special  citations  were  presented  by 
the  Association  during  the  San  Francisco 
meeting.  During  the  presidential  inaugura- 
tion ceremony  Dr.  McCormick  presented  an 
award  to  a fellow  Toledean,  Dr.  Nicholas  P. 
Dallis,  for  his  outstanding  health  educational 
services  as  the  writing  member  of  the  team 
that  produces  the  illustrated  feature,  “Rex 
Morgan,  M.D.”  At  the  closing  House  session 
on  Thursday,  Dr.  Martin  presented  a special 
citation  to  Smith,  Kline  & French  Laborato- 
ries of  Philadelphia  for  “pioneering  use  of 
television  in  bettering  the  health  of  the  na- 
tion.” The  plaque  was  accepted  for  the  com- 
pany by  Mr.  Francis  Boyer,  president. 

The  closing  session  also  brought  the  an- 
nouncement that  the  California  Medical  As- 
sociation had  presented  a check  for  $100,000 
to  the  American  Medical  Education  Founda- 
tion. This  presentation  was  in  addition  to 
$5,500  presented  by  California  Medical  Aux- 
iliary and  donations  by  individual  members. 

ELECTION  OF  OFFICERS 

The  election  at  the  closing  session  brought 
the  following  results,  in  addition  to  the  selec- 
tion of  Dr.  Hess  as  president-elect: 


Dr.  Clark  Bailey  of  Harlan,  Ky.,  was 
named  vice  president. 

Dr.  David  B.  Allman  of  Atlantic  City  and 
Dr.  F.  J.  L.  Blasingame  of  Wharton,  Texas, 
were  reelected  to  their  positions  on  the  Board 
of  Trustees. 

Also  reelected  were  Dr.  George  F.  Lull  of 
Chicago,  secretary;  Dr.  J.  J.  Moore  of  Chi- 
cago, treasurer;  Dr.  James  R.  Reuling  of 
Bayside,  N.  Y.,  Speaker  of  the  House  of  Dele- 
gates, and  Dr.  Vincent  Askey  of  Los  Angeles, 
vice  speaker. 

Dr.  J.  Morrison  Hutcheson  of  Richmond, 
Va.,  was  named  by  Dr.  Martin  as  a member 
of  the  Judicial  Council  to  succeed  Dr.  Ed- 
ward R.  Cunniffe  of  New  York,  who  served 
as  Council  chairman  for  many  years.  Dr. 
Homer  Pearson  of  Miami,  Fla.,  was  elected 
new  chairman. 

Dr.  W.  Andrew  Bunten  of  Cheyenne,  Wyo., 
was  elected  a new  member  of  the  Council 
on  Medical  Education  and  Hospitals,  succeed- 
ing Dr.  W.  L.  Pressly  of  Due  West,  S.  C.  Dr. 
Charles  T.  Stone,  Sr.,  of  Galveston,  Texas, 
was  reelected  to  the  same  council.  Both  terms 
run  to  1959. 

Dr.  Floyd  S.  Winslow  of  Rochester,  N.  Y., 
was  reelected  to  the  Council  on  Constitution 
and  By-Laws  for  a term  ending  in  1959. 

Dr.  Joseph  D.  McCarthy  of  Omaha,  Nebr., 
was  reelected  to  the  Council  on  Medical  Serv- 
ice for  another  term  running  to  1959,  and 
later  was  elected  by  the  Council  as  Chair- 
man. ' To  fill  the  vacancy  created  on  the 
same  Council  by  Dr.  Hess’  resignation  follow- 
ing his  election  as  president-elect,  Dr.  Rob- 
ert L.  Novy  of  Detroit,  Mich.,  was  selected. 

The  House  of  Delegates  also  chose  New 
York  City  as  the  place  for  the  1957  annual 
meeting,  San  Francisco  for  1958  and  Atlan- 
tic City  for  1959.  Previously  selected  were 
Atlantic  City  for  1955  and  Chicago  for  1956. 
The  dates  of  next  year’s  meeting  in  Atlantic 
City  are  June  6-10. 

Respectfuly  submitted, 

K.  S.  J.  HOHLEN,  M.D. 


Routine  chest  X-ray  examination  provides  a unique 
opportunity  for  the  accurate  detection  of  early  intra- 
thoracic  disease,  and  that  the  nodules  which  are 
discovered  in  supposedly  normal  people  may  repre- 
sent significant  lesions,  particularly  bronchogenic 
carcinomas.  Sidnye  E.  Wolpaw,  M.D.,  Annals  of  In- 
ternal Medicine,  September,  1952. 
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News  and  Views 

FROM  THE  WORLD  HERALD— 

A 30-thousand-dollar  research  grant  has 
been  renewed  for  Dr.  Robert  L.  Grissom,  As- 
sociate Professor  of  Medicine  at  the  Univer- 
sity of  Nebraska  College  of  Medicine. 

The  five-year  grant  is  awarded  to  only 
about  20  scientists  each  year  and  Dr.  Gris- 
som’s award  is  the  first  in  Nebraska. 

Dr.  Grissom  is  doing  research  on  heart  and 
chest  diseases  and  radio-active  isotopes. 

The  award  is  known  as  the  Markle  Founda- 
tion Grant. 

FROM  PRESIDENT  WALTER  B.  MARTIN’S 
INAUGURAL  ADDRESS— 

“These  are  no  common  times  in  which  we 
live.  There  is  no  peace  and  no  repose.  Those 
who  have  activated  the  evil  forces  loose  in 
the  world  today  have  said  in  their  hearts, 
‘There  is  no  God’.  Having  abandoned  the 
moral  code,  they  threaten  us  from  abroad 
and  by  stealth  and  deception  are  attempting 
to  undermine  from  within  the  very  founda- 
tions of  our  Republic.  Our  people  are  dis- 
turbed. Distrust  is  abroad  in  the  land  and 
our  confidence  in  each  other  has  been  shaken. 
This  is  a time  when  petty  issues  should  be 
put  aside,  small  quarrels  forgotten,  and  when 
we  should  join  together  and  rededicate  our- 
selves to  those  principles  and  practices  that 
have  been  the  foundation  of  our  freedom.” 

FROM  THE  BULLETIN,  AMERICAN  COLLEGE 
OF  SURGEONS  (July- August)  — 

Greer  Williams,  under  the  title  “Columbus 
Plan  Begins  to  Roll,”  makes  the  following 
statement : 

“A  variation  of  the  Bloomington  approach 
was  introduced  in  the  Lincoln  General  Hos- 
pital of  Lincoln,  Nebraska,  in  February, 
1954,  when  the  board  of  directors  at  the  re- 
quest of  the  staff  rewrote  the  hospital’s  by- 
laws, to  make  it  possible  for  a majority  of 
the  members  of  the  staff  in  any  department 
of  the  hospital  to  request  a financial  audit 
of  any  member  suspected  of  splitting  fees. 
In  April  the  board  of  trustees  of  the  Bryan 
Memorial  Hospital  in  Lincoln  adopted  a sim- 
ilar provision  upon  the  recommendation  of 
its  staff  . . .” 

TOBACCO  SMOKING  AND  DISEASE— 

Doctor  Clarence  Cook  Little,  the  Scientific 
Director  of  the  Tobacco  Industry  Research 


Committee,  declines  to  draw  final  conclusions 
from  the  published  data  on  the  relationship 
of  heavy  smoking  to  carcinoma  of  the  lung. 
He  states  that  the  data  are  incomplete  and 
conclusions  should  be  withheld  until  comple- 
tion of  the  studies.  He  believes  further  stud- 
ies are  needed  to  discover  the  causes  of  can- 
cer and  of  cardiovascular  disease. 

MEDICAL  EDUCATION  EXPANDS— 

Medical  education  has  expanded  consid- 
erably since  1945,  according  to  a study  by 
John  M.  Stalnaker  and  Ross  A.  Dykman  of 
the  Association  of  American  Medical  Colleges, 
which  appears  in  the  July  issue  of  The  Jour- 
nal of  Medical  Education.  The  statistics  used 
are  a composite  of  figures  used  by  the  Amer- 
ican Medical  Association  and  the  AAMC. 

During  the  period  covered  by  the  report, 
three  medical  schools  have  opened,  the  Uni- 
versity of  Washington,  the  University  of 
California  at  Los  Angeles  and  the  University 
of  Miami;  two,  Alabama  and  North  Caro- 
lina, have  expanded  to  a four-year  curricu- 
lum and  one  aditional  school,  Chicago  med- 
ical, has  gained  approval. 

Further  expansion  is  scheduled  for  the 
near  future,  since  Missouri  and  West  Virgin- 
ia are  considering  changing  from  two-  to 
four-year  schools  and  plans  for  opening  new 
schools  are  being  developed  by  the  Univer- 
sity of  Florida  and  Yeshiva  University  (Al- 
bert Einstein  College  of  Medicine). 

At  the  present  time  there  are  79  approved 
medical  schools  in  the  United  States,  with 
Miami  eligible  for  approval  in  1955-56. 

FACILITIES  OF  SAN  FRANCISCO 
INADEQUATE  FOR  AMA— 

As  has  happened  in  several  cities,  the  fa- 
cilities of  San  Francisco  were  strained  al- 
most to  the  breaking  point  to  accommodate 
the  Annual  Session  of  the  American  Medical 
Association  last  June.  Hotels  were  not  able 
to  honor  reservations  that  had  been  made 
even  when  accompanied  by  a deposit.  Doc- 
tors and  their  families  were  milling  about 
the  hotel  lobbies  on  Sunday  evening  hoping 
to  get  some  place  to  sleep.  Many  of  them 
had  traveled  long  distances  and  were  fa- 
tigued. In  some  instances  it  took  four  or 
five  hours  to  find  a resting  place.  The  Aud- 
itorium was  inadequate  to  accommodate  the 
scientific  and  technical  exhibits.  A circus 
tent  had  to  be  put  up  for  added  space.  The 
scientific  sessions  were  scattered  to  six 
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places  about  the  city,  making  considerable 
travel  necessary  to  reach  them,  and  denying 
one  the  privilege  of  visiting  several  sections, 
rather  than  one. 

BEAUMONT  MEMORIAL  BY 
MICHIGAN  DOCTORS— 

The  doctors  of  Michigan  have  caused  to  be 
reconstructed  the  American  Fur  Company’s 
retail  store  on  Mackinac  Island,  where  Alexis 
St.  Martin  was  accidentally  shot  on  June  6, 
1822.  This  they  have  made  into  a hospital, 
the  Beaumont  Memorial,  dedicated  to  the 
memory  of  William  Beaumont,  Doctor  of 
Medicine  (1785-1853),  who  took  care  of  St. 
Martin,  and  later  studied  the  gastric  func- 
tions “via  a window”  communicating  with  St. 
Martin’s  stomach. 

THE  MONTH  IN  WASHINGTON— 

Washington,  D.  C. — During  the  next  three 
years  the  federal  government  expects  to 
help  finance  the  construction  of  thousands  of 
new  medical  and  dental  facilities  — diagnos- 
tic-treatment clinics,  vocational  rehabilita- 
tion centers,  nursing  homes,  and  chronic 
disease  hospitals.  Only  three  strings  are  at- 
tached: the  facilities  must  be  non-profit, 

they  must  be  under  medical  or  dental  super- 
vision, and  local  communities  must  raise  part 
of  the  cost. 

Legislation  establishing  the  new  program 
was  enacted  just  as  Congress  plunged  into 
its  adjournment  rush,  and  before  it  had  come 
to  final  decisions  on  reinsurance  and  other 
major  controversial  bills  in  the  health  field. 

The  new  operation  was  authorized  by 
amending  the  Hill-Burton  Act  (passed  in 
1946  to  assist  hospitals)  to  permit  grants  to 
units  that  do  not  qualify  as  hospitals.  Un- 
der the  original  Hill-Burton  law,  grants 
could  be  made  to  rehabilitation  centers  and 
diagnostic-treatment  clinics  only  if  they  were 
attached  to  hospitals.  Grants  could  also  be 
made  to  chronic  disease  hospitals.  The  new 
law  authorizes  help  to  centers  and  clinics 
operating  on  their  own,  a provision  Public 
Health  Service  expects  to  be  of  particular 
assistance  to  smaller  communities.  It  also 
offers  aid  to  nursing  homes,  which  previous- 
ly were  not  covered. 

In  the  case  of  chronic  disease  hospitals, 
it  is  explained  that  the  law  offers  two  new 
inducements  for  construction:  1.  Money  is 

allocated  to  the  state  and  earmarked  for  this 
particular  type  of  hospital.  2.  The  federal 


government  will  be  able  to  pay  50%  or  more 
in  all  cases,  whereas  under  the  old  law  the 
U.  S.  share  was  as  low  as  one-third  in  some 
of  the  higher-income  states. 

Grants  to  clinics,  centers,  and  nursing 
homes  will  have  to  wait  on  state  surveys  to 
determine  priorities,  according  to  U.  S.  hos- 
pital officials.  However,  if  local  sponsors 
take  the  initiative,  grants  can  be  processed 
immediately  for  chronic  disease  hospitals,  as 
earlier  Hill-Burton  surveys  have  established 
their  priorities.  Failure  of  communities  to 
construct  chronic  disease  hospitals  was  one 
of  the  disappointments  of  the  first  Hill-Bur- 
ton program. 

The  first  year’s  appropriation  will  be  $37.4 
million,  increasing  over  the  next  three  years 
until  the  total  authorization  of  $182  million 
has  been  reached.  The  new  projects  in  no 
way  interfere  with  the  regular  Hill-Burton 
grants  for  construction  of  hospitals,  for 
which  $75  million  is  available  this  year. 

The  final  flurry  over  the  reinsurance  bill 
was  preceded  by  a concerted  drive  by  the  ad- 
ministration. The  President  himself  inter- 
ceded with  insurance  company  officials,  and 
Secretary  Hobby  agreed  to  amendments  in 
an  effort  to  satisfy  the  state  insurance  com- 
missioners. The  commissioners,  who  would 
have  an  important  role  in  administering  the 
reinsurance  program,  at  first  had  flatly 
opposed  it.  President  Walter  B.  Martin  and 
other  A.M.A.  officials  were  called  in  for  a 
discussion  of  reinsurance  at  the  Department 
of  Health,  Education,  and  Welfare,  and  later 
Sherman  Adams,  assistant  to  the  President, 
also  invited  Dr.  Martin  to  a White  House 
meeting  on  the  same  subject. 

As  expected,  bills  for  a new  program  of 
medical  care  of  military  dependents  were 
left  stranded  when  adjournment  time  ap- 
proached. Before  he  introduced  his  bill  on 
the  subject,  Chairman  Dewey  Short  of  the 
House  Armed  Services  Committee  insisted 
that  Defense  Department  estimate  first 
year’s  additional  cost  of  the  program.  The 
estmiate  was  $67  million. 

The  military  scholarships  bill  met  the  same 
fate  — too  much  time  taken  up  in  drafting  a 
version  that  would  satisfy  all  executive  de- 
partments. Under  this  plan  the  Defense  De- 
partment would  grant  tuition-and-mainten- 
ance  scholarships  to  medical  and  dental  stu- 
dents, in  exchange  for  pledges  to  spend  one 
year  in  military  service  for  every  subsidized 
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year  of  training.  Both  bills  are  certain  to  re- 
appear next  session. 

For  the  current  fiscal  year,  the  Depart- 
ment of  Health,  Education,  and  Welfare  has 
available  $1,663,413,761.  The  appropriation 
bill  is  $10,904,500  more  than  the  adminis- 
tration requested  but  under  last  year’s  bud- 
get of  $1,927,432,261  (the  decline  explained 
by  decreased  public  assistance  grants  to 
states).  Public  Health  Service  has  $228,- 
060,000  for  its  regular  programs. 


Announcements 

NNR  FOR  1954— 

New  and  Nonofficial  Remedies  for  1954 
has  been  published  and  is  available  from  the 
J.  B.  Lippincott  Co.,  Philadelphia.  It  is  again 
called  to  your  attention  that  information  on 
Tests  and  Standards  of  New  and  Nonofficial 
Remedies  is  now  published  as  a separate  vol- 
ume, this  material  having  been  taken  out  of 
NNR. 

AMERICAN  MEDICAL  WRITERS’ 

ASSOCIATION  TO  MEET— 

All  ethical  physicians  are  invited  to  attend 
the  Eleventh  Annual  Meeting  of  the  Amer- 
ican Medical  Writers’  Association  to  be  held 
at  the  New  Sherman  Hotel,  Chicago,  Sept. 
24th.  Seventeen  speakers  will  fill  the  day 
with  interesting  information.  This  will  be 
followed  by  a fellowship-hour  and  a dinner. 
After  the  dinner,  Doctor  Jonathan  Forman, 
Editor,  Ohio  State  Medical  Journal  and  Prof, 
of  History  of  Medicine,  Ohio  State  Univer- 
sity, will  speak.  There  will  be  no  registration 
fee. 

FIELD  TRIAL  POLIO  VACCINE  NEEDS  HELP— 

The  cooperation  of  every  health  officer 
and  of  every  practicing  physician  is  request- 
ed by  the  National  Foundation  for  Infantile 
Paralysis  in  order  to  glean  every  scrap  of 
important  data  from  the  Field  Trials.  The 
emphasis  now  shifts  to  the  evaluation  stud- 
ies, under  the  direction  of  Doctor  Thomas 
Francis  Jr.,  University  of  Michigan  School 
of  Public  Health.  Data  must  be  gathered  on 
the  vaccinated  children,  but  also  on  careful 
and  complete  reports  must  be  made  on  cases 
of  polio  occuring  among  family  members  of 
participating  children.  Children  who  have 
migrated  since  the  trial  vaccination  must  be 
followed,  and  data  on  administration  of  Gam- 
ma Globulin  must  be  considered. 


PRIZES  FOR  ESSAYS  TO  BE  AWARDED — 

Two  announcements  for  prize-winning  es- 
says are  as  follows:  “Urology  Award — The 

American  Urological  Association  offers  an 
annual  award  of  $1,000  (first  prize  $500, 
second  prize  $300  and  third  prize  $200)  for 
essays  on  some  clinical  or  laboratory  re- 
search in  Urology.”  For  full  particulars  ad- 
dress Executive  Secretary,  Wm.  P.  Didusch, 
1120  North  Charles  St.,  Baltimore. 

The  trustees  of  what  is  considered  Amer- 
ica’s oldest  medical  essay  contest,  the  Caleb 
Fiske  Prize  of  the  Rhode  Island  Medical 
Society,  announce  as  the  subject  for  this 
year’s  dissertation,  “Modern  Developments 
in  Anaesthesia.”  For  complete  information 
write  to  the  Secretary,  Caleb  Fiske  Fund, 
Rhode  Island  Medical  Society,  106  Francis 
Street,  Providence  3,  Rhode  Island. 

INTERNATIONAL  COLLEGE  OF 
SURGEONS  TO  MEET— 

The  Nineteenth  Annual  Congress  of  the 
United  States  and  Canadian  Sections  of  In- 
ternational College  Surgeons  will  be  held  in 
Chicago,  with  headquarters  at  the  Palmer 
House,  Sept.  7 through  10,  1954.  The  usual 
general  assemblies  and  section  meetings  will 
be  interspersed  with  medical  motion  pic- 
tures, showings  of  scientific  instruments, 
and  entertainment. 

ASSEMBLY  IN  OTOLARYNGOLOGY— 

The  Department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  an- 
nounces its  Annual  Assembly  in  Otolaryngol- 
ogy from  Sept.  6 to  11,  1954.  The  entire 
week  will  be  devoted  to  surgical  anatomy  and 
cadaver  dissection  of  the  head  and  neck,  and 
histopathology  of  the  ear,  nose,  and  throat. 
Registration  will  be  limited.  For  informa- 
tion write  Dept,  of  Otolaryngology,  Uni.  of 
111.  College  of  Medicine,  1853  Polk  St.,  Chi- 
cago 12,  111. 

ANOTHER  PRIZE  OFFERED  FOR 
THE  BEST  ESSAY— 

To  stimulate  interest  in  the  field  of  phys- 
ical medicine  and  rehabilitation,  the  Amer- 
ican Congress  of  Physical  Medicine  and  Re- 
habilitation will  award  annually  a prize  for 
an  essay  on  any  subject  relating  to  physical 
medicine  and  rehabilitation.  The  contest, 
while  open  to  anyone,  is  primarily  directed  to 
medical  students,  internes,  residents,  grad- 
uate students  in  the  pre-clinical  sciences,  and 
graduate  students  in  physical  medicine  and 
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rehabilitation.  For  rules  and  regulations  and 
any  other  detailed  information,  address  Wal- 
ter J.  Zeiter,  Executive  Director,  the  Amer- 
ican Congress  of  Physical  Medicine  and  Re- 
habilitation, 30  North  Michigan  Ave.,  Chi- 
cago 2,  111. 

CONGRESS  OF  PHYSICAL  MEDICINE  AND 
REHABILITATION  TO  MEET— 

The  32nd  annual  scientific  and  clinical  ses- 
sion of  the  American  Congress  of  Physical 
Medicine  and  Rehabilitation  will  be  held 
Sept.  6-11,  1954,  inclusive,  at  the  Hotel  Stat- 
ler,  Washington,  D.  C.  Scientific  and  clin- 
ical sessions  as  well  as  instruction-seminars 
will  be  open  to  all  physicians  in  good  stand- 
ing with  the  A.M.A.  For  full  information, 
address  the  executive  offices  of  the  Am.  Con- 
gress of  Physical  Medicine  and  Rehabilita- 
tion, 30  N.  Michigan  Ave.,  Chicago  2,  111. 


Human  Interest 

Dr.  Conrad  Thomas  has  moved  to  Franklin  where 
he  is  associated  with  Dr.  W.  A.  Doering. 

Dr.  Walter  Loeffler,  Omaha,  has  moved  to  St.  Ed- 
ward where  he  is  now  practicing  medicine. 

Dr.  Stanley  E.  Potter,  Omaha,  was  recently  elected 
president  of  the  Nebraska  Trudeau  Society. 

Dr.  Carl  R.  Green,  Creighton,  will  head  the  Ne- 
braska State  Sportsmen’s  Association  for  the  com- 
ing year. 

Dr.  Roland  F.  Mueller,  Lincoln,  was  recently  elect- 
ed to  active  membership  in  the  American  Goiter  As- 
sociation. 

Dr.  Richard  Pitsch,  Lincoln,  has  begun  his  prac- 
tice in  Seward  in  association  with  Drs.  James  Carr 
and  John  Posey. 

Dr.  S.  L.  Larson,  Ogallala,  showed  colored  slides 
of  his  experiences  in  Japan,  at  a recent  meeting  of 
the  Ogallala  Rotary  Club 

Dr.  L.  J.  Chadek,  Tecumseh,  has  announced  that 
he  expects  to  report  for  active  duty  with  the  armed 
forces  within  the  next  several  months. 

Dr.  Z.  R.  Boyd,  Albion,  has  announced  that  he 
will  not  open  his  office  in  Hay  Springs  as  he  ex- 
pects to  be  called  into  the  armed  forces  in  the 
fall. 

Mrs.  William  Shepherd,  wife  of  Dr.  William  Shep- 
herd, Falls  City,  passed  away  recently  at  an  Omaha 
hospital,  after  a lingering  illness.  The  deepest 
sympathies  of  the  Nebraska  State  Medical  Associa- 
tino  are  extended  to  the  family  of  Mrs.  Shepherd. 

The  editor  had  the  privilege  of  attending  “A  Tast- 
ing of  California  White  and  Rose  Table  Wines,”  in 
the  Rose  Room  of  the  Palace  Hotel.  The  “Tasting” 
was  sponsored  by  The  Wine  and  Food  Society  of 
San  Francisco  and  by  The  Medical  Friends  of  Wine. 


Greetings  from  Past  Presidents 

This  column  for  August  consists  of  the 
third  installment  of  Doctor  Palmer  Findley’s 
account  of  his  personal  experience  and  knowl- 
edge of  early  medicine  in  Nebraska. 

THE  NEBRASKA  DOCTOR 

by 

Palmer  Findley,  M.D. 

Omaha,  Nebraska 

THE  PIONEER  DOCTOR  (Continued) 

(In  the  preceding  installment,  the  author  began 
the  narration  of  the  highlights  of  his  father’s  med- 
ical education,  under  a preceptor,  “Doc”  Anderson, 
at  St.  Charles,  Iowa,  and  of  his  practice  of  medicine 
at  Lewis,  in  western  Iowa.) 

David  relates  that  on  one  occasion  his  bug- 
gy broke  down  in  a snowdrift.  He  unhitched 
his  team  and  led  them  to  the  nearest  house, 
some  five  miles  to  the  rear,  where  he  was 
loaned  a sled.  The  sled  carried  him  to  his 
destination  twenty  miles  farther  on.  Return- 
ing in  the  early  dawn  from  a professional 
visit,  he  came  upon  an  emigrant  train  west- 
ward bound.  They  were  on  a high  ridge 
from  which  they  could  see  for  miles  around 
— not  a habitation  greeted  their  eyes.  A 
driver  in  one  of  the  wagons  called  to  David, 
who  was  riding  horseback  with  saddlebags 
that  identified  his  calling.  “Are  you  a doc- 
tor?” the  transient  asked.  When  told  that 
he  was,  the  man  climbed  on  his  wheel, 
scanned  the  wide  open  spaces  and  exclaimed, 
“Well,  Doc,  where  in  hell  do  you  get  your 
patients  ?” 

Sitting  astride  his  horse,  straight  as  a 
wooden  Indian,  pipe  in  his  mouth,  his  frock 
coat  draped  in  wrinkled  folds  to  his  stirrups 
and  with  medicine  bags  strapped  to  his  sad- 
dle there  was  no  mistaking  the  mission  of 
the  good  doctor.  He  was  always  like  that, 
a man  of  serious  mien,  dignified,  yet  ever 
ready  with  a friendly  nod  to  the  passerby. 
His  medicine  bags  were  discarded  when  he 
ceased  to  ride  horseback,  and  in  their  stead 
he  carried  his  medicines  in  a box  which  he 
deposited  under  the  seat  of  his  buggy.  Med- 
icines in  those  days  were  bulky,  consisting 
of  tinctures  and  extracts  in  labeled  bottles, 
together  with  pills  and  powders.  Later  in 
his  practice  the  nauseous  liquid  medicines 
were  largely  replaced  by  powders  and  pills. 
The  old  pioneers  had  faith  in  their  medicines, 
and  the  more  unpalatable  they  were  the  more 
confidence  they  had  in  their  healing  powers. 
Puking,  purging,  blood  letting,  and  poultic- 
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ing  were  resorted  to  for  all  manner  of  ail- 
ments and  if  the  patient  survived  the  ordeal 
there  was  reason  for  thankfulness  that  the 
remedies  were  not  more  deadly  than  the 
disease. 

David’s  patients  lived  in  dugouts  and  in 
log  cabins  that  provided  scant  protection 
and  comfort  from  the  storms  of  winter.  He 
recalled  a visit  made  in  the  dead  of  winter. 
He  had  traveled  many  miles  through  trails 
blocked  with  drifted  snow.  A man  clad  in 
red  flannels  responded  to  his  pounding  on 
the  slab  door  of  the  log  hut.  The  wind  was 
whistling  through  crevices  in  the  walls  and 
all  within  was  in  a litter  of  confusion.  But 
there  was  unfeigned  gratitude  in  the  sturdy 
pioneer  who  had  compassion  for  the  good 
doctor  who  had  braved  the  storm  that  he 
might  bring  some  measure  of  relief  to  his 
stricken  wife.  “Doc,”  said  he,  “crawl  in  bed 
with  the  old  woman  while  I poke  up  the 
fire.”  That’s  all  — what  followed  is  not  in 
the  records.  On  several  occasions  David, 
with  the  help  of  neighbors  (and  neighbors 
were  miles  apart),  carried  patients  stricken 
with  typhoid  fever  or  with  pneumonia  to  the 
home  of  neighbors  who  could  provide  better 
shelter  for  them. 

The  writer  was  told  by  a druggist  in  Har- 
lan, Iowa,  that  when  he  was  a small  boy 
Dr.  Findley  was  called  to  see  him.  He  re- 
called that  Dr.  Findley  said  he  wouldn’t  re- 
turn that  night  for  a hundred  dollars.  A 
pack  of  timber  wolves  had  chased  him  for 
twelve  miles.  They  tried  to  jump  into  his 
buggy,  and  they  snapped  at  the  heels  of  his 
horses  while  he  alternately  lashed  the  wolves 
and  his  horses  with  the  whip. 

Many  trips  to  the  country  were  made  when 
it  was  impossible  to  see  the  roads  before 
him.  On  such  occasions  David  carried  a 
lantern.  At  first  he  suspended  the  lantern 
from  the  end  of  the  buggy  pole,  but  he  soon 
found  that  mud  and  dust  obscured  the  light. 
Next  he  adjusted  the  lamp  to  the  top  of  his 
buggy,  but  the  rays  failed  to  light  the  road 
in  front  of  his  horses.  Finally  he  attached 
the  lantern  to  the  dashboard  where  it  gave 
out  flickering  rays  that  permitted  him  to 
see  the  horses,  if  not  the  road  ahead. 

David  often  remarked  that  in  his  earlier 
years  of  practice  he  slept  more  in  his  buggy 
than  in  his  bed.  When  responding  to  a call, 
perhaps  many  miles  into  the  country,  he 
never  knew  when  he  would  return,  for  often 
there  would  be  other  calls  awaiting  him  when 


he  arrived  at  his  destination.  Farmers, 
knowing  that  he  was  attending  someone  in 
their  neighborhood,  would  leave  word  to  have 
him  call  at  their  homes,  and  there  were  times 
when  he  would  be  two  weeks  without  sleep- 
ing in  his  own  bed.  When  his  last  call  was 
made  and  he  was  headed  for  home,  he  was 
in  the  habit  of  giving  rein  to  his  trusted 
horses  and  falling  asleep,  only  to  awaken  in 
front  of  his  stable. 

(To  Be  Continued) 


ILLUSTRATIONS  FOR  MEDICAL 
ARTICLES 

(Continued  from  Page  318) 

permit  the  arrangement  of  several  prints  to 
make  one  cut.  This  may  serve  to  group  re- 
lated pictures,  and  will  be  less  expensive  than 
to  make  a cut  for  each  photograph.  If  such 
grouping  is  undertaken,  two  considerations 
must  be  kept  in  mind,  namely,  that  all  such 
prints  must  be  essentially  of  the  same  qual- 
ity, and  that  no  large  unoccupied  areas  may 
be  left  to  show  as  vacant  white  spots. 

Legends  to  accompany  and  describe  the  il- 
lustrations are  very  important.  Such  legends 
should  be  as  brief  as  is  consistent  with  clar- 
ity. If  there  are  multiple  illustrations,  the 
legends  for  them  should  be  of  as  nearly  the 
same  length  and  form  as  the  subjects  will 
warrant.  They  should  indubitably  point  out 
what  is  to  be  observed  by  the  reader.  Noth- 
ing is  more  disconcerting  than  to  have  the 
author  assume  that  the  reader  is  going  to  see 
what  is  to  be  seen  without  definite  direc- 
tions via  the  legend. 

The  author’s  name,  the  number  assigned 
to  the  figure,  and  any  other  identifying  data 
should  be  written  on  the  back  of  each  illus- 
tration. These  data  should  be  written  light- 
ly with  a lead  pencil.  If  there  can  be  any 
doubt  as  to  which  is  the  top  of  the  picture, 
an  arrow,  with  the  word  top  should  indicate 
the  proper  orientation.  All  illustrations 
should  be  protected  when  sent  by  mail,  by 
placing  plenty  of  cardboard  in  the  contain- 
er. 

It  is  a good  habit,  for  those  who  wish  to 
illustrate  their  articles  well,  to  study  the  il- 
lustrations in  various  medical  journals.  If 
you  can  not  make  good  ones,  it  may  be  better 
not  to  make  any. 
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The  Woman's  Auxiliary 

Upon  the  gentle  insistence  of  your  editor, 
Mrs.  John  S.  (Dorothy)  Anderson  of  Grand 
Island  has  given  us  the  following  account  of 
a wonderful  project,  efficiently  carried  out. 
This  is  a project  in  which  the  Tri-County 
No.  1 Medical  Auxiliary  has  taken  part.  The 
manuscript  by  Mrs.  Anderson  came  to  the 
editor  from  Mrs.  R.  R . Greer,  Publicity 
Chairman,  Hall  County  Medical  Auxiliary. 
There  must  be  other  communities  in  our 
State  for  which  this  could  well  serve  as  a 
pilot-study. 

THE  PHYSICALLY  HANDICAPPED 
CHILD 

by 

Mrs.  John  S.  Anderson 
Grand  Island,  Nebraska 

As  medical  men,  registered  nurses,  and 
others  who  read  this  journal  know  better 
than  most  people,  there  is  great  need  of 
help  for  physically  handicapped  children. 
This  is  the  story  of  what  one  family  did 
to  solve  their  problem. 

My  husband  and  I have  a thirteen-year- 
old  cerebral  palsy — the  second  of  four  sons — 
whose  physical  handicap  is  not  extensive 
enough  to  cripple  him,  but,  nevertheless,  to 
create  a definite  educational  problem.  He 
can  do  things,  but  still  is  not  able  to  partici- 
pate wholly  in  the  normal  schoolroom  rou- 
tine. At  the  age  of  five  he  was  unable  to 
speak  intelligibly,  and  his  span  of  concen- 
tration was  extremely  short. 

We  enrolled  this  boy  in  a private  school 
in  St.  Louis  for  his  first  year,  and  there  he 
learned  to  read  and  to  write.  His  span  of 
concentration  was  lengthened  until  he  was 
able  to  be  tested  and  could  prove  to  every- 
one’s satisfaction  that  his  I.  Q.  was  normal. 
The  next  year  we  sent  him  to  school  in 
Omaha.  This  was  not  the  kind  of  school  he 
really  needed,  because  it  was  a convalescent 
home;  however,  it  did  have  an  excellent 
schoolroom.  After  three  years  in  this  school 
it  was  decided  to  enroll  him  in  the  public 
schools  here  in  Grand  Island,  because  he 
needed,  very  badly,  the  companionship  of 
normal  children  and  the  opportunity  to  re- 
main at  home  with  his  family.  At  that  time, 
nowhere  in  Nebraska  was  there  a resident 
school  in  which  he  might  have  enrolled. 

During  his  first  year  in  public  school  it 


became  painfully  apparent  that  he  was  not 
getting  what  he  should,  in  spite  of  the  won- 
derful cooperation  of  the  teachers,  the  prin- 
cipal, and  the  other  children.  Here  was  an 
urgent  problem  that  had  to  be  faced  im- 
mediately if  our  son  was  to  progress  to  norm- 
al adulthood.  And  this  is  the  wonderful  part 
of  our  story,  because  right  from  the  begin- 
ning we  had  the  sympathetic  understanding 
help  of  the  school  people.  In  order  to  obtain 
the  state  aid  necessary  to  maintain  a pro- 
gram of  special  education,  such  a program 
must  be  justified  by  a certain  minimum  num- 
ber of  children.  I,  therefore,  scoured  the 
school  records,  the  welfare  office  records, 
and  the  county  records,  looking  for  physical- 
ly handicapped  children.  Most  of  those  we 
finally  found  were  not  even  on  the  school 
census. 

After  many  weeks  of  work  we  found  six 
who  were  eligible  for  this  type  of  help,  and 
for  these  six  children  we  obtained  a teacher, 
a room  in  one  of  the  elementary  schools, 
and  not  much  else.  Our  first  and  most  im- 
portant problem  was  transportation,  and  this 
was  taken  over  by  the  Society  for  Crippled 
Children.  We  bought  a bus,  and  that  imme- 
diately created  another  problem,  for  we  had 
no  driver.  The  local  radio  stations  cooper- 
ated, and  for  tv/elve  hours,  at  half  hour  in- 
tervals, they  broadcast  appeals  for  volunteer 
drivers  until  something  could  be  done  about 
hiring  one.  We  got  the  volunteer  drivers 
who  shuttled  the  children  to  school  and  back 
for  one  week.  Then  we  went  to  the  city 
council,  meeting,  told  the  council  our  prob- 
lem, and  the  next  morning  we  had  our  bus- 
driver,  hired  by  the  City  of  Grand  Island! 

Our  next  pressing  need  was  special  equip- 
ment for  the  schoolroom.  The  schools  fur- 
nished cots  to  be  used  during  the  many  in- 
tervals of  needed  rest;  the  service  clubs 
responded  instantly  and  generously  with 
matrons  for  the  noon  lunch  hour,  opaque  and 
strip  film  projectors,  a screen,  a three-speed 
record  player,  a tape  recorder,  and  aids  for 
the  children  with  hearing-loss. 

Tri-County  No.  1 Medical  Auxiliary  has 
adopted  the  crippled  children’s  program  as 
its  permanent  project,  and  in  addition  to  giv- 
ing needed  supplies  and  occupational  devices 
to  the  pediatric  wards  of  our  two  hospitals, 
they  raised  money  by  means  of  a benefit  card 
party,  and  gave  $133  to  the  crippled  chil- 
dren’s fund.  They  have  made  occupational 
therapy  aids  for  the  palsied  children,  which 
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helped  them  learn  the  use  of  zippers,  buttons, 
door  knobs,  etc. 

There  are  now  twelve  children  in  the 
special  room,  which  is  its  capacity,  and  there 
is  a waiting  list.  There  is  an  advisory  board 
composed  of  four  local  doctors  of  medicine, 
the  school  superintendent,  the  elementary 
advisor,  the  school  nurse,  the  teacher*  and 
myself.  The  four  medical  men  — the  school 
doctor,  and  eye,  ear,  nose  and  throat  special- 
ist, a pediatritian  and  an  orthopedist — secure 
the  medical  history  of  each  child  and  meet 
once  a month  to  note  progress  and  to  make 
any  needed  changes  in  procedure.  Seven  of 
the  children  receive  physical  therapy  at  the 
hospital  three  times  a week,  and  most  of 
them  spend  up  to  one  third  of  their  time  in 
the  regular  class  room,  because  the  ultimate 
goal,  of  course,  is  to  prepare  these  children 
for  normal  associations. 

The  parents  of  the  handicapped  children 
have  what  amounts  to  their  own  P.T.A.  We 
meet  once  a month  during  the  school  year, 
and,  with  the  teacher  and  other  interested 
helpers  such  as  speech  therapists  or  the  ele- 
mentary advisor,  we  discuss  and  solve  our 
many  problems.  It  is  all  very  new  and  there 
are  plenty  of  problems  presented  at  each 
meeting. 

We  are  mighty  proud  of  our  program,  but 
most  of  all  we  are  proud  of  the  progress  our 
“exceptional”  children  have  shown  in  one 
short  year.  In  time,  we  hope  to  have  facili- 
ties so  that  no  child  will  have  to  be  turned 
away  because  we  have  no  room,  and  other 
necessary  facilities.  The  whole  story  has 
been  heartwarming  and  successful  right  from 
the  start,  and  we  know  we  are  lucky  to  live 
in  a town  like  Grand  Island  where  wonderful 
people  have  made  a wonderful  dream  come 
true. 

Know  Your 
Blue  Shield  Plan 

Have  you  signed  and  returned  your  Participating 
Physician’s  Agreement  relating  to  the  new  Pre- 
ferred Blue  Shield  membership  contract?  Copies  of 
the  new  agreement,  with  a covering  letter,  were 
mailed  early  in  July  to  all  Nebraska  physicians. 
The  schedule  of  fees  for  Preferred  coverage  is  ap- 
proximately 50%  higher  than  the  schedule  for 
Standard  membership,  and  the  annual  income  limits 
for  service  benefits  are  $4,000  (single)  and  $5,500 
(family). 

More  than  fifty  doctors’  secretaries  attended  the 
dinner  meeting  held  June  9 at  the  Scotts  Bluff 

*The  principal. 


County  Club,  Scottsbluff,  under  cosponsorship  of 
the  Scotts  Bluff  County  Medical  Society  and  Ne- 
braska Blue  Cross-Blue  Shield.  Personnel  from  doc- 
tors’ offices  in  Scottsbluff,  Gering,  Mitchell,  Bridge- 
port, Oshkosh,  Kimball,  Alliance  and  Sidney  attend- 
ed. Members  of  the  Blue  Cross-Blue  Shield  ad- 
ministrative staff  presented  discussions  about  the 
prepayment  health  care  Plans  and  conducted  a ques- 
tion and  answer  period.  M.  C.  Smith,  Executive 
Secretary  of  the  Nebraska  State  Medical  Associa- 
tion spoke  on  “Public  Relations  in  the  Doctor’s  Of- 
fice.” 

Reminder:  Waiting  periods  for  Blue  Shield  bene- 
fits fall  into  three  groups: 

Six-  month  waiting  periods  for: 

Tonsillectomy  and/or  Adenoidectomy  (applicable 
to  eligible  dependent  children  only). 

Appendectomy  (except  acute  cases). 

Colporrhaphy;  Colpoplasty:  For  Cystocele  (re- 

pair of  anterior  vaginal  wall). 

Perineorrhaphy;  Perineoplasty:  For  Rectocele 

(repair  of  posterior  vaginal  wall). 

Salpingectomy:  Oophorectomy:  Hysterectomy  and 
Myomectomy:  Tumors  of  Uterus  (removal  of  tube, 
ovary,  uterus). 

Ten-month  waiting  period  for: 

Maternity  care  — any  condition  arising  from  preg- 
nancy. 

Benefits  are  available  only  to  member  or  spouse 
of  member  after  a family  membership  has  been  in 
continuous  effect  for  the  preceeding  10  months.  ■ 
One-year  waiting  period  for: 

Treatment  of  conditions  existing  on  or  before  the 
effective  date  of  the  membership  (except  those  list- 
ed above).  Congenital  conditions  are  covered  after 
the  agreement  has  been  in  effect  one  continuous 
year.  Services  to  children  born  after  the  effective 
date  of  the  agreement  are  covered  after  the  child  is 
three  months  old,  provided  the  membership  has  been 
in  continuous  effect  from  the  birth  of  the  child. 


She'd  Kill  the  Goose 
That  Lays  the  Golden  Egg! 
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Deaths 

Robert  H.  Kerr,  M.D.,  Alma.  Doctor  Kerr  died 
suddenly  Sunday  evening,  May  9,  1954.  He  was 
seventy-one  years  old.  The  Doctor  was  born  at  Re- 
publican City,  Nebraska,  lived  in  Palisade  and  Hayes 
Center,  and  graduated  from  the  University  of  Ne- 
braska College  of  Medicine.  After  practicing  med- 
icine with  his  brother  in  Randolph,  la.,  for  a year, 
he  established  his  practice  at  Alma  where  he  re- 
mained until  his  death.  Doctor  Kerr  is  survived  by 
his  wife,  Nellie;  three  daughters,  Mrs.  Evelyn  John- 
son of  Arcadia,  Calif.,  Mrs.  Sylvia  McConahay,  Gov- 
ernor’s Island,  N.  Y.,  and  Mrs.  Wilma  Seyler,  Alma; 
and  three  brothers,  William,  James  and  Duncan. 

M.  B.  Hoylman,  M.D.,  Naponee.  Doctor  Hoylman 
died  at  the  Brewster  Hospital,  Holdredge,  on  Sun- 
day, May  16,  1954,  at  the  age  of  eighty-five  years. 
He  had  practiced  his  profession  in  Naponee  since 
June,  1905.  Doctor  Hoylman  was  a graduate  of 
the  Lincoln  Medical  College,  having  received  his 
degree  in  1904.  Besides  his  wife,  Grace  and  son, 
Eric,  the  doctor  is  survived  by  a brother  and  two 
sisters. 


“OUR  INIQUITOUS  ONE  PER  CENT” 

(Continued  from  page  347) 
very  few  complaints  from  Omaha,  while 
those  from  Lincoln  have  increased,  and  those 
from  out-state  remain  about  the  same.  It  is 
comforting  to  know  that  we  have  had  fine 
cooperation  as  a whole  from  most  of  the 
members  of  our  association,  and  then  again 
we  have  been  disappointed  by  some  member 
withholding  information.  One  member  gave 
the  lame  excuse  that  he  did  not  answer  our 
letter  of  inquiry  because  he  did  not  want  to 
put  in  writing  what  he  knew  about  the  doc- 
tor in  question.  A poor  attitude,  indeed, 
for  a member  who  ought  to  know,  that  it 
should  be  to  his  advantage  to  help  clean  up 
an  unsavory  situation. 

Many  of  our  members  get  into  difficulty 
by  being  thoughtless  rather  than  vicious  and 
show  every  sincere  willingness  to  correct 
whatever  difficulties  they  have  gotten  into. 
We  all  know  what  our  relation  to  our  patient 
should  be,  so  why  not  do  the  decent,  whole- 
some thing  and  attain  the  respect  of  those 
with  whom  we  come  in  contact.  Unfortun- 
ately there  are  those  among  us  who  by  their 
conduct  would  be  stoned  to  death  were  they 
to  try  to  live  among  a tribe  of  savages.  We 
should  be  guide,  philosopher,  and  friend  to 
our  patients,  and  take  a personal  interest  in 
them  aside  from  the  medical  phase.  It  should 
not  be  necessary  to  have  such  a committee 
as  ours  in  order  to  police  ourselves. 

It  is  embarrassing  to  receive  a complaint 
from  some  patient  saying  that  a doctor  is 
suing  him  for  a fee  he  is  unable  to  pay,  and 


have  the  patient  ask  why  does  your  profes- 
sion say  that  no  person  needs  go  without 
medical  care  whether  or  not  he  has  the 
money?  Where  the  patient  can  pay,  but 
feels  the  fee  is  excessive,  we  go  into  the  situ- 
ation with  the  help  of  the  doctor  who  rend- 
ered the  services,  and  if  we  find  the  fee  is 
fair  we  so  inform  the  complainant. 

Please  do  not  think  that  we  are  a col- 
lection agency,  but  we  are  willing  to  be  help- 
ful to  the  patient  and  to  the  doctor  alike. 
Some  doctors  make  the  office  girl  bear  the 
brunt  of  the  complaints  that  come  in  and 
refuse  to  see  the  patient  to  discuss  an  ad- 
justment of  the  fee.  This  is  wrong,  as  it 
sometimes  leads  the  girl  to  assume  an 
adamant  attitude  toward  the  patient,  think- 
ing to  curry  favor  with  her  employer. 

I,  personally,  feel  that  everyone  is  entitled 
to  a second  chance ; but  I would  like  to  raise 
the  question  as  to  why  should  our  organiza- 
tion carry  the  person  along  who  does  not 
show  that  he  has  benefitted  by  a second 
chance?  The  acts  of  each  individual  reflect 
upon  the  character  of  our  organization  and 
it  should  in  no  way  be  possible  to  condemn 
the  many  for  the  actions  of  the  few. 

To  those  who  have  made  it  necessary  to 
establish  this  committee  I can  only  ask  that 
they  change  their  ways,  and  if  they  can’t, 
let  me  admonish  them:  “Don’t  ever  look 

back,  as  something  might  gain  you.” 

To  the  other  members  of  this  committee 
I extend  my  sincere  thanks  for  their  unfail- 
ing help  at  all  times,  and  in  spite  of  perfec- 
tion I am  happy  to  have  had  membership  in 
the  Nebraska  State  Medical  Association  since 
1900.  In  conclusion  may  I say  that  there 
must  not  have  been  too  many  of  the  iniqui- 
tous one  per  cent,  otherwise  we  could  not 
have  advanced  as  far  as  we  have.  Today, 
American  Medicine  stands  without  a peer.. 
Please,  let  us  keep  it  there. 

MORRIS  NIELSEN.  M.D. 

Blair,  Nebraska 


PROCEEDINGS  HOUSE  OF  DELEGATES 
My  10-13,  1954 

The  first  meeting  of  the  House  of  Delegates  was 
held  in  the  Lancaster  Room,  Hotel  Cornhusker,  Lin- 
coln, Nebraska.  Roll  call  showed  37  members  pres- 
ent. 

The  meeting  was  called  to  order  at  11  a.m.  by  Dr. 
Fritz  Teal,  Speaker  of  the  House  of  Delegates. 

The  report  of  the  Committee  on  Credentials  was 
read  by  Dr.  R.  B.  Adams,  Secretary-Treasurer. 

The  report  of  the  Committee  on  Credentials  was 
approved  as  read. 

A motion  was  made  and  seconded  that  the  read- 
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ing  of  the  minutes  of  the  last  session  be  dispensed 
with  and  that  they  be  approved  as  published.  The 
motion  carried. 

The  next  order  of  business  was  the  selection  of 
reference  committees,  and  the  following  list  was 
read  and  approved: 

Reference  Committee  No.  1 — Officers: 

R.  C.  Reeder,  M.D.,  Fremont,  Chairman 
Otis  Miller,  M.D.,  Ord 
John  T.  McGreer,  M.D.,  Lincoln 
Reference  Committee  No.  2 — Council: 

A.  J.  Offennan,  M.D.,  Omaha,  Chairman 
R.  D.  Bryson,  M.D.,  Calloway 
W.  E.  Shook,  M.D.,  Shubert 
Reference  Committee  No.  3 — Constitution  and  By- 
Laws  : 

Ray  S.  Wycoff,  M.D.,  Lexington,  Chairman 
Paul  Charlton,  M.D.,  Hastings 
R.  H.  Kohtz,  M.D.,  Bloomfield 
Reference  Committee  No.  4— Voluntary  Prepay- 
ment: 

E.  E.  Koebbe,  M.D.,  Columbus,  Chairman 

D.  D.  Stonecypher,  M.D.,  Nebraska  City 
L.  S.  McNeil,  M.D.,  Campbell 

Reference  Committee  No.  5 — Planning: 

J.  B.  Christensen,  M.D.,  Omaha,  Chairman 

E.  S.  Wegner,  M.D.,  Lincoln 

F.  M.  Bell,  M.D.,  Grant 

Reference  Committee  No.  6 — Public  Health: 
Joseph  Gross,  M.D.,  Omaha,  Chairman 
R.  J.  Egan,  M.D.,  Omaha 
T.  D.  Fitzgerald,  M.D.,  Alliance 
Reference  Committee  No.  7 — Miscellaneous: 

H.  D.  Runty,  M.D.,  Dewitt,  Chairman 
Wm.  Noyes,  M.D.,  Ceresco 
Samuel  Swenson,  M.D.,  Omaha 
A recess  was  called  by  the  chair  for  the  purpose 
of  selecting  a Nominating  Committee. 

Doctor  Teal  again  called  the  House  to  order  and 
the  following  were  nominated  as  members  of  the 
Nominating  Committee: 

1st  District  — R.  J.  Egan,  M.D.,  Omaha 
2nd  District — John  T.  McGreer,  Jr.,  M.D.,  Lincoln 
3rd  District — W.  E.  Shook,  M.D.,  Shubert 
4th  District — M.  A.  Johnson,  M.D.,  Plainview 
5th  District — E.  E.  Koebbe,  M.D.,  Columbus 
6th  District — W.  W.  Noyes,  M.D.,  Ceresco 
7th  District — H.  V.  Nuss,  M.D.,  Sutton  (Seated  at 
2nd  Session) 

8th  District — J.  P.  Brown,  M.D.,  O’Neill 
9th  District — R.  S.  Wycoff,  M.D.,  Lexington 
10th  District — L.  S.  McNeil,  M.D.,  Campbell 
11th  District — E.  J.  Shaughnessy,  M.D.,  North 
Platte 

12th  District — T.  D.  Fitzgerald,  M.D.,  Alliance 
A motion  was  made  and  seconded  that  the  names 
as  read  be  approved  as  the  Nominating  Committee 
for  the  1954  session  of  the  House  of  Delegates. 
The  motion  carried. 

Dr.  E.  E.  Koebbe  was  appointed  by  the  chair  as 
chairman  pro  tern,  of  the  Nominating  Committee. 

Doctor  Teal  asked  that  the  chairmen  of  the  ref- 
erence committees  and  of  the  Nominating  Commit- 
tee give  the  time  and  place  of  meeting  to  Mr.  M.  C. 
Smith  in  order  that  this  information  might  be  posted 
on  the  bulletin  board. 

Dr.  R.  S.  Wycoff  was  given  permission  of  the 
floor  to  introduce  changes  in  the  Constitution  and 


By-Laws  which  were  to  come  before  the  1954  ses- 
sion. 

Doctor  Wycoff  read  the  following  report  of  the 
standing  Committee  on  Constitution  and  By-Laws: 

Item  1 

“At  the  Annual  Session  in  1953,  the  following 
amendment  to  the  Constitution  was  proposed  to 
change  Article  VI,  Section  4,  paragraph  1,  which 
now  reads : 

“ ‘The  Board  of  Trustees  shall  be  composed 
of  the  Secretary-Treasurer  and  four  members 
elected  by  the  Council,  each  for  a term  of  four 
years,  so  rotated  that  one  shall  be  elected  each 
year.  Members  of  the  Board  of  Trustees  shall 
serve  no  more  than  two  terms.  Members  of  the 
Council  shall  not  be  eligible  for  election  to  the 
Board  of  Trustees.’, 

“by  deleting  in  line  two  of  paragraph  one  the 
third  word  ‘four’  and  substituting  ‘nine’;  then  in 
line  three  delete  the  fifth  word  ‘one’  and  substi- 
tute ‘two’;  then  after  the  period  in  line  three,  add 
the  following:  ‘except  that  every  fourth  year  three 

members  shall  be  elected.  The  terms  of  office  of 
the  newly  elected  members  shall  be  so  arranged  as 
to  provide  for  retirement  of  two  members  of  the 
Board  each  year,  except  in  every  fourth  year, 
when  three  shall  be  retired,  and  their  successors 
appointed.  Election  thereafter  shall  be  for  four 
years.’ 

“This  will  make  paragraph  one  of  Section  4 read 
as  follows: 

“ ‘The  Board  of  Trustees  shall  be  composed 
of  the  Secretary-Treasurer  and  nine  members 
elected  by  the  Council,  each  for  a term  of  four 
years,  so  rotated  that  two  shall  be  elected  each 
year,  except  that  in  every  fourth  year  three 
shall  be  elected.  The  terms  of  office  of  the 
newly-elected  members  shall  be  so  arranged  as 
to  provide  retirement  of  two  members  of  the 
Board  each  year,  except  for  every  fourth  year, 
when  three  shall  be  retired  and  their  successors 
elected.  Election  thereafter  shall  be  for  four 
years.  Members  of  the  Board  of  Councilors 
sha'l  not  be  eligible  for  election  to  the  Board 
of  Trustees.’ 

“This  section  in  the  Constitution  will  be  found  on 
page  5 of  our  Constitution  and  By-Laws. 

“In  view  of  the  fact  that  the  companion  amend- 
ment to  the  By-Laws  which  was  proposed  last  year 
failed  of  passage,  your  committee  recommends  that 
this  amendment  to  the  Constitution  be  not  adopted.” 
A motion  was  made  that  the  recommendations  of 
the  Reference  Committee  on  Constitution  and  By- 
Laws  regarding  Item  1 be  approved.  The  motion 
was  seconded  and  carried. 

Doctor  Wycoff  continued  his  report  as  follows: 
Item  2 

“An  additional  change  in  membership  classifica- 
tion in  the  Constitution  was  proposed  last  year  to 
amend  Article  IV,  Section  2,  Paragraph  B,  which 
now  reads: 

“ ‘B.  ASSOCIATE:  Physicians  who  are  serv- 
ing resident  appointments  in  recognized  hos- 
pitals in  Nebraska’; 

“by  deleting  paragraph  B and  substituting  the 
following: 

“ ‘B.  ASSOCIATE  MEMBERSHIP:  (a)  A 


360 


Nebraska  S.  M.  J. 


physician  holding  the  degree  of  Doctor  of 
Medicine,  serving  as  an  intern  or  resident  in 
a hospital;  or  (b)  a physician  residing  in 
Nebraska  and  employed  by  the  Federal  Govern- 
ment.’; 

“then  add  new  section  E,  which  shall  read  as 
follows: 

‘“E.  SERVICE  MEMBERSHIP:  Regularly 

commissioned  officers  of  the  United  States 
Army,  the  United  States  Navy,  the  United 
States  Air  Force,  or  the  United  States  Public 
Health  Service,  who  have  been  nominated  by 
the  Surgeons  General  of  the  respective  services, 
and  the  permanent  medical  officers  of  the  Vet- 
erans Administration  and  of  the  Indian  Serv- 
ice, who  have  been  nominated  by  their  Chief 
Medical  Directors,  may  become  Service  Mem- 
bers on  approval  of  the  Board  of  Councilors. 
Such  members  shall  have  the  same  rights  and 
privileges  as  Active  Members,  and  shall  pay 
such  dues  as  may  be  determined  by  the  Board 
of  Councilors.  Service  Members  shall  retain 
membership  as  long  as  they  are  on  active  duty, 
and  thereafter,  if  they  have  been  retired  in  ac- 
cordance with  federal  law  and  do  not  engage  in 
active  practice.’ 

“The  Committee  on  Constitution  and  By-Laws 
recommends  this  change  as  proposed  last  year, 
since  it  provides  for  certain  classes  of  membership 
in  the  society  which  are  now  not  definitely  included 
in  the  Constitution.” 

A motion  was  made  that  the  recommendation  of 
the  committee  on  Item  2 be  adopted.  The  motion 
was  seconded  and  carried. 

Item  3 

“Again  in  studying  over  the  Constitution  and  By- 
Laws,  it  is  noted  that  in  several  places  the  word 
‘Council’  occurs,  when  it  is  clearly  evident  from  the 
context  that  what  is  intended  is  ‘The  Board  of 
Councilors’.  In  explanation  it  should  be  stated  that 
the  only  Council  this  organization  has  under  the 
present  Constitution  is  ‘The  Council  on  Professional 
Ethics’.  For  this  reason  your  committee  recom- 
mends that  a motion  be  passed  clarifying  these 
typographical  errors  as  follows:  Motion:  In  the 

following  places  in  the  Constitution  and  By-Laws 
where  the  word  ‘Council’  occurs,  it  shall  be  under- 
stood to  mean  ‘The  Board  of  Councilors’. 

“In  the  Constitution: 

“Article  VI,  Section  4,  lines  2 and  4,  page  5. 
“Article  VIII,  Section  2,  lines  2,  3,  and  9,  page 
7. 

“In  the  By-Laws: 

“Chapter  II,  Section  2,  line  6,  and  Section  4,  line 
4,  pages  15  and  16. 

“Chapter  VII,  Section  3,  line  9,  page  26. 

Chapter  IX,  Section  4,  line  6;  Section  5,  lines 
5 and  8;  Section  7,  line  20,  pages  32,  33,  35. 
“Chapter  X,  Section  1,  Part  5,  line  2,  page  38. 

“Chapter  XI,  Section  2,  lines  1 and  5;  Section  5, 
line  2,  pages  40,  42. 

Chapter  XII,  Section  2,  E,  line  7;  M,  line  4; 
Section  5,  line  2;  and  Part  4 under  duties,  lines  1, 
2,  and  4,  page  52. 

The  chair  ruled  that,  due  to  the  fact  the  ma- 
terial presented  involved  both  constitutional  and  by- 


law changes,  the  whole  matter  will  lay  over  until 
the  next  Annual  Session. 

Item  4 

“The  committee  further  recommends  amendment 
of  Chapter  XVI  of  the  By-Laws  by  adding  the  fol- 
lowing sentence: 

“ ‘Proposed  changes  in  the  By-Laws  must 
be  pi’esented  to  the  chairman  of  the  standing 
Committee  on  Constitution  and  By-Laws  not 
less  than  sixty  days  before  the  date  of  the 
annual  meeting,  making  the  whole  chapter  read 
as  follows: 

“ ‘These  By-Laws  may  be  amended  at  any 
annual  session  by  a two-thirds  vote  of  the 
members  of  the  House  of  Delegates  present 
and  voting,  and  further  provided  that  the 
proposed  amendment  has  been  pi’esented 
in  writing  in  the  open  meeting  of  the  House 
of  Delegates,  and  is  laid  on  the  table  for 
one  day.  Proposed  changes  in  the  By-Laws 
must  be  presented  to  the  chairman  of  the 
standing  Committee  on  Constitution  and  By- 
Laws  not  less  than  sixty  days  before  the 
date  of  the  annual  meeting.’ 

“Your  committee  feels  that  the  short  time  allotted 
for  the  meetings  of  the  House  of  Delegates  during 
the  Annual  Session  are  not  always  sufficient  to 
provide  for  thorough  and  mature  consideration  of 
all  questions  of  changes  in  the  Constitution  and  By- 
Laws  that  might  arise:  and  that  this  will  give 

them  more  time  for  deliberation  and  study  of  mat- 
ters that  may  be  deemed  necessary  in  the  way  of 
changes  in  the  Constitution  and  By-Laws.” 

The  chair  ruled  this  proposed  change  would  lay 
on  the  table  for  one  day. 

Item  5 

“Also,  at  the  special  meeting  of  the  House  of 
Delegates  this  winter,  a special  committee  instruct- 
ed your  standing  Committee  on  Constitution  and 
By-Laws  to  prepare  an  amendment  to  the  By-Laws 
providing  for  two  meetings  of  the  House  of  Dele- 
gates each  year,  and  suggested  that  one  of  these 
continue,  as  now,  at  the  time  of  the  Annual  Ses- 
sion, the  'other  to  be  at  some  other  time  during  the 
year,  the  date  to  be  selected  by  the  House  of  Dele- 
gates during  their  Annual  Session. 

“The  reasons  for  an  additional  meeting  are  many, 
some  of  which  are  as  follows: 

“I.  A special  session  of  the  House  of  Delegates 
can  not  consider  all  of  the  general  business  of  the 
Association  and  is  limited  by  the  Constitution  to 
such  matters  as  are  mentioned  in  the  call  for  the 
special  session; 

“II.  The  extra  meeting  of  the  House  of  Dele- 
gates will  make  the  business  easier  to  handle  at 
the  time  of  the  Annual  Session  and  will  allow  the 
reference  committee  on  Constitution  and  By-Laws 
and  the  House  of  Delegates  more  time  to  attend  the 
scientific  sessions; 

“III.  It  gives  time  for  problems  presented  at  the 
mid-winter  session  to  be  considered  and  studied 
carefully,  and  so  will  permit  the  delegates  to  come 
to  the  annual  meeting  with  a better  understanding 
of  these  problems. 

“For  these  reasons  your  Committee  on  Constitu- 
tion and  Bv-Laws  recommends  changes  in  Chapter 
VII,  Section  3,  of  the  By-Laws  of  the  Association 
as  follows: 
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“After  the  word  ‘meet’  in  the  first  line  insert 
the  following:  ‘twice  yearly.  One  meeting  shall  be’ 
“Then  in  line  6,  place  the  words  ‘who  are’  after 
the  word  ‘Association’,  and  transpose  the  phrase  ‘in 
good  standing’  to  follow  this  and  then  add  the 
word  ‘and’,  making  the  last  line  read  ‘members 
of  the  Association  who  are  in  good  standing  and 
registered  at  the  Annual  Session.’ 

“Then  add  a new  paragraph  (2): 

“ ‘The  date  of  the  second  session  of  the  House 
of  Delegates  shall  be  determined  by  the  House 
at  the  time  of  the  annual  'meeting,  and  shall, 
except  in  unusual  circumstances,  be  held  during 
January  or  February  of  the  ensuing  year,  and 
not  less  than  sixty  days  before  the  time  of  the 
Annual  Session.’ 

“Then  in  the  final  paragraph  as  now  constituted, 
in  line  3,  change  the  word  ‘Council’  to  ‘The  Board 
of  Councilors’,  making  the  entire  section  read  as 
follows: 

“ ‘The  House  of  Delegates  shall  meet  twice 
yearly.  One  meeting  shall  be  at  the  time  and 
place  of  the  Annual  Session.  It  may  meet  in 
advance  of,  or  remain  in  session  after,  the 
adjournment  of  the  Annual  Session  on  call  of 
the  speaker.  The  meetings  of  the  House  shall 
not  conflict  with  the  scientific  program  sched- 
ule unless  unavoidable.  Open  meetings  of  the 
House  of  Delegates  may  be  attended  by  all 
members  of  the  Association  who  are  in  good 
standing  and  registered  at  the  Annual  Session.’ 

“ ’The  date  of  the  second  session  of  the  House 
of  Delegates  shall  be  determined  by  the  House 
at  the  time  of  the  annual  meeting  and  shall, 
except  in  unusual  circumstances,  be  held  during 
January  or  February  of  the  ensuing  year  and 
not  less  than  sixty  days  before  the  time  of  the 
Annual  Session.’ 

“ ‘Executive  meetings  may  be  attended  only 

by  members  of  the  House  of  Delegates  as 

defined  in  Article  VII,  Section  2.  Business  to 
be  transacted  at  the  executive  meetings  shall 

be  sponsored  by  the  House  of  Delegates,  the 

Board  of  Councilors,  or  the  Board  of  Trustees.’  ” 
General  discussion  followed  relative  to  clarifica- 
tion of  terms  and  election  of  county  society  dele- 
gates. 

The  chair  ruled  this  amendment  to  the  By-Laws 
would  lay  on  the  table  for  one  day. 

Committee  reports  were  called  for  and  in  the 
absence  of  Dr.  Val  Verges,  Chairman,  the  supple- 
mentary report  of  the  Public  Health  Committee  was 
presented  by  Mr.  M.  C.  Smith. 

Paid  of  the  report  contained  recommendations  for 
clarification  of  a teacher’s  examination  blank  re- 
quired by  the  State  Department  of  Public  Instruc- 
tion, and  the  chair  ruled  it  should  be  referred  to 
Reference  Committee  No.  6 — Public  Health. 

Mr.  Smith  also  read  the  following  resolution  pre- 
sented by  the  Public  Health  Committee  on  fluorida- 
tion of  water: 

"WHEREAS,  the  fluoridation  of  community  water  supplies 
has  been  demonstrated  to  reduce  the  incidence  of  dental  decay 
among  children  by  approximately  two-thirds,  and 

“WHEREAS,  the  complete  safety  of  fluoridation  has  been 
repeatedly  demonstrated  in  extensive  scientific  research,  and 
“WHEREAS,  fluoridation  has  been  recommended  and  en- 
dorsed by  all  major  national  health  organizations  in  the 
United  States,  including  the  American  Dental  Association,  the 
American  Medical  Association,  the  National  Research  Council, 


the  Association  of  State  and  Territorial  Health  Officers,  and 
many  others,  therefore 

“RESOLVED,  that  the  Nebraska  State  Medical  Association 
in  session  here  today  hereby  reaffirms  its  endorsement  and 
approval  of  fluoridation  of  community  water  supplies  and  urges 
that  fluoridation  be  adopted  in  all  communities  in  the  State 
of  Nebraska  as  rapidly  as  local  conditions  will  permit,  and 
be  it  further 

“RESOLVED,  that  the  Nebraska  State  Medical  Association 
hereby  go  on  record  commending  the  excellent  efforts  of  the 
local,  state  and  federal  departments  of  health  for  their  en- 
lightened efforts  to  make  the  benefits  of  fluoridation  available 
to  all  children  in  all  communities  of  the  State  of  Nebraska, 
and  be  it  further 

“RESOLVED,  that  a copy  of  this  resolution  be  forwarded 
to  the  Hon.  Robert  B.  Crosby,  Governor  of  the  State  of  Ne- 
braska : to  Dr.  E.  A.  Rogers,  Director  of  the  Nebraska  State 

Department  of  Health  ; to  each  Senator  and  Representative 
from  Nebraska  serving  in  the  Congress  of  the  United  States.” 

Dr.  J.  D.  McCarthy  asked  for  permission  of  the 
floor  and  suggested  that  this  resolution  should  also 
be  sent  to  city  health  officials.  Doctor  Teal  sug- 
gested that  such  recommendation  should  be  pre- 
sented to  the  reference  committee  handling  this  res- 
olution. 

The  chair  ruled  this  resolution  would  also  be  re- 
ferred to  Reference  Committee  No.  6 — Public  Health. 

Mi-.  Smith  also  read  a communication  from  Dr. 
James  F.  Kelly,  and  a letter  written  to  Doctor  Kelly 
from  the  Nebraska  Council  for  Better  Education. 

The  chair  ruled  this  material  would  be  referred 
to  Reference  Committee  No.  2 — Council. 

Mr.  Smith  read  communications  from  the  Board 
of  Control  and  from  Dr.  J.  D.  Bradley,  former 
Speaker  of  the  House,  but  no  action  was  required. 

Dr.  E.  W.  Hancock  read  the  report  of  the  Com- 
mittee on  Allied  Professions. 

This  report  was  referred  to  Reference  Committee 
No.  5 — Planning. 

Dr.  James  F.  Kelly  asked  for  permission  of  the 
floor  and  stated  he  would  have  a progress  report 
tomorrow  on  the  United  Health  Fund  Committee. 

Dr.  A.  J.  Offerman  asked  for  permission  of  the 
floor  and  gave  some  background  material  relative 
to  the  development  of  Blue  Shield  and  its  connection 
with  the  state  medical  association.  He  also  gave 
some  information  regarding  some  of  the  problems 
the  organization  is  trying  to  meet,  and  then  read 
the  following  resolution: 

RESOLUTION 

"WHEREAS,  the  PRE-PAYMENT  MEDTCAL  CARE  COM- 
MITTEE of  the  Nebraska  State  Medical  Association  has  an- 
nually recommended  to  the  Council  of  the  state  Association, 
and  the  Council  has  approved  the  development  of  a new  ‘BLUE 
SHIELD  $5,000.00  SERVICE  CONTRACT’  ; 

"WHFREAS.  the  needs  and  desires  of  many  employees  of 
nation-wide  employers  will  be  met  by  a Service  Contract,  with 
a realistic  income  limit  and  adequate  benefits  which  reflect 
current  economic  conditions  : and 

"WHEREAS,  it  is  generallv  recognized  bv  informed  students 
of  medical  economics  that  Pre-payment  Medical  Care  Plans 
operating  on  a ‘Service  Basis’  are  the  best  current  answers  to 
the  needs  of  employees  and  their  dependents  ; and 

“WHEREAS  the  Nebraska  Medical  Service,  “THE  BLUE 
SHIELD  PI. AN’,  is  now  nreparing  to  issue  a Service  Contract, 
with  annual  income  limits  of  $4,000.00  for  a single  person 
and  a total  annual  income  of  $5,500.00'  for  a family. . This 
new  preferred  contract  will  provide  a schedule  of  benefits  ap- 
proximately 50%  higher  than  the  present  standard  contract 
and  the  dues  will  be  'approximately  50%  higher  than  the 
present  contract : and  now 

"THEREFORE  BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  approves,  endorses  and  sponsors  this  new 
preferred  ‘Service  Contract-  and  recommends  to  members  of 
the  Association  that  they  execute  appropriate  ‘Participating 
Physicians  Agreements’  with  Nebraska  Medical  Service  upon 
contractual  terms  and  conditions  similar  to  those  upon  which 
the  two  previous  ‘Participating  Physicians  Agreements’  were 
premised. 

May  10,  1954 

Arthur  J.  Offerman,  M.D. 

“I  move  the  adoption  of  this  resolution.” 
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The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee  No.  4 — Voluntary  Prepay- 
ment. 

Doctor  Teal  read  the  following  resolution  from 
the  Colorado  State  Medical  Society,  which  had 
been  recommended  to  the  House  of  Delegates  by  the 
Board  of  Councilors  at  their  mid-winter  session: 
“The  following  resolution  was  presented  to 

the  House  of  Delegates  of  the  Colorado  State 

Medical  Society  at  its  most  recent  meeting  Sept. 

29  to  Oct.  2,  1953,  and  was  passed  unanimously: 

“WHEREAS,  mototi  car  deaths  in  the  United  States  of 
America  number  between  35.000  and  40.000  annually  and  motor 
car  injuries  number  about  four  million  annually ; and 

“WHEREAS,  there  seems  little  likelihood  of  any  great  re- 
duction of  motor  accidents  in  the  near  future ; and 

“WHEREAS,  studies  by  physicians  and  physicists  have 
clearly  shown  that  motor  injuries  and  motor  deaths  can  be 
strikingly  reduced  by  the  use  of  safety  belts  and  safety 
shoulder  straps  ; therefore  be  it 

“RESOLVED  : That  the  Colorado  State  Medical  Society  will 

give  all  possible  aid  to  those  measures  which  will  reduce  the 
frtightful  mortality  and  injury  rate  resulting  from  the  use  of 
motor  cars,  and  be  it  further 

“RESOLVED  : That  the  Society  hereby  recommends  to  the 

motor  car  manufacturers  of  America  that  they  equip  all  auto- 
mobiles wtih  safety  belts  to  meet  the  specifications  of  the 
C.A.A.  Technical  Standard  Order,  T S O — C22  A,  November 
15,  1950 ; and  further  recommends  that  these  manufacturers 
provide  seats,  cushions,  and  doors  which  will  withstand  impacts 
of  10  to  15  G’s  without  injuries. 

“We  implore  the  motor  car  manufacturers  to  in- 
clude in  their  seasonal  changes  increasing  emphasis 
on  safety.” 

Respectfully  submitted, 

The  Colorado  State  Medical  Society, 
By  Order  of  Its  House  of  Delegates 

“Attest: 

Harvey  T.  Sethman 
Executive  Secretary 

This  resolution  was  refered  to  Reference  Commit- 
tee No.  7. 

Dr.  Wycoff  asked  that  the  Committee  on  Consti- 
tution and  By-Laws  meet  for  a few  minutes  after 
adjournment  of  the  House;  Dr.  Offerman  asked 
that  the  Reference  Committee  on  Council  meet  im- 
mediately after  adjournment;  and  Dr.  Koebbe, 
Chairman  pro  tern,  of  the  Nominating  Committee 
asked  that  all  members  of  the  committee  remain 
for  a few  minutes. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 

HOUSE  OF  DELEGATES 
May  11,  1954 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  at  8 a.m.,  by  Dr.  Fritz  Teal,  Speaker 
of  the  House,  in  the  Lancaster  Room,  Hotel  Com- 
husker,  Lincoln,  Nebraska.  Thirty-five  members 
were  present. 

Dr.  R.  B.  Adams  read  the  minutes  of  the  previous 
session,  and  the  chair  ruled  they  would  stand  ap- 
proved as  read. 

Dr.  H.  V.  Nuss,  Sutton,  was  nominated  as  a mem- 
ber of  the  Nominating  Committee  from  the  7th 
District,  and  there  being  no  objections,  the  chair 
l’uled  that  Doctor  Nuss  would  serve  in  that  capacity. 

Unfinished  business  was  called  for  and  Dr.  James 
F.  Kelly  asked  for  permission  of  the  floor  and  gave 
a progress  report  on  the  United  Health  Fund  Com- 
mittee. 

This  report  was  referred  to  Reference  Committee 
No.  4 — - Voluntary  Prepayment. 


Dr.  Floyd  Rogers  asked  for  permission  of  the 
floor  and  gave  a supplementary  report  for  the 
Planning  Committee. 

This  report  was  referred  by  the  chair  to  Refer- 
ence Committee  No.  5 — Planning. 

Dr.  R.  S.  Wycoff  stated  their  committee  had  a 
report  they  wanted  to  make  concerning  Chapter  VII, 
Section  3,  which  pertained  to  the  two  sessions  of 
the  House  of  Delegates,  and  read  the  following: 

“Following  the  suggestion  of  Doctor  McCar- 
thy, your  committee  wishes  to  amend  the  pro- 
posed new  paragraph  in  Section  3 by  deleting 
from  the  first  line  the  words  “second  session” 
and  substituting  the  words  ‘interim  session’; 

“and  then  in  lines  4 and  5,  deleting  the  words 
‘January  or  February’  of  the  ensuing  year’,  and 
substituting  the  words  ‘October  or  November 
of  the  same  year’; 

“and  then  deleting  the  remainder  of  the  sen- 
tence, ‘and  not  less  than  60  days  before  the  An- 
nual Session’; 

“and  then  adding  the  sentence  ‘An  agenda  of 
all  nroposed  changes  in  the  Constitution  and 
By-Laws  shall  be  sent  to  each  Delegate  at  least 

days  prior  to  the  opening  of  the  next 

following  session’.  ” 

General  discussion  followed  relative  to  points  to 
be  considered  regarding  the  time  of  the  interim 
meeting,  and  after  this  discussion  it  seemed  to  be 
the  concensus  of  the  House  that  this  meeting  should 
take  place  after  the  first  of  the  fiscal  year. 

A motion  was  made  that  the  Committee  on  Con- 
stitution and  By-Laws  be  instructed  to  set  the  in- 
terim meeting  at  the  same  time  as  the  Board  of 
Councilors  mid-winter  meeting.  The  motion  was 
seconded  and  carried. 

Doctor  Wycoff  asked  that  the  Committee  on  Con- 
stitution and  By-Laws  be  excused  for  a short  time. 

Reference  Committees  Nos.  1 and  2,  reported  that 
reports  would  be  ready  for  tomorrow’s  session. 

Report  of  Reference  Committee  No.  4 was  called 
for  and  Dr.  E.  E.  Koebbe,  Chairman,  gave  the  fol- 
lowing report: 

“No.  1.  Report  of  Uniform  Fee  Schedule  and 
Advisory  to  Governmental  Agencies:  We  recom- 
mend the  adoption  of  this  report,  and  I so  move, 
Mr.  Speaker.” 

The  motion  was  seconded  and  carried. 

No.  2.  Report  of  Prepayment  Medical  Care 
Committee,  pages  35  and  36  of  the  printed 
brochure:  We  recommend  adoption  of  this  re- 

port. I so  move.” 

The  motion  was  seconded  and  carried. 

“Also  the  Resolution  in  regard  to  $5,500.00 
Blue  Shield  Service  Contract:  We  recommend 

the  adoption  of  this  resolution.  I so  move.” 
The  motion  was  seconded,  and  discussion  followed 
relative  to  whether  or  not  this  was  aimed  to  apply 
to  large  employment  groups.  Doctor  Offerman  clar- 
ified the  point  and  the  question  was  called  for. 
The  motion  carried. 

“No.  3.  Report  of  the  United  Health  Fund 
Committee:  We  recommend  the  adoption  of 

this  report,  and  I so  move.” 

The  motion  was  seconded  and  carried. 

“No.  4.  Report  of  the  Committee  on  Medical 
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Education:  We  recommend  the  adoption  of  this 
report.  I so  move,  Mr.  Speaker.” 

The  motion  was  seconded  and  carried. 

“No.  5.  Report  of  Rural  Medical  Service  Com- 
mittee: We  recommend  the  adoption  of  this 

report,  and  I so  move.” 

The  motion  was  seconded  and  carried. 

“No.  6.  General  Report  of  Blue  Shield  for 
the  year  1953:  We  recommend  that  this  report 
be  accepted.  I so  move.” 

The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  Report  of  Reference 
Committee  No.  4 — Voluntary  Prepayments,  in  its 
entirety  be  accepted.  The  motion  was  seconded  and 
carried. 

The  report  of  Reference  Committee  No.  5 — 
Planning,  was  called  for  and  Dr.  J.  B.  Christensen, 
Chairman,  gave  the  following  report: 

“Our  committee  has  gone  over  some  of  the 
material  and  move  the  adoption  of  the  Public 
Relations  report  as  published  on  pages  37  and  38 
of  the  brochure.” 

The  motion  was  seconded  and  carried. 

“We  move  the  adoption  of  the  report  of  the 
Emergency  Medical  Service  Committee  as  print- 
ed on  page  26  of  the  report  brochure.” 

The  motion  was  seconded  and  carried. 

“Our  committee  requests  that  anyone  having 
an  opinion  or  information  he  wishes  to  give  to 
the  committee  on  the  practical  nurse  or  nurse- 
aide  training  program  that  he  meet  with  the 
committee  at  five  o’clock  in  this  room.  We 
would  like  to  add  that  we  understand  the  state 
medical  association  has  been  contacted  by  the 
nursing  profession,  but  that  no  recommenda- 
tions have  as  yet  been  made.  The  committee 
has  not  approved  the  material  given  to  it  and 
we  would  appreciate  any  additional  informa- 
tion.” 

“Also,  Dr.  Floyd  Rogers  gave  a supplemental 
report  this  morning,  and  we  would  appreciate 
your  opinions  as  to  whether  or  not  authority 
should  be  given  the  Planning  Committee  to 
proceed  on  their  own. 

“We  understand  the  Insurance  Committee,  Dr. 
George  Misko,  Chairman,  was  to  present  a re- 
port for  his  committee,  and  the  committee  would 
appreciate  expression  of  your  opinions  as  to  the 
malpractice  insurance  problem.” 

A motion  was  made  that  the  items  so  far  pre 
sented  in  the  report  of  Reference  Committee  No.  5 
—Planning,  be  approved.  The  motion  was  seconded 
and  carried. 

Report  of  Reference  Committee  No.  6 — Public 
Health,  was  presented  by  Dr.  Joseph  Gross  as  fol- 
lows: 

“We  recommend  that  the  report  of  the  Public 
Health  Committee  be  accepted  as  published, 
and  I so  move.” 

The  motion  was  seconded  and  carried. 

“We  recommend  that  the  report  of  the  Tuber- 
culosis Committee  be  accepted  as  published,  and 
in  addition  Dr.  Harry  Murphy,  Chairman,  has 
written  and  recommended  that  the  following  be 
incorporated  in  the  report: 

“ ‘Tuberculosis  Committee  recommends 


that  families  in  which  a tuberculous  case 
may  reside  or  a family  which  has  had  con- 
tact with  an  open  case  have  an  adequate 
diet.  This  is  to  insure  best  nutritional  con- 
dition possible  in  order  to  assist  these  pa- 
tients against  their  infection.’ 

“We  so  move  that  the  report,  as  amended,  be 
accepted. 

The  motion  was  seconded  and  carried. 

“We  recommend  that  the  report  of  the  Mental 
Hygiene  Committee  be  accepted  as  published, 
and  I so  move.” 

The  motion  was  seconded  and  canned. 

“We  recommend  that  the  report  of  the  Polio 
Coordinating  Committee  be  accepted  as  pub- 
lished, and  I so  move.” 

The  motion  was  seconded  and  carried. 

“We  recommend  that  the  report  of  the  Cere- 
bral Palsy  Committee  be  accepted  as  published, 
and  I so  move.” 

The  motion  was  seconded  and  carried. 

Doctor  Gross  stated  that  another  matter  which 
had  been  referred  to  the  committee  was  the  re- 
vised health  blank  for  teachers  in  which  some 
changes  had  been  made  by  the  Public  Health  Com- 
mittee. He  read  the  changes  that  were  made  and 
general  discussion  clarified  points  relative  to  small- 
pox and  diphtheria  vaccinations,  venereal  disease, 
and  tuberculin  tests  and  x-rays. 

Doctor  Gross  further  stated  that  it  was  the  feel- 
ing of  the  committee  that  the  revised  health  blank 
should  be  approved,  and  he  would  so  move. 

The  motion  was  seconded  and  carried. 

Doctor  Gross  stated  the  next  item  they  studied 
was  the  revision  of  the  existing  plan  for  treatment 
of  venereal  disease,  which  plan  had  already  been 
considered  by  the  House  of  Delegates  and  approved 
by  the  House  in  May,  1952.  The  plan  has  been  re- 
vised to  be  a little  more  liberalized,  and  he  sum- 
marized the  points  in  the  revision  of  the  plan. 

Doctor  Teal  called  attention  to  the  fact  that  the 
plan  pertained  to  indigent  cases. 

Doctor  Gross  continued: 

“It  is  the  feeling  of  Reference  Committee  No. 

6 — Public  Health,  that  these  changes  should  be 
adopted,  and  I so  move.” 

The  motion  was  seconded  and  carried. 

Doctor  Gross  then  again  read  the  following  reso- 
lution on  the  fluoridation  of  water  which  was  re- 
ferred to  his  committee. 

“WHEREAS,  the  fluoridation  of  community  water  supplies 
has  been  demonstrated  to  reduce  the  incidence  of  dental  decay 
among  children  by  approximately  two-thirds,  and 

WHEREAS,  the  complete  safety  of  fluoridation  has  been 
repeatedly  demonstrated  in  extensive  scientific  research,  and 

WHEREAS,  fluoridation  has  been  recommended  and  endorsed 
by  all  major  national  health  organizations  of  the  United  States, 
including  the  American  Dental  Association,  the  American  Med- 
ical Association  ,the  National  Research  Council,  the  Association 
of  State  and  Territorial  Health  Officers  and  many  others, 
therefore, 

RESOLVED,  that  the  Nebraska  State  Medical  Association  in 
session  here  today  hereby  reaffirms  its  endorsement  and 
approval  of  fluoridation  of  community  water  supplies  and  urges 
that  fluoridation  be  adopted  in  all  communities  in  the  State 
of  Nebraska  as  rapidly  as  local  conditions  will  permit,  and  be 
it  further 

RESOLVED,  that  the  Nebraska  State  Medical  Association 
hereby  go  on  record  commending  the  excellent  efforts  of  the 
local,  state  and  federal  departments  of  health  for  their  en- 
lightened efforts  to  make  the  benefits  of  fluoridation  available 
to  all  children  in  all  communities  of  the  State  of  Nebraska, 
and  be  it  further 
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RESOLVED,  that  a copy  of  this  resolution  be  forwarded  to 
the  Hon.  Robert  A.  Crosby,  Governor  of  the  State  of  Nebraska  ; 
to  Dr.  E.  A.  Rogers,  Director  of  the  Nebraska  State  Department 
of  Health  ; to  each  Senator  and  Representative  from  Nebraska 
serving  in  the  Congress  of  the  United  States. 

“It  is  the  feeling  of  our  committee  that  the  reso- 
lution should  be  adopted  as  read,  and  I so  move.” 
The  motion  was  seconded  and  carried. 

“Mr.  Speaker,  we  have  added  an  amendment  to 
the  resolution  which  we  would  like  to  present  to  you 
as  follows: 

“ ‘Amend  resolution  by  adding  to  the  last 
paragraph  “and  be  it  further’,  and  adding  an 
additional  paragraph  as  follows:  Resolved,  that 
a copy  of  this  resolution  be  forwarded  to  each 
local  health  officer  in  Nebraska,  and  to  the 
mayor  in  each  municipality  in  Nebraska  having 
a municipal  water  supply  system,  calling  their 
attention  to  the  authority  existing  in  the  Ne- 
braska Statutes  for  the  initiation  of  fluoridation 
of  water  supply,  as  expressed  in  the  opinion  of 
the  Attorney  General  of  Nebraska,  February  3, 
1951.’ 

“I  so  move  that  the  amendment  added  to  the  reso- 
lution be  approved.” 

The  motion  was  seconded  and  carried. 

“I  move  that  the  report  of  Reference  Committee 
No.  6 — Public  Health,  be  adopted  in  its  entirety.” 
The  motion  was  seconded  and  carried. 

The  chairman  of  Reference  Committee  No.  7 re- 
ported that  their  committee  would  have  a report  for 
tomorrow’s  session. 

Dr.  R.  S.  Wycoff,  Chairman,  Reference  Committee 
No.  3,  read  the  following  material  which  the  com- 
mittee wanted  to  add  to  their  report: 

“Proposal  to  change  Chapter  VII,  Section  3 
of  the  By-Laws,  as  proposed  yesterday  for 
amendment: 

“Following  the  suggestion  of  Dr.  McCarthy, 
your  committee  wishes  to  amend  the  proposed 
new  paragraph  in  Section  3 deleting  from  the 
first  line  the  words  ‘second  session’  and  substi- 
tuting the  words  ‘interim  session’,  and  adding  to 
Section  2 ‘and  shall  be  so  timed  as  to  coincide 
with  the  mid-winter  meeting  of  the  Board  of 
Councilors’  and  then  adding  the  sentence  ‘An 
agenda  of  all  proposed  changes  in  the  Constitu- 
tion and  By-Laws  shall  be  sent  to  each  Dele- 
gate at  least  60  days  prior  to  the  opening  of 
the  next  following  session’.” 

The  chair  ruled  this  proposed  change  would  lay 
over  for  one  day  and  would  be  read  again  at  tomor- 
row’s session,  at  which  time  necessary  action  will 
be  taken. 

New  business  was  called  for  and  Dr.  James  F. 
Kelly  read  the  following  resolution: 

RESOLUTION  TO  HOUSE  OF  DELEGATES 
WHEREAS,  we  are  fully  cognizant  of  the  over-all  praise- 
worthy action  of  our  senators  and  repre  enatives  in  regard 
to  obstructing  various  socialistic  measures  introduced  into  the 
legislative  channels  in  the  past 

AND  WHEREAS,  we  still  feel  the  failure  of  the  present 
administration  to  lessen  the  pressure  in  that  regard  makes 
it  imperative  for  us  to  petition  you  to  be  fully  alert  in  these 
matters, 

THEREFORE.  BE  IT  RESOLVED:  That  you  vote  against 

these  bills  and  any  appropriation  of  funds  which  is  intended 
to  carry  out  such  measures  as  Public  Health  Grant  S-2778  and 
Re-insurance  S-3114  and  all  grants  for  extension  and  im- 
provement projects  and  for  special  projects,  HR-8773  and 
similar  socialistic  bills. 

Notify  all  senators  and  congressmen  of  the  above 
action.  ‘ JAMES  F.  KELLY 


Dr.  J.  D.  McCarthy  asked  for  permission  of  the 
floor  and  stated  he  felt  the  A.M.A.  already  had  a 
committee  which  was  taking  care  of  this  matter  very 
efficiently.  Doctor  Teal  suggested  that  anyone 
having  any  ideas  relative  to  the  resolution  just  pre- 
sented should  contact  the  reference  committee  who 
would  be  glad  to  have  these  opinions. 

The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee 'No.  5 — Planning. 

Doctor  Kelly  also  presented  the  following  resolu- 
tion : 

HOUSE  OF  DELEGATES 

Gentlemen : 

In  view  of  the  fact  that  it  is  evident  to  any  ob- 
serving physician  that  the  attempt  to  socialize  med- 
icine is  still  making  progress,  it  seems  that  new  and 
stronger  measures  should  be  employed  to  prevent 
our  complete  socialization. 

As  your  President  I would  recommend  that  we 
form  in  Nebraska  on  a state-wide  level  an  Inter- 
Society  Committee  made  up  of  representatives  from 
dentistry,  chiropody,  pharmacy,  medicine,  and  pos- 
sibly insurance  and  one  or  two  other  groups. 

Such  a committee  was  formed  a few  years  ago 
at  the  county  level  to  work  during  a congressional 
election  and  it  was  extremely  successful.  Iowa, 
Illinois,  and  some  other  states  now  have  state-wide 
committees  of  this  character  and  this  is  what  it  is 
going  to  take  as  it  is  evident  that  we  must  have 
a direct  and  strong  voice  in  the  selection  of  our 
public  officials  both  at  the  state  level  and  at  the 
national  level  if  we  are  to  pi’event  the  complete  dis- 
solution of  our  present  system  of  caring  for  the  sick. 

THEREFORE,  BE  IT  RESOLVED.  That  this  House  of  Dele- 
gates  authorize  the  President  to  name  an  Inter-Society  Com- 
mittee to  function  with  similar  committees  from  other  profes- 
sional organizations  which  have  for  their  function  some  phase 
of  the  care  of  the  sick.  This  Inter-Society  Committee  would 
also  be  authorized  to  join  their  action  with  similar  committees 
from  neighboring  states  in  opposing  national  legislation  ad- 
verse to  our  present  system  of  medical  practice. 

The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee  No.  5 — Planning. 

There  being  no  further  business,  the  chair  de- 
clared the  House  adjourned  until  8 o’clock  Wednes- 
day, May  12,  1954. 

HOUSE  OF  DELEGATES 
May  12,  1954 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  at  8 o’clock  May  12,  1954,  by  Dr. 
Fritz  Teal,  Speaker,  in  the  Lancaster  Room,  Hotel 
Cornhusker,  Lincoln.  Thirty-five  members  were 
present. 

The  minutes  of  the  second  session  wei’e  read  by 
Dr.  R.  B.  Adams,  and  approved  as  read. 

The  report  of  Reference  Committee  No.  1 — 
Officers,  was  presented  by  Dr.  R.  C.  Reeder,  Chair- 
man, as  follows: 

“Item  1 — We  recommend  that  the  report  of 
the  Secx-etary-Treasurer,  as  published  in  the 
April  issue  of  the  Nebraska  State  Medical  Jour- 
nal, be  adopted,  and  I so  move.” 

The  motion  was  seconded  and  carried. 

“Item  2 — We  recommend  that  the  report  of 
the  Executive  Secretary  as  published  in  the 
April  issue  of  the  Nebraska  State  Medical  Jour- 
nal be  adopted.  I so  move.” 

The  motion  was  seconded  and  carried. 
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“Item  3 — We  recommend  that  the  report  of 
the  Delegate  to  the  North  Central  Medical  Con- 
ference be  adopted  as  published,  and  I so  move.” 
The  motion  was  seconded  and  carried. 

“Item  4 — We  recommend  that  the  report  of 
the  Editor  as  published  in  the  Nebraska  State 
Medical  Journal  be  adopted.  I so  move.” 

The  motion  carried. 

“Item  5 — We  recommend  that  the  report  of 
the  Medicolegal  Advice  Committee  be  adopted 
as  submitted.  I so  move.” 

The  motion  was  seconded  and  carried. 

Item  6 in  the  material  referred  to  Reference  Com- 
mittee No.  1 was  the  repoi’t  of  the  Council  on  Pro- 
fessional Ethics  and  Doctor  Morris  Nielsen  was 
given  permission  of  the  floor  to  give  this  report. 

A motion  was  made  that  the  oral  report  of  the 
Council  on  Professional  Ethics  as  given  by  Dr.  Niel- 
sen be  accepted.  The  motion  was  seconded  and  car- 
ried. 

Item  7 in  the  material  referred  to  Reference 
Committee'  No.  1 was  the  oral  report  of  the  Medical 
Service  Committee  but  Dr.  E.  B.  Reed,  Chairman, 
was  not  present  to  give  this  report.  Dr.  Reeder 
stated  the  report  would  be  presented  at  tomorrow’s 
session. 

A motion  was  made  and  seconded  that  the  re- 
port of  Reference  Committee  No.  1 be  adopted  as  a 
whole.  The  motion  carried. 

Report  of  Reference  Committee  2 — Council,  was 
presented  by  Dr.  A.  J.  Offerman,  Chairman. 

“Item  1 — We  recommend  the  adoption  of 
the  Audit  report  on  pages  3 to  12  of  the  annual 
audit,  and  I so  move.” 

The  motion  was  seconded  and  carried. 

“Item  2 — Report  of  Board  of  Trustees.  We 
recommend  the  adoption  of  this  report,  and  I 
so  move.” 

The  motion  was  seconded  and  carried. 

“Item  3 — We  recommend  the  adoption  of  the 
reports  of  the  Delegates  to  the  American  Med- 
ical Association  both  interim  and  regular  ses- 
sion, as  published.  I so  move.” 

The  motion  was  seconded  and  carried. 

“Item  4 — We  recommend  for  adoption  the 
report  of  the  Board  of  Councilors  that  the  fol- 
lowing named  members  of  the  Association  be 
granted  Life  Memberships: 

Dodge  County  — A.  O.  Fasser,  M.D.,  Fre- 
mont; R.  A.  Davies,  M.D.,  Arlington. 

Hall  County  — E.  E.  Farnsworth,  M.D., 
Santa  Barbara,  California. 

Howard  County  — A.  H.  Holm,  M.D., 
Wolbach. 

Lincoln  County  — A.  E.  Reeves,  M.D., 
North  Platte;  Joel  T.  Anderson,  M.D., 
North  Platte. 

Omaha  - Douglas  — Leo  A.  DeLanney, 
M.D.,  Omaha;  Clyde  Moore,  M.D.,  Omaha; 
John  E.  Simpson,  M.D.,  Omaha. 

York  County  — H.  O.  Bell,  M.D.,  York; 

B.  A.  Root,  M.D.,  York;  F.  W.  Karrer, 
M.D.,  York. 

Nuckolls  County  — J.  Allen  Trowbridge, 
M.D.,  Superior. 

“Mr.  Speaker,  I so  move.” 

The  motion  was  seconded  and  carried. 

“Item  5 — A letter  from  the  Nebraska  Coun- 
cil for  Better  Education  was  referred  to  our 
committee  and  we  recommend  that  the  Nebras- 


ka State  Medical  Association  join  the  Nebras- 
ka Council  for  Better  Education.  I so  move.” 

The  motion  was  seconded  and  carried. 

“Mr.  Speaker,  I would  like  to  move  the  adop- 
tion of  the  report  as  a whole.” 

The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  — Constitu- 
tion and  By-Laws,  was  given  by  Dr.  R.  S.  Wycoff, 
Chairman,  as  follows: 

“I  would  like  to  read  the  entire  section  3 of 
Chapter  VII  in  the  By-Laws  as  we  have  amend- 
ed it  so  that  you  will  hear  it  as  it  is  proposed 
for  final  passage: 

“ ‘The  House  of  Delegates  shall  meet  twice 
yearly.  One  meeting  shall  be  at  the  time  and 
place  of  the  Annual  Session.  It  may  meet  in 
advance  of,  or  remain  in  session  after  the  ad- 
journment of  the  Annual  Session  on  call  of  the 
Speaker.  The  meetings  of  the  House  shall  not 
Conflict  with  the  scientific  program  schedule 
unless  unavoidable.  Open  meetings  of  the  House 
of  Delegates  may  be  attended  by  all  members 
of  the  Association  who  are  in  good  standing 
and  registered  at  the  Annual  Session. 

“ ‘The  date  of  the  interim  session  of  the 
House  of  Delegates  shall  be  determined  by  the 
House  at  the  time  of  the  Annual  Session  and 
shall,  except  in  unusual  circumstances,  be  held 
during  January  or  February  of  the  ensuing 
year,  and  not  less  than  sixty  days  before  the 
time  of  the  Annual  Session;  and  shall  be  so 
timed  as  to  coincide  with  the  mid-western  meet- 
ing of  the  Board  of  Councilors.  An  agenda  of 
all  proposed  changes  in  the  Constitution  and 
By-Laws  shall  be  sent  to  each  Delegate  at  least 
60  days  prior  to  the  opening  of  the  next  follow- 
ing session.’ 

“Executive  meetings  may  be  attended  only  by 
members  of  the  House  of  Delegates  as  defined  in 
Article  VII,  Section  2.  Business  to  be  transacted 
at  executive  meetings  shall  be  sponsored  by  the 
House  of  Delegates,  the  Board  of  Councilors  or  the 
Board  of  Trustees.” 

"Mr.  Speaker,  I move  the  adoption  of  this 
amendment.” 

The  motion  was  seconded  and  carried. 

Dr.  Wycoff  continued: 

“With  the  passage  of  this  amendment,  we 
have  two  further  changes  to  bring  the  Consti- 
tution and  By-Laws  into  accord  with  the  action 
you  have  just  taken  . 

“Proposal  to  change  Committee  report  on 
Amendment  of  Chapter  XVI  of  the  By-Laws: 

“ ‘Because  of  the  adoption  of  the  amend- 
ment providing  for  two  meetings  per  year 
of  the  House  of  Delegates,  we  wish  to  add 
to  the  proposed  addition  as  follows:  After 

the  word  ‘annual’  in  the  first  line,  and  also 
in  the  last  line,  add  the  words  ‘or  interim’. 
“This  will  make  the  entire  chapter  read  as 
follows: 

“ ‘These  By-Laws  may  be  amended  at 
any  annual,  or  interim,  session  by  a two- 
thirds  vote  of  the  members  of  the  House 
of  Delegates  present  and  voting;  and  fur- 
ther provided  that  the  proposed  amendment 
has  been  presented  in  writing  in  the  open 
meeting  of  the  House  of  Delegates,  and  has 
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laid  on  the  table  for  one  day.  Proposed 
changes  in  the  By-Laws  must  be  presented 
to  the  chairman  of  the  Standing  Committee 
on  Constitution  and  By-Laws  not  less  than 
sixty  days  before  the  date  of  the  annual, 
or  interim,  session.’ 

“This  correction  is  necessary  to  bring  this 
paragraph  into  harmony  with  the  new  provision 
for  two  meetings  per  year  of  the  House  of 
Delegates. 

The  chair  ruled  this  change  would  have  to  lay 
over  until  tomorrow. 

“Proposal  to  further  change  Artcile  XIII  of 
the  Constitution,  as  follows: 

“In  addition  to  the  changes  proposed  yester- 
day, your  Committee  wishes  to  amend  the  pro- 
posed changed  paragraph  as  follows: 

“ ‘In  the  last  sentence,  put  the  word  ‘a’ 
in  front  of  the  first  word,  ‘two-thirds’; 

“ ‘then  insert  the  words  ‘members  of  the’ 
in  front  of  the  word  ‘house’;  and  after  the 
word  ‘Delegates’  insert  the  words  ‘present 
and  voting’. 

“This  would  make  Article  XIII  read  as  fol- 
lows: 

“ ‘Proposed  amendments  to  any  article  of 
this  Constitution  shall  be  presented  in  writ- 
ing in  open  meeting  during  an  annual,  or 
interm,  session  of  the  House  of  Delegates. 
Copies  of  such  amendments  shall  be  sent  to 
each  component  society  at  least  60  days 
prior  to  the  opening  of  the  next  correspond- 
ing annual,  or  interim,  session,  at  which 
time  final  vote  shall  be  taken.  A two-thirds 
vote  of  the  members  of  the  House  of  Dele- 
gates present  and  voting  shall  amend  any 
Article  of  this  Constitution.  ” 

The  chair  ruled  this  change  would  have  to  lay 
on  the  table  for  one  year. 

Report  of  Reference  Committee  No.  4 — ■ Volun- 
tary Prepayment,  was  called  for  and  Dr.  E.  E. 
Koebbe  reported  as  follows: 

“We  have  an  additional  report  in  reference  to 
the  progress  report  made  on  the  United  Health 
Fund  Drive  as  read  by  Dr.  Kelly  yesterday. 
The  committee  recommends  the  adoption  of  this 
report,  and  I so  move.” 

The  motion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  5 — 
Planning,  was  given  by  Dr.  J.  B.  Christensen. 

“Mr.  Chairman,  our  committee  moves  the 
adoption  of  the  report  on  Allied  Professions.” 
The  motion  was  seconded  and  carried. 

“Mr.  Chairman,  we  have  the  supplemental 
report  of  the  Planning  Committee  to  the  House 
of  Delegates,  and  after  consideration  and  inter- 
views, we  would  like  to  add  to  our  report  the 
following  recommendation: 

“ ‘The  House  of  Delegates  instructs  the 
Planning  Committee  to  further  consider  the 
question  of  medical-legal  testimony  and  the 
question  of  a joint  medical-legal  committee, 
and  give  the  Planning  Committee  authority 
to  speak  for  and  bind  the  Nebraska  State 
Medical  Association  in  this  matter.’ 

“I  move  the  adoption  of  this  report  with  this 
addition.” 


The  motion  was  seconded  and  carried. 

“The  following  resolution  was  referred  to  us 
by  the  Chairman  of  the  Hospital  and  Profes- 
sional Relations  Committee  which  I do  not 
believe  had  been  read: 

“WHEREAS,  the  A.M.A.  has  reiterated  in  1937,  1950,  1951 
and  1953,  that  hospital  insurance  contracts  should  exclude  all 
medical  services  ; and 

“WHEREAS,  the  A.M.A.  has  defined  in  1950,  1951  and 

1953,  that  radiology,  pathology,  anaesthesiology  and  physiatry 
constitute  medical  services  and  should  be  included  in  medical 
insurance  benefits  and  not  in  the  hospital  contract ; and 

“WHEREAS,  the  A.M.A.  holds  that  the  patient  should  have 
free  choice  of  physician  ; and 

“WHEREAS,  the  Blue  Cross-Blue  Shield  health  insurance 
contract  for  the  meat  packing  industry  and  some  other  recent 
health  insurance  contract?  restrict  benefits  for  professional 
services  in  radiology,  pathology,  anaesthesiology  and  physiatry- 
to  services  “when  rendered  by  a salaried  employee  of  a hos- 
pital” ; and 

“WHEREAS,  such  health  insurance  contract?  prevent  free 
choice  of  physician,  exclude  direct  professional  fee  for  services, 
dilute  professional  responsibility,  promote  the  corporate  prac- 
tice of  medicine  and  add  accessory  noncontributory  hospital 
expenses  ; 

“THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  go  on  record  as  definitely  opposed  to  the 
restriction  of  any  insurance  benefits  for  profes  ional  services 
to  those  “rendered  by  a salaried  employee  of  a hospital”  and 
to  all  insurance  contracts  which,  by  implication  tend  to  define 
radiology,  pathology,  anaesthesiology  and  physiatry  as  “ancillary- 
hospital  services”  ; and 

“Be  IT  FURTHER  RESOLVED,  that  a copy  of  this  resolu- 
tion be  forwarded  to  the  Insurance  Commissioner  of  the  State 
of  Nebraska,  to  all  agencies  offering  health  insurance  in 
Nebraska,  to  Medical  Indemnity  of  America,  Inc.,  Health  Serv- 
ice, Inc.,  The  Health  Insurance  Council  and  to  the  Administra- 
tor of  each  hospital  in  Nebraska. 

HOWARD  B.  HUNT,  M.D., 
Chairman,  Hospital  and 
Professional  Relations 
Committee 

“Our  committee  moves  the  adoption  of  this 
resolution.” 

The  motion  was  seconded  and  carried. 

“We  have  two  resolutions  submitted  by  Dr. 
James  Kelly.  The  first  one  reads  as  follows: 

HOUSE  OF  DELEGATES 

“Gentlemen: 

‘In  view  of  the  fact  that  it  is  evident  to  any 
observing  physician  that  the  attempt  to  social- 
ize medicine  is  still  making  progress,  it  seems 
that  new  and  stronger  measures  should  be  em- 
ployed to  prevent  our  complete  socialization. 

‘As  your  President  I would  recommend  that 
we  form  in  Nebraska  on  a state-wide  level  an 
Inter-Society  Committee  made  up  of  represent- 
atives from  dentistry,  chiropody,  pharmacy, 
medicine,  and  possibly  insurance  and  one  or  two 
other  groups. 

‘Such  a committee  was  formed  a few  years 
ago  at  the  county  level  to  work  during  a con- 
gressional election  and  it  was  extremely  suc- 
cessful. Iowa,  Illinois,  and  some  other  states 
now  have  state-wide  committees  of  this  char- 
acter and  this  is  what  it  is  going  to  take  as  it 
is  evident  that  we  must  have  a direct  and  strong 
voice  in  the  selection  of  our  public  officials  both 
at  the  state  level  and  at  the  national  level  if 
we  are  to  prevent  the  complete  dissolution  of 
our  present  system  of  caring  for  the  sick. 

‘THEREFORE,  BE  IT  RESOLVED  ; That  this  House  of  Del- 
egates authorize  the  President  to  name  an  Inter-Society  Com- 
mittee to  function  with  similiar  committees  _ from  other  pro- 
fessional organizations  which  have  for  their  function  some 
phase  of  the  care  of  the  sick.  This  Inter-Society  Committee 
would  also  be  authorized  to  join  their  action  with  similar  com- 
mittees from  neighboring  states  in  opposing  national  legisla- 
tion adverse  to  our  present  system  of  medical  practice.' 
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“Our  committee  felt  that  this  should  be  re- 
ferred back  to  the  author  for  more  specific  in- 
formation on  the  objectives,  and  we  would  like 
to  know  if  this  program  conflicts  with  the 
A.M.A.  in  interstate  matters.  We  want  to  be 
shown  how  this  committee  activity  would  be 
clear  of  the  Hatch  Act  forbidding  participation 
in  political  activity.  Therefore,  we  would  not 
recommend  that  it  be  adopted  in  its  present 
form.  I so  move.” 

The  motion  was  seconded  and  carried. 

“Following  is  the  second  resolution  referred 
to  our  committee: 

RESOLUTION  TO  HOUSE  OF  DELEGATES 
“ ‘WHEREAS,  we  are  fully  cognizant  of  the  over-all  praise- 
worthy action  of  our  senators  and  representatives  in  regard 
to  obstructing  various  socialistic  measures  introduced  into  the 
legislative  channels  in  the  past 

‘AND  WHEREAS,  we  still  feel  that  the  failure  of  the  pres- 
ent administration  to  lessen  the  pressure  in  that  regard  makes 
it  imperative  for  us  to  petition  you  to  be  fully  alert  in  these 
matters, 

‘THEREFORE,  BE  IT  RESOLVED:  That  you  vote  against 

these  bills  and  any  appropriation  of  funds  which  is  intended 
to  carry  out  such  measures  as  Public  Health  Grant  S-2778  and 
Re-insurance  S-3114  and  all  grants  for  extension  and  im- 
provement projects  and  for  special  projects,  HR-8773  and 
similar  socialistic  bills. 

‘Notify  all  senators  and  congressmen  of  the 
above  action.’ 

“It  was  the  feeling  of  our  committee  that  at 
present  there  is  a very  definite  systeixi  woi'ked 
out  at  the  A.M.A.  level,  filtering  down  to  the 
states,  which  is  contacting  them  and  keeping 
them  alei't  on  all  hearings  and  bills  proposed, 
and  we  feel  it  would  be  better  to  send  messages 
to  our  congressmen  and  senators  telling  of  our 
appreciation  of  their  efforts  and  congratulating 
them  on  their  good  work.  We  recommend  that 
the  resolution  be  rejected.  I so  move.” 

The  motion  was  seconded  and  carried. 

“Mr.  Speaker,  I move  that  our  report  as 
submitted  be  accepted.” 

The  xxxotion  was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  7 — 
Miscellaneous,  was  presented  by  Dr.  H.  D.  Runty, 
Chairman; 

“Your  committee  recommends  the  adoption 
of  the  repoi’t  of  the  Speaker’s  Bureau  as  planted. 

I so  move.” 

The  motion  was  seconded  and  carried. 

“We  recommend  that  the  report  of  the  Can- 
cer Committee  as  pi’inted  in  the  brochure  be 
adopted,  and  I so  move.” 

The  motion  was  seconded  and  cai’ried. 

“We  recommend  that  the  1’eport  of  the  Dia- 
betes Committee  be  adopted  as  pi’inted.  I so 
move.” 

The  motion  was  seconded  and  cari’ied. 

“We  recommend  that  the  report  of  the  In- 
dustrial Health  Committee  be  adopted  as  print- 
ed. I so  move.” 

The  motion  was  seconded  and  cari’ied. 

The  resolution  relative  to  motor  car  deaths  in 
the  United  States  formulated  by  the  Colorado  State 
Medical  Society  and  recommended  by  the  Board 
of  Councilors  was  again  read  by  Dr.  Runty. 

Dr.  Runty  stated  that  the  committee  felt  this  was 
a worthwhile  resolution  and  that  the  committee 
would  so  move  its  adoption.  The  motion  was  sec- 
onded and  carried. 


A motion  was  made  that  the  report  of  Reference 
Committee  No.  7 be  adopted  as  a whole.  The  mo- 
tion was  seconded  and  carried. 

Dr.  George  Misko,  Chairman  of  the  Insurance 
Committee,  was  given  permission  of  the  floor  and 
read  a report  of  the  study  the  committee  had  made 
relative  to  the  malpractice  insurance  problem. 

A motion  was  made  that  the  report  be  accepted. 
The  motion  was  seconded  and  discussion  called  for 
by  the  chair. 

Doctor  McCarthy  asked  for  permission  of  the 
floor  and  complimented  Doctor  Misko  on  the  ex- 
cellent report.  He  further  made  the  suggestion  that 
the  report  should  be  mimeographed  and  sent  to 
every  member  of  the  Nebraska  State  Medical  As- 
sociation. 

General  discussion  by  Drs.  Gross,  Kelly,  and  Mc- 
Carthy followed,  and  then  the  question  was  called 
for  by  the  chair. 

The  motion  carried. 

A motion  was  made  and  seconded  that  a copy  of 
the  Insurance  Committee  report  be  sent  to  every 
member  of  the  Nebraska  State  Medical  Association. 
The  motion  carried. 

New  business  was  called  for  and  Dr.  Otis  Miller 
read  the  following  resolution: 

RESOLUTION 

“WHEREAS,  the  Nebraska  State  Medical  Association,  after 
a great  deal  of  study  and  thought,  has  prepared  a fee  schedule 
which  has  been  accepted  by  all  governmental  agencies,  and- 
“WHEREAS,  the  unit  price  set  was  ten  cents  (10c)  and  the 
general  economic  situation  of  the  state  has  not  appreciably 
changed,  and 

“WHEREAS,  it  is  highly  desirable  that  uniformity  among 
counties  be  maintained  ; 

“THEREFORE  BE  IT  RESOLVED,  that  all  counties  be 
urged  to  insist  that  the  unit  price  of  ten  cents  flOc)  be 
maintained  in  the  negotiations  between  members  of  the  Ne- 
braska State  Medical  Association  and  all  relief  agencies  of 
those  counties.” 

The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee  No.  4. 

The  following  resolution  was  presented  for  the 
Hall  County  Medical  Society: 

“Resolve  that  since  it  appears  that  there  are 
a considerable  number  of  unscrupulous  health 
insurance  companies  that  are  promising  much 
and  producing  little,  it  is  our  opinion  that  this 
should  be  investigated  by  the  State  Medical 
Association  and  steps  be  taken  to  improve  this 
situation.  It  is  the  wish  of  this  Hall  County 
Medical  Society  that  our  delegates  present  this 
resolution  at  the  next  State  Meeting.” 

The  chair  ruled  this  matter  would  be  referred 
to  Reference  Committee  No.  4. 

There  being  no  further  business,  the  chair  de- 
clared the  meeting  adjourned. 

HOUSE  OF  DELEGATES 
May  13,  1954 

The  fourth  session  of  the  House  of  Delegates 
was  called  to  order  at  8 a.m.  by  Dr.  Fritz  Teal, 
Speaker,  in  the  Lancaster  Room,  Hotel  Cornhusker, 
Lincoln,  Nebraska.  Twenty-five  members  were  pres- 
ent. 

The  minutes  of  the  third  session  were  approved 
as  presented  by  Dr.  R.  B.  Adams,  Secretary-Treas- 
urer. 

The  report  of  the  Nominating  Committee  was 
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called  for  by  the  chair.  Dr.  E.  E.  Koebbe  read  the 
following  report: 

“Mr.  Speaker,  Members  of  the  House  of  Dele- 
gates: 

“Your  Nominating  Committee  wishes  to  make 
the  following  report — 

“For  President-Elect,  W.  E.  Wright 

Vice  President,  Clarence  E.  Minnick 
Vice  Speaker,  House  of  Delegates,  J.  B. 
Christensen 

Councilor,  1st  District,  Paul  Read 
Councilor,  2nd  District,  W.  C.  Kenner 
Councilor,  3rd  District,  Harvey  Runty 
Councilor,  4th  District,  W.  Benthack 
Delegate  to  A.M.A.,  J.  D.  McCarthy 
Alternate  Delegates  to  A.M.A.,  Harold 
S.  Morgan 

Delegate  to  North  Central  Conference, 
Floyd  Rogers 

Board  of  Directors,  Nebraska  Medical 
Service: 

1.  E.  W.  Bantin 

2.  W.  W.  Carveth 

3.  N.  J.  Everitt 

4.  J.  P.  Redgwick 

W.  E.  SHOOK,  M.D. 

WM.  W.  NOYES,  M.D. 
RICHARD  EGAN,  M.D. 

E.  E.  KOEBBE,  M.D. 

M.  A.  JOHNSON,  M.D. 

THOS.  D.  FITZGERALD,  M.D. 
L.  S.  McNEILL,  M.D. 

JOHN  T.  McGREER,  JR.,  M.D. 
J.  P.  BROWN,  M.D. 

W.  E.  SHOOK,  M.D. 

RAY  S.  WYCOFF,  M.D. 

Nominations  from  the  floor  were  called  for  but 
none  was  presented. 

A motion  was  made  and  seconded  to  accept  the 
report  of  the  Nominating  Committee,  and  that  the 
secretary  be  instructed  to  cast  the  unanimous  ballot 
for  the  officers  named.  The  motion  carried. 

The  secretary  cast  the  unanimous  ballot  of  the 
House  and  the  following  became  the  newly  elected 
officers  of  the  Nebraska  State  Medical  Association: 
President-Elect,  W.  E.  Wright,  M.D.,  Creighton 
Vice  President,  Clarence  E.  Minnick,  M.D.,  Cam- 
bridge 

Vice  Speaker,  House  of  Delegates,  J.  B„  Christ- 
ensen, M.D.,  Omaha 

Councilor,  1st  District,  Paul  Read,  M.D.,  Omaha 
Councilor,  2nd  District,  W.  C.  Kenner,  M.D.,  Ne- 
braska City 

Councilor,  3i-d  District,  Harvey  Runty,  M.D.,  De- 
Witt 

Councilor,  4th  District,  Walter  Benthack,  M.D., 
Wayne 

Delegate  to  A.M.A.,  J.  D.  McCarthy,  M.D.,  Omaha 
Alternate  Delegate  to  A.M.A.,  Harold  S.  Morgan, 
M.D.,  Lincoln 

Delegate  to  North  Central  Conference,  Floyd  L. 
Rogers,  M.D.,  Lincoln 

Board  of  Directors,  Nebraska  Medical  Service: 

1.  E.  E.  Bantin,  M.D  , Omaha 

2.  W.  W.  Carveth,  M.D.,  Lincoln 

3.  N.  J.  Everitt,  M.D.,  Omaha 

4.  J.  P.  Redgwick,  M.D.,  Omaha 

The  chair  appointed  Drs.  W.  W.  Carveth  and  Earl 


F.  Leininger  to  bring  the  newly  elected  president 
before  the  House. 

The  supplementary  report  of  Reference  Committee 
No.  1 was  called  for  and  Dr.  E.  B.  Reed  was  asked 
hy  the  reference  committee  chairman  for  a resume 
of  his  oral  report  before  the  Board  of  Councilors. 

Dr.  E.  B.  Reed  gave  a short  resume  of  the  re- 
port of  the  Medical  Service  Committee. 

A motion  was  made  and  seconded  that  the  re- 
port be  approved.  The  motion  carried. 

Drs.  Carveth  and  Leininger  presented  Dr.  W.  E. 
Wright  to  the  House  and  Doctor  Wright  thanked 
the  House  for  the  great  honor  he  had  received. 

Dr.  R.  S.  Wycoff,  Chairman,  Reference  Commit- 
tee No.  3,  read  the  following  final  report: 

“Proposal  to  change  committee  report  on 
Amendment  of  Chapter  XVI  of  the  By-Laws: 
“Because  of  the  adoption  of  the  amendment 
providing  for  2 meetings  per  year  of  the  House 
of  Delegates,  we  wish  to  add  to  the  proposed 
addition  as  follows:  after  the  word  ‘annual’  in 

the  first  line,  and  also  in  the  last  line,  add  the 
words  ‘or  interim’. 

“This  will  make  the  entire  chapter  read  as 
follows: 

“ ‘ These  By-Laws  may  be  amended  at 
any  annual,  or  interim,  session  by  a two- 
thirds  vote  of  the  members  of  the  House  of 
Delegates  present  and  voting;  and  further 
provided  that  the  proposed  amendment  has 
been  presented  in  writing  in  the  open  meet- 
ing of  the  House  of  Delegates,  and  has  laid 
on  the  table  for  one  day.  Proposed  changes 
in  the  By-Laws  must  be  presented  to  the 
chairman  of  the  Standing  Committee  on 
Constitution  and  By-Laws  not  less  than  six- 
ty days  before  the  date  of  the  annual,  or 
interim,  session.’ 

“This  correction  is  necessary  to  bring  this 
paragraph  into  harmony  with  the  new  provision 
for  two  meetings  per  year  of  the  House  of 
Delegates. 

“Mr.  Speaker,  I move  the  adoption  of  this 
amendment.” 

The  motion  was  seconded  and  carried. 

The  supplemental  report  of  Reference  Committee 
No.  4 was  called  for,  and  Dr.  E.  E.  Koebbe,  Chair- 
man, again  read  the  resolution  presented  by  Dr. 
Otis  Miller  pertaining  to  the  unit  price  in  the  fee 
schedule.  Doctor  Koebbe  continued: 

“Your  committee  has  considered  this  matter 
and  notes  that  in  the  resolution  it  says  that 
‘all  counties  be  urged  to  insist  that  the  unit 
price  of  ten  cents  be  maintained’.  The  reference 
committee,  therefore,  recommends  the  adoption 
of  this  resolution.” 

The  motion  was  seconded  and  carried. 

The  resolution  introduced  by  Dr.  B.  B.  Woodruff 
of  the  Hall  County  Medical  Society  was  again  read 
by  Doctor  Koebbe,  and  the  flolowing  report  made: 
“Your  reference  committee  is  very  sympa- 
thetic with  the  thought  resolved  and  the  intent 
of  this  resolution.  We,  however,  are  unable  to 
arrive  at  a suitable  plan  to  accomplish  these 
ends.  We  suggest  that  the  resolution  be  re- 
turned to  the  authors  for  more  specific  sugges- 
tions as  how  to  enlighten  the  public.  Reference 
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is  also  made  to  the  Public  Relations  Committee 
report  on  page  37  of  the  brochure,  which  calls 
attention  to  some  of  the  points  to  be  considered. 
The  committee  recommends  the  rejection  of  the 
resolution  in  its  present  form.  Mr.  Speaker, 

I so  move.” 

The  motion  was  seconded  and  carried. 

A supplementary  report  of  Reference  Committee 
No.  6 was  given  by  Dr.  J.  F.  Gross.  He  stated  that 
a supplementary  report  from  the  Polio  Coordinating 
Committee  relative  to  gamma  globulin  had  been 
handed  to  the  reference  committee,  and  he  then 
briefed  the  report  for  the  House.  He  said  the  com- 
mittee felt  this  report  should  be  adopted  as  sub- 
mitted, and  that  he  would  so  move.  The  motion 
was  seconded  and  carried. 

He  continued  his  report  by  stating  the  committtee 
had  again  been  contacted  regarding  the  teacher’s 
health  blank,  and  after  study  the  committee  felt 
that  the  following  should  be  added  after  section  3 
which  refers  to  tuberculin  testing: 

“(Note:  This  examination  required  only  every 
three  years  for  renewal  examinations.) 

“Mr.  Speaker,  we  so  move.” 

The  motion  was  seconded  and  carried. 

“There  are  certain  teachers  in  the  state  who 
have  so  qualified  themselves  to  teach  for  life. 
These  are  given  a permanent  certificate.  Our 
committee  feels  the  matter  of  teachers  with  per- 
manent certificates  is  a public  health  problem 
and  should  be  referred  to  the  permanent  Com- 
mittee on  Public  Health  for  investigation  and 
any  recommendations  they  might  have.  I so 
move.” 

The  motion  was  seconded  and  carried. 

The  next  order  of  business  was  the  setting  of  the 
time  of  the  interim  meeting  of  the  House. 

A motion  was  made  and  seconded  that  the  interim 
session  of  the  House  of  Delegates  be  held  in  Febni- 
ary,  the  exact  time  to  be  determined  by  the  Exec- 
utive Secretary  and  Secretary-Treasurer.  The  mo- 
tion carried. 

Dr.  A.  J.  Offerman  made  the  motion  that  the 
next  Annual  Session  of  the  Nebraska  State  Medical 
Association  be  held  in  Omaha.  The  motion  was 
seconded  and  carried. 

A motion  was  made  that  the  usual  amenities  be 
made  by  letter  to  the  Chamber  of  Commerce,  the 
Hotel  Cornhusker,  and  the  Lancaster  County  Med- 
ical Society.  The  motion  was  seconded  and  carried. 

The  question  was  raised  as  to  the  number  of 
persons  to  represent  the  association  at  the  meet- 
ings of  the  Nebraska  Council  for  Better  Education. 

A motion  was  made  that  the  President  of  the 
Association  attend,  if  he  possibly  can,  and  that  he 
appoint  additional  members  needed  to  make  up  the 
quota  for  membership  attendance  to  this  council. 
The  motion  was  seconded  and  carried. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 

Report  of 

COMMITTEE  ON  ALLIED  PROFESSIONS 

E.  W.  Hancock.  M.D.,  Chairman,  Lincoln  ; R.  R.  Brady, 
M.D.,  Ainsworth  ; A.  E.  Freed,  M.D.,  Omaha  ; C.  W.  Guildner, 
M.D.,  Hastings,  and  W.  J.  McMartin,  M.D.,  Omaha. 

Your  Committee  on  Allied  Professions  has  con- 


sidered four  proposals  which  were  referred  to  it 
and  wishes  to  report  as  follows: 

1.  The  committee  recommends  that  the  “Manual 
of  Nursing  Procedures  for  Nursing  Homes  Caring 
for  the  Aged  or  Infirm”  be  approved  by  the  Society. 

2.  That  the  Society  reaffirm  its  approval  of 
courses  for  the  training  of  practical  nurses,  to  con- 
sist in  one  year’s  course  of  study,  these  courses  to 
be  conducted  by  local  Boards  of  Education,  with 
the  supervision  and  assistance  of  the  State  De- 
partment of  Vocational  Education.  That  we  recog- 
nize the  need  for  shorter  on-the-job  training  cour- 
ses but  recommend  that  they  be  restricted  to  areas 
where  the  longer  courses  are  not  practicable. 

3.  The  committee  does  not  recommend  that  the 
Society  participate  in  the  proposed  program  for 
training  of  nurse  aides.  We  feel  that  this  is  a 
problem  which  should  be  handled  by  the  hospitals, 
with  consideration  of  their  individual  needs  for  this 
type  of  personnel. 

4.  The  committee  recommends  further  study  of 
the  proposal  to  set  up  a State  Joint  Commission  for 
the  Improvement  of  the  Care  of  the  Patient.  We 
have  no  recommendation  for  participation  of  the 
Society  in  this  activity  at  this  time. 

Committee  on  Allied  Professions, 

S.  E.  HANCOCK, 

Chairman 

Supplemental  Report 

PLANNING  COMMITTEE 
to  the 

HOUSE  OF  DELEGATES 

The  1954  Special  Session  of  the  House  of  Dele- 
gates requested  the  Planning  Committee  to  con- 
sider the  question  of  medical-legal  testimony  and 
the  question  of  a joint  medical-legal  committee.  The 
Planning  Committee  has  not  met  since  that  time; 
however,  the  chairman  has  made  some  preliminary 
investigation  with  the  President  of  the  Nebraska 
Bar  Association  and  with  other  leaders  of  the  legal 
profession.  The  legal  profession  is  much  inter- 
ested in  this  and  are  delegating  a committee  of  their 
organization  to  meet  with  the  Planning  Commit- 
tee. 

At  this  early  time  it  appears  that  it  would  be 
necessary  to  enact  a law  in  order  to  establish  pre- 
trial conferences  for  the  purpose  of  determining 
strictly  medical  questions.  In  the  near  future  the 
Planning  Committee  will  meet  with  the  committtee 
of  the  Nebraska  Bar  Association.  It  could  be  that 
these  groups  will  desire  to  write  a bill  in  order  to 
establish  pre-trial  conferences  and  attempt  to  have 
the  next  legislature  enact  this  into  law. 

In  all  probability  the  House  of  Delegates  will 
not  meet  again  in  time  to  approve  such  a bill 
before  the  legislature  meets.  The  House  of  Dele- 
gates should  instruct  the  Planning  Committee  as  to 
their  authority.  That  is,  do  you  desire  to  give  the 
Planning  Committee  authority  to  speak  for  the 
Nebraska  State  Medical  Association  in  this  matter, 
or  do  you  prefer  to  have  another  report  at  the 
next  meeting  of  the  House  of  Delegates  even  though 
it  might  postpone  the  enactment  of  such  a law  for 
a period  of  two  years? 

Respectfully  submitted, 

FLOYD  L.  ROGERS,  M.D.. 

Chairman  Planning  Committee 
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PROGRESS  REPORT 
of 

UNITED  HEALTH  FUND  COMMITTEE 

This  is  a progress  report  on  the  work  of  the 
United  Health  Fund  Drive  Committee: 

During  the  year  the  United  Health  Fund  Com- 
mittee received  considerable  encouragement  from 
members  of  the  Association  and  prominent  lay- 
men who  feel  that  a single  drive  to  replace  this 
great  number  of  collections  with  their  Variations 
and  bally-hoo  would  be  a fine  thing. 

Our  inability  to  put  on  a drive  last  year  was 
simply  due  to  the  fact  that  too  many  of  these 
organizations  has  priority  committments  to  put  on 
drives  this  year.  As  we  understand  it  now,  there 
are  no  committments  for  next  year’s  drives  by  any 
of  the  major  groups  and  we  expect  the  important 
ones  to  join  with  us  next  year. 

During  the  year  a drive  was  put  on  in  this  state 
without  any  consideration  whatsoever  of  any  med- 
ical guidance  or  associates  and  twenty-five  thou- 
sand dollars  was  collected  for  some  New  York 
headquarter’s  distribution.  It  is  our  duty  to  pro- 
tect the  public  from  such  drives  and  until  we  assert 
our  authority  in  these  matters,  the  public  will  have 
no  place  to  go  for  guidance. 

Respectfully  submitted, 

JAMES  F.  KELLY,  M.D.. 

Chairman  United  Health  Fund  Drive  Committee 

Supplementary  Report  of 

POLIOMYELITIS  COORDINATING  COMMITTEE 

Harold  N.  Neu,  M.D.,  Chairman,  Omaha  ; F.  G.  Gillick,  M.D., 
Omaha;  J.  P.  Tollman,  M.D.,  Omaha;  E.  W.  Hancock,  M.D., 
Lincoln  ; W.  R.  Hamsa,  M.D.,  Omaha  ; Fritz  Teal,  M.D., 
Lincoln,  and  Wm.  Gentry,  M.D.,  Gering. 

Additional  meetings  of  the  Poliomyelitis  Coord- 
inating Committee  were  held  during  the  first  months 
of  1954.  Most  of  the  sub-committee  meetings  con- 
sisted of  discussions  concerning  further  clarifica- 
tions of  the  field  trial  of  the  polio  vaccine.  Doug- 
las County  and  Lancaster  County  were  finally  select- 
ed by  the  National  Foundation  for  Infantile  Paraly- 
sis as  the  counties  in  which  the  field  trials  would 
be  conducted.  The  method  was  to  give  the  vaccine 
to  all  second  grade  children  and  to  use  the  first 
and  third  grade  children  as  controls.  These  pro- 
grams were  under  the  direction  of  the  local  health 
officer  working  in  close  collaboration  with  the  local 
Advisory  Committee  of  the  National  Foundation  and 
with  the  local  medical  societies.  A high  degree  of 
cooperation  was  obtained  in  both  counties  from  the 
physicians  as  well  as  from  other  agencies,  which 
should  insure  a successful  field  trial  of  the  vaccine. 

On  April  28th  another  meeting  of  the  Committee 
was  held,  in  which  there  was  planning  concerning 
the  use  of  gamma  globulin  during  the  summer  of 
1954.  The  recommendations  adopted  by  the  Com- 
mittee were  as  follows: 

1.  That  poliomyelitis  immune  globulin  be  used 
only  in  group  inoculations  in  groups  larger  than  a 
single  family  unit,  such  as  a neighborhood,  an  apart- 
ment house,  a housing  project,  a school  or  insti- 
tution, a camp,  an  area  or  district  within  a com- 
munity, or  a community  as  a whole. 

2.  That  the  State  Health  Officer  shall  determine, 
in  the  light  of  existing  circumstances,  those  people 
who  for  this  purpose  constitute  a group,  making 
certain  the  group  is  larger  than  a single  family  or 


single  household;  shall  determine  the  time  when 
the  group  inoculation  is  to  be  given,  the  area  in 
which  it  will  be  used,  and  the  size  of  the  dose 
to  be  given  each  individual.  (In  1953  the  average 
dose  was  7 cc.;  it  is  recommended  that  this  be  in- 
creased to  10  cc..  in  1954.) 

3.  That  poliomyelitis  immune  globulin  shall  be 
reserved  for  those  areas  in  which  the  vaccine  field 
trials  are  not  being  conducted.  This  shall  not  affect 
the  use  of  gamma  globulin  for  control  of  measles 
and  infectious  hepatitis  and  in  unusual  circum- 
stances, as  shall  be  determined  by  the  State  Health 
Officer. 

4.  Information  concerning  the  method  and  form 
to  be  employed  in  securing  gamma  globulin  from  the 
State  Health  Officer  or  from  Regional  Depots  will 
be  sent  to  all  physicians  in  the  State  of  Nebraska 
by  the  State  Health  Officer. 

These  recommendations  were  to  be  published  in 
the  Journal  of  the  Nebraska  State  Medical  Asso- 
ciation. It  was  also  recommended  at  this  commit- 
tee meeting  that  a Poliomyelitis  Institute  during  the 
summer  be  conducted  in  Omaha  if  this  was  at  all 
feasible,  and  suggested  that  it  be  conducted  under 
the  auspices  of  the  Speakers’  Bureau  of  the  Ne- 
braska State  Medical  Association. 

It  therefore  becomes  apparent  that  continued  ac- 
tive interest  in  this  matter  of  polio  control  and  the 
rehabilitation  of  the  aftermath  of  the  disease  re- 
mains an  important  area  for  consideration  by  mem- 
bers of  the  Nebraska  State  Medical  Association. 

Respectfully  submitted, 

HAROLD  N.  NEU.  M.D., 
Chairman 

Proceedings 
Board  of  Councilors 
May  11-14,  1954 
May  11,  1954 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  Robert  E.  Harry,  Chairman, 
at  5 o’clock  in  the  Lancaster  Room,  Hotel  Com- 
husker,  Lincoln,  Nebraska. 

The  following  members  were  present:  Drs.  Paul 

Read,  W.  C.  Kenner,  J.  C.  Waddell,  W.  E.  Wright, 
R.  T.  Van  Metre,  R.  E.  Harry,  F.  A.  Mountford,  R. 
R.  Brady,  B.  R.  Bancroft,  F.  M.  Karrer,  C.  F.  Heider, 
Frank  Herhahn  and  James  F.  Kelly,  President. 
Also  present  were  Dr.  R.  B.  Adams,  Secretary- 
Treasurer;  and  Mr.  M.  C.  Smith,  Executive  Secre- 
tary. 

A motion  was  made  by  Dr.  R.  R.  Brady  that  the 
minutes  of  the  last  session  be  adopted  as  published. 
The  motion  was  seconded  by  Dr.  W.  E.  Wright  and 
carried. 

Dr.  R.  E.  Harry  read  letters  from  the  Nuckolls 
County  Medical  Society  and  the  York  County  Med- 
ical Society  recommending  Life  Memberships  for 
Drs.  J.  Allen  Trowbridge,  Superior,  and  F.  W.  Kar- 
rer, York. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  Board  of  Councilors  recommend  to  the  House 
of  Delegates  that  a Life  Membership  be  granted 
to  Dr.  J.  Allen  Trowbridge.  The  motion  was  sec- 
onded by  Dr.  W.  C.  Kenner  and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright,  sec- 
onded by  Dr.  R.  R.  Brady,  that  the  Board  of  Coun- 
cilors recommend  to  the  House  of  Delegates  that 
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a Life  Membership  be  given  to  Dr.  F.  W.  Karrer, 
York.  The  motion  cax-ried. 

The  next  Older  of  business  was  the  election  of 
one  member  of  the  Board  of  Trustees.  Doctor 
Harry  stated  the  term  of  Dr.  G.  E.  Peters  expired 
in  1954. 

Dr.  G.  E.  Peters  and  Dr.  A.  J.  Offerman  were 
nominated. 

A motion  was  made  by  Dr.  W.  E.  Wright,  sec- 
onded by  Dr.  J.  C.  Waddell,  that  the  nominations 
be  closed. 

Ballots  were  distributed  and  the  chair  appointed 
Drs.  B.  R.  Bancroft  and  James  Kelly  as  tellers. 
A total  of  11  votes  were  cast,  and  Dr.  G.  E.  Peters 
having  received  a majority  of  votes,  was  declared 
elected. 

Nominations  for  a member  of  the  Medicolegal 
Advice  Committee  were  called  for  and  Dr.  J.  P. 
Gilligan  was  nominated  to  succeed  himself. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  nominations  be  closed  and  the  Board  of  Coun- 
cilors cast  the  unanimous  ballot  for  Dr.  J.  P.  Gil- 
ligan as  a member  of  the  Medicolegal  Advice  Com- 
mittee. The  motion  was  seconded  by  Dr.  J.  C. 
Waddell  and  carried. 

Nominations  for  a member  of  the  Council  on 
Professional  Ethics  were  called  for  and  Dr.  Morris 
Nielsen  was  nominated  to  succeed  himself. 

A motion  was  made  by  Dr.  R.  R.  Brady  that  the 
nominations  be  closed  and  the  Board  of  Councilors 
cast  the  unanimous  vote  for  Dr.  Nielsen  as  a mem- 
ber of  the  Council  on  Professional  Ethics.  The 
motion  was  seconded  by  Dr.  W.  E.  Wright  and 
carried. 

The  chair  stated  the  next  order  of  business  was 
the  election  of  the  Secretary-Treasurer,  and  that 
the  term  of  Di\  R.  B.  Adams  expired  in  1954. 

A motion  was  made  by  Dr.  F.  A.  Mountford  that 
the  Board  of  Councilors  reelect  Dr.  R.  B.  Adams 
as  Secretary-Treasurer.  The  motion  was  seconded 
by  Dr.  R.  T.  Van  Metre  and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  recommendation  to  the  House  of  Delegates  for 
Life  Membership  for  Dr.  R.  T.  Van  Metre  be  with- 
drawn. The  motion  was  seconded  by  Dr.  R.  R. 
Brady  and  carried. 

General  discussion  ensued  relative  to  procedure  to 
be  followed  in  regard  to  allowing  funds  for  a liba- 
tions room  during  the  Annual  Session.  Dr.  Adams 
stated  he  had  discouraged  setting  a precedent  in 
this  regard,  and  Mr.  Smith  stated  that  it  had  been 
decided  that  this  year’s  presidential  cocktail  party 
would  be  held  in  the  Lancaster  Room  and  that  any 
member  of  the  association  was  invited  to  come. 

The  chair  declared  the  Board  of  Councilors  ad- 
journed until  tomorrow  morning,  May  12,  at  9 
o’clock. 

Board  of  Councilors 
May  12,  1954 

The  second  meeting  of  the  Board  of  Councilors 
was  called  to  order  by  Robert  E.  Harry,  Chairman, 
in  the  Lancaster  Room,  Hotel  Cornhusker,  imme- 
diately following  adjournment  of  the  House  of  Dele- 
gates. 

The  following  members  were  present:  Drs.  Paul 

Read,  W.  C.  Kenner,  J.  C.  Waddell,  R.  T.  Van  Metre, 


R.  E.  Harry,  F.  A.  Mountford,  R.  R.  Brady,  B.  R. 
Bancroft,  F.  M.  Karrer,  C.  F.  Heider,  and  James  F. 
Kelly. 

The  minutes  of  the  first  session  were  read  by  Dr. 
Paul  Read. 

The  chair  ruled  the  minutes  would  stand  approved. 

There  was  no  unfinished  business,  and  no  new 
business  had  been  referred  to  the  Board  of  Coun- 
cilors, so  the  chair  declared  the  Council  would  stand 
adjourned. 

Board  of  Councilors 
May  13,  1954 

The  third  session  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  Robert  E.  Harry,  Chairman, 
immediately  following  the  adjournment  of  the  House 
of  Delegates  in  the  Lancaster  Room  of  the  Hotel 
Cornhusker,  Lincoln,  Nebraska. 

The  following  members  were  present:  Drs.  Paul 

S.  Read,  W.  C.  Kenner,  W.  E.  Wright,  R.  E.  Harry, 
F.  A.  Mountford,  R.  R.  Brady,  B.  R.  Bancroft,  F.  M. 
Karrer,  C.  F.  Heider,  Frank  Herhahn,  Earl  F. 
Leininger,  and  James  F.  Kelly. 

Also  present  were  Drs.  R.  B.  Adams,  Walter  Ben- 
thack,  H.  D.  Runty,  A.  A.  Ashby,  and  Mr.  M.  C. 
Smith,  Executive  Secretary. 

Dr.  Paul  Read  read  the  minutes  of  the  second 
sesison  and  they  were  approved  as  read. 

New  business  was  called  for  by  the  chair. 

Mr.  M.  C.  Smith  called  attention  to  Dr.  George 
W.  Covey’s  article  “Is  Osteopathy  Still  a Cult?” 
which  was  printed  in  the  April,  1954,  issue  of  the 
Nebraska  State  Medical  Journal.  He  suggested  that 
this  article  contained  material  which  merited  na- 
tional distribution. 

A motion  was  made  by  Dr.  F.  M.  Karrer,  seconded 
by  Dr.  R.  R.  Brady,  that  the  report  of  Doctor 
Covey’s  article  be  sent  to  the  officers  and  members 
of  the  House  of  Delegates  of  the  American  Medical 
Association,  and  to  the  presidents,  secretaries  and 
executive  secretaries  of  all  state  medical  associa- 
tions. The  motion  carried. 

Mr.  Smith  also  stated  he  had  received  a telephone 
call  from  a representative  of  the  Bureau  of  Indian 
Affairs  relative  to  the  closing  of  the  Winnebago 
Hospital.  They  were  wanting  a hearing  before 
the  Board  of  Councilors,  and  were  to  be  in  Lincoln 
by  9:30  Thursday,  May  13,  1954. 

While  the  Council  was  waiting  for  these  gentle- 
men to  put  in  an  appearance,  Dr.  R.  B.  Adams 
again  asked  for  permission  of  the  floor  and  stated 
he  had  been  informed  the  bill  for  the  libations  room 
was  to  be  sent  to  him  for  payment  and  he  wanted 
definite  action  as  to  the  wishes  of  the  Council  re- 
garding this  bill.  General  discussion  developed  that 
it  was  the  concensus  of  the  group  that  we  would 
be  setting  a bad  precedent  should  the  bill  be  al- 
lowed. 

A motion  was  made  that  the  Board  of  Councilors 
recommend  that  the  bill  for  the  room  should  not 
be  paid  by  the  Association.  The  motion  was  sec- 
onded and  carried. 

Due  to  the  failure  of  the  committee  from  the 
Bureau  of  Indian  Affairs  to  put  in  their  appear- 
( Continued  on  page  24- A) 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE  — Complete  25-bed  hospital  equip- 
ment including  drugs,  supplies,  kitchen  appliances 
and  3-station  call  system.  A bargain  for  a small 
community  hospital  at  $1.4,000.00  F.O.B.,  Sidney,  Ne- 
braska. Possession  December  next  at  latest.  B.  H. 
Grimm,  M.D.,  Sidney,  Nebr. 


FOR  SALE  — X-ray-Fluoroscope  Table  and  bucky 
unit.  Fairly  new  and  in  excellent  working  condi- 
tion. Complete,  $900.00  — H.  J.  Panzer,  M.D.,  Bas- 
sett, Nebraska. 


Fully  equipped  Internist’s  office  in  Lincoln  has 
hours  available  for  physician  desiring  to  share  facil- 
ities. Write  Box  32,  Nebraska  State  Medical  Asso- 
ciation, 1315  Sharp  Building,  Lincoln  8. 


WANTED  — Pediatrician  for  seven-man  group  in 
Midwestern  City.  Above  average  facilities  with  ex- 
cellent financial  opportunity.  Write  Box  33,  Ne- 
braska State  Medical  Association,  1315  Sharp  Bldg., 
Lincoln. 


WANTED  — Dermatologist  for  seven-man  group 
in  Midwestern  City.  Above  average  facilities  with 
excellent  financial  opportunity.  Write  Box  34,  Ne- 
braska State  Medical  Association,  1315  Sharp  Build- 
ing, Lincoln. 


WANTED  — Replacement  for  18  months  in  West- 
ern Nebraska  small  town.  Partner  called  to  the 
service.  Write  Box  35,  Nebraska  State  Medical 
Association,  1315  Sharp  Building,  Lincoln,  Nebr. 


WANTED:  Physician  to  take  over  general  practice 
in  good  modern  south-west  Iowa  town.  2500  people 
in  area.  Modern  hospital  only  few  minutes  away. 
Opportunity  for  doctor  to  step  right  into  old  estab- 
lished unopposed  practice.  Former  doctor  called  to 
military  service.  Write  Box  36,  Nebraska  State 
Medical  Association,  1315  Sharp  Building,  Lincoln 
8,  Nebraska. 


PRACTICE  AVAILABLE  — Reporting  for  active 
duty  in  August.  Wish  to  secure  doctor  to  take  over 
excellent  general  practice.  Office  equipment  avail- 
able. Write  Dr.  R.  J.  Mclntire,  Kenesaw,  Nebraska. 


LET  A CHILD  SPEAK 

Children  should  be  heard  as  well  as  seen,  ac- 
cording to  an  article  in  the  American  Medical  As- 
sociation’s Today’s  Health  magazine.  Only  by  per- 
mitting a child  to  join  in  conversation  and  express 
his  opinion  will  he  learn  to  talk  so  that  others  will 
want  to  listen  to  him. 
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less  than  the  usual  amount  of  anes- 
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Schaerrer,  W.  C.,  J.  Missouri  M.  A.,  37:287. 
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AND  DRUG  ADDICTION 
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cotic addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for 
success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 
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atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 
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PROCEEDINGS 

(Continued  from  page  372) 

ance,  it  was  decided  that  a committee  should  be  ap- 
pointed by  the  chair  to  meet  with  these  gentlemen 
when  they  arrived. 

Doctor  Harry  appointed  Drs.  Paul  Read,  F.  M. 
Karrer,  and  W.  E.  Wright  to  act  as  this  commit- 
tee. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 


The  number  of  surgical  and  medical  claims  has 
been  rising  materially  under  Blue  Shield  during  the 
past  four  years.  Today,  the  surgical  and  in-hospital 
claims  are  at  a rate  one-fourth  higher  than  that 
in  1950  while  the  out-of-hospital  medical  claims  are 
almost  50  per  cent  higher. 

The  paper  also  cautions  that,  since  there  has 
been  no  economic  depression  since  the  Blue  Shield 
Plans  have  been  in  existence,  “it  behooves  them, 
therefore,  to  lay  aside  adequate  reserves  to  meet 
the  increased  claim  ratios  which  will  surely  occur 
in  a period  of  marked  unemployment.”  An  addi- 
tional reason  to  accumulate  contingency  reserves  is 
to  meet  the  advancing  cost  due  to:  (a)  the  rising 

claim  rate  being  experienced  among  those  actively 
at  work;  (b)  the  adverse  experience  on  group  con- 
versions; and  (c)  the  increasing,  proportion  of 
retirees  and  others  exposed  to  risk  at  the  older 
ages. 

Nationally,  the  Blue  Shield  plans  now  cover  28,- 
000,000  persons,  compared  with  900,000  in  1944. 
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EDITORIAL 

THE  NEW  PREFERRED  SERVICE 
CONTRACT 

The  medical  profession  often  has  been  ac- 
cused of  being  always  opposed  to  popular 
attempts  to  interfere  with  the  freedom  of 
medical  practice  in  “the  American  Way.” 
The  inference  has  been  that  we  are  obstruc- 
tionists, having  in  mind  only  our  own  good 
and  the  financial  emoluments  of  private 
medical  practice;  that  we  are  derelict  in  our 
duty  because  we  never  propose  solutions  for 
the  health-problems  that  beset  the  people. 

Those  who  favor  the  socialistic  way  in 
preference  to  the  American  Way  of  doing 
things  seized  upon  these  accusations  in  an 
attempt  to  make  our  profession  a stepping 
stone  to  a social  revolution  in  our  country. 
In  session  after  session  of  Congress  we  had 
to  fight  for  our  existence  as  an  independent 
profession  and  to  help  maintain  the  Ameri- 
can Way.  Bills  to  create  state  medicine,  the 
Wagner-Murray-Dingell  brand  of  legisNtion 
were  there,  threatening  us,  again  and  again. 
Obviously  we  had  to  defeat  them ! 

Failing  in  these  frontal  attacks,  the  social- 
izers  adopted  the  tactics  of  the  guerilla.  No 
longer  are  their  treacherous  efforts  directed 
along  single  lines  of  attack.  They  are  now 
bent  on  getting  a little  here  and  a little  there. 
It  can  be  seen  that  their  plans  and  their 
gains  fit  into  the  same  old  picture.  Success 
in  these  piecemeal  forays  will  lead  to  social- 
ized medicine  just  as  surely  as  if  they  had 
succeeded  in  passing  the  Murray-Dingell 
bills. 

There  is  no  occasion  at  present  for  the 
profession  to  become  complacent.  We  must 
not  let  down  our  guard  for  a moment.  We 
are  still  confronted  by  resolute,  even  though 
more  concealed,  attempts  to  project  govern- 


ment control  into  private  medical  practice. 
We  must  meet,  also,  attacks  on  another 
flank.  Certain  factions  are  determined  to 
promote  the  chain-store  kind  of  medicine 
such  as  the  Health  Insurance  Plan  (H.I.P.) 
of  New  York,  and  the  Kaiser-Permente  Plan 
in  California  — islands  of  socialized  medi- 
cine.* Today’s  efforts  to  socialize  medicine 
are  less  conspicuous  but  just  as  deadly  as 
the  older  and  more  obvious  ones. 

The  most  constructive  activity  of  our  pro- 
fession, the  one  that  has  helped  most  to  block 
these  Socialist-conceived  schemes,  has  been 
Blue  Shield.  It  has  taken  away  the  ammuni- 
tion from  the  politician,  and  it  has  retarded 
the  super-market  type  of  medical  care.  The 
profession  of  Nebraska  can  take  great  pride 
in  its  participation  in  the  Blue  Shield  project. 
Our  new  “Preferred”  Service  Contract  con- 
stitutes a distinct  advance  as  a buffer  against 
the  local  islands  of  socialized  medicine.  It 
may  be  the  means  whereby  Management  can 
satisfy  the  demands  of  Labor,  for  example, 
at  the  same  time  permitting  medicine  to  be 
practiced  in  the  American  Way. 

If  it  has  been  important  that  the  profes- 
sion in  Nebraska  participate  fully  in  all  pre- 
vious Blue  Shield  contracts,  then  it  is  doubly 
important  that  we  support  this  one.  It  is  to 
be  hoped  that  100  per  cent  of  the  members 
of  the  N.S.M.A.  will  promptly  sign  and  re- 
turn the  “Participating  Physician’s  Agree- 
ment” while  we  are  thinking  about  this  mat- 
ter. Let  us  “stay  in  there  and  play  ball.” 
It  is  for  our  own  benefit,  as  well  as  for  that 
of  our  patients. 

*See  the  editorial  “Assemb'y  Line  Medicine,"  in  Bull.  Omaha- 
Douglas  County  M.  S.  27:6  (July-August)  1954. 


DOCTOR  . . . Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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FROM  MANUSCRIPT  TO  PRINTED 
PAGE 

There  are  certain  features  of  the  prepara- 
tion of  a paper  for  publication  that  sometimes 
are  overlooked  or  given  less  consideration 
than  they  deserve,  especially  by  the  author. 
These  features  fall  in  the  categories  of  ob- 
ligations, privileges,  and  limitations. 

It  is  the  author’s  privilege  to  incorporate 
into  his  paper  anything  he  chooses,  and  he 
may  determine  the  manner  in  which  he 
wishes  to  express  his  ideas.  Finally,  he  is 
free  to  select  the  publication  to  which  lie  will 
present  the  completed  manuscript  for  pos- 
sible publication. 

The  author  has  the  obligation  of  producing 
a manuscript  that  expresses  his  thoughts 
and  ideas  to  the  very  best  of  his  ability. 
This,  of  course,  includes  the  general  rules 
governing  the  writing  of  an  essay:  the  logi- 
cal arrangement  of  ideas;  selection  of  the 
best  words  to  express  shades  of  meaning; 
building  proper  paragraphs ; and  the  old  bug- 
bears, grammar,  spelling,  and  punctuation. 
The  author,  furthermore,  is  obliged  to  fol- 
low certain  rules  including  those  of  the  pub- 
lication to  which  he  intends  to  submit  the 
manuscript.  He  should  familiarize  himself 
with  these  rules  before  making  the  final 
copy  of  his  paper. 

There  are  certain  common  rules  that  al- 
ways should  be  followed.  The  manuscript 
should  be  typewritten  and  double-spaced. 
Free  margins  of  one  and  one-half  inches 
should  be  left  along  each  side  of  each  page. 
The  rules  of  the  publication  usually  include 
the  following:  The  paper  must  not  have 
been  published  previously ; it  must  be  offered 
only  to  the  publication  of  choice;  an  original 
copy  (not  a carbon)  must  be  furnished. 

The  editor  and/or  the  editorial  board  of 
the  journal  to  which  the  author  offers  his 
article  also  have  privileges,  obligations,  and 
limitations.  The  first  privilege  is  that  of 
accepting  or  of  rejecting  the  article.  Prob- 
able reader-interest  and  the  workmanship 
displayed  by  the  author  constitute  two  of  the 
important  factors  in  deciding  this  point. 

It  is  the  editor’s  duty  to  make  any  needed 
corrections  that  do  not  alter  the  thoughts  of 
the  author  as  he  has  expressed  them  in  the 
manuscript.  In  addition  to  this,  the  editor 
uses  the  free  margins  upon  which  to  write 
his  instructions  to  the  printer  about  head- 
ings, subheadings,  spacing,  size  and  charac- 


ter of  type,  et  cetera.  It  is  the  obligation  of 
the  editor  to  make  the  best  and  most  attrac- 
tive printed  article  the  material  permits. 

When  the  editor  forwards  the  manuscript 
to  the  printer,  he  and  the  author  should 
have  done  their  best  at  writing,  editing,  and 
instructing  the  printer.  The  typed  pages, 
together  with  the  notations  made  by  the  edi- 
tor, constitute  a blueprint.  The  printer’s 
responsibility  is  to  compose  and  print  the 
article  according  to  these  specifications. 

The  printer  prepares  a sample  of  his  prod- 
uct, the  galley  proof.  The  printer’s  proof 
reader,  the  editor,  and  the  author  have  suc- 
cessive opportunities  to  examine  the  galley 
proofs  and  to  correct  any  mistakes  made  by 
the  printer. 

It  must  be  emphasized  the  privilege  of 
correcting  the  galley  proofs  is  limited  to 
searching  for  and  correcting  mistakes  made 
by  the  printer.  Neither  the  author  nor  the 
editor  has  the  right  to  alter  his  ideas  about 
how  the  paper  should  have  been  written  or 
of  how  the  printer  should  have  been  instruct- 
ed, and  they  must  stand  on  their  decisions. 
Rewriting  or  giving  different  instructions 
are  not  in  order  at  this  time. 

When  the  article  is  to  be  published  in  a 
given  issue  of  our  Journal,  the  various  gal- 
leys are  assembled  into  pages  conforming 
to  the  format  of  our  publication.  The  editor 
now  has  one  final  opportunity  to  correct 
mistakes  in  printing  and/or  in  assembling 
the  galleys.  The  printer  submits  to  the  edi- 
tor a proof  that  we  call  “the  printed  pages.” 
Even  at  this  late  date  mistakes  still  may  be 
found,  and,  worse  yet,  they  are  sometimes 
missed  and  survive  to  mock  us  from  the  fin- 
ished product. 


When  I came  to  consider  local  government,  I 
began  to  see  how  it  was  in  essence  the  first-line 
defence  thrown  up  by  the  community  against  our 
common  enemies:  poverty,  sickness,  ignorance,  iso- 

lation, mental  derangement  and  social  maladjust- 
ment. The  battle  is  not  faultlessly  conducted,  nor 
are  the  motives  of  those  who  take  part  all  righteous 
or  disinterested,  but  the  war  is,  I believe,  worth 
fighting,  and  this  corporate  action  is  at  least  based 
upon  the  recognition  of  one  fundamental  truth  about 
human  nature:  we  are  not  only  single  individuals, 

face  to  face  with  eternity  and  our  separate  spirits; 
we  are  members  one  of  another.  Winifred  Holtby, 
“South  Riding,”  quoted  in  European  Conf.  on  Health 
Education  of  the  Public,  London,  England,  April 
10-18,  1953. 
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Malignant  Tumors 
°f  Childhood* 

A Panel  Discussion 

The  following  eight  papers,  exclusive  of  the 
introduction,  deal  briefly  with  tumors  which  may  be 
observed  during  childhood.  The  subjects  included 
are  pathology,  radiographic  findings,  radiation  therapy, 
general  surgical  treatment,  malignant  tumors  of  the 
brain,  tumors  of  bone,  and  new  growths  of  the  eye. 

EDITOR 

Introduction 

NEOPLASTIC  diseases  in  child- 
hood have  received  limited  at- 
tention until  recent  years, 
largely  because  it  was  difficult  to  disassoci- 
ate the  concept  that  advanced  age  and  tu- 
mors are  inseparable  companions.  Greater 
interest  in  neoplastic  disease  in  general,  in- 
creased efforts  to  establish  earlier  diagnosis, 
and  a constant  search  for  new  methods  in 
both  diagnosis  and  therapy  have  been  large- 
ly responsible  for  broadening  the  field  of 
oncology  so  that  more  attention  is  being 
focused  on  all  age  groups,  including  children. 

Newspaper  and  magazine  publicity,  unfor- 
tunately often  premature,  but  with  great 
emotional  appeal  because  children  are  in- 
volved, has  heightened  this  interest. 

Most  of  the  neoplastic  diseases  of  child- 
hood are  benign,  such  as  hemangiomas  and 
benign  melanomas ; some  are  benign,  but 
because  of  their  location  may  lead  to  death 
of  the  child:  examples  of  this  group  are 

craniopharyngiomas  and  teratomas;  and  a 
few  are  highly  malignant  . These  are  quite 
dramatic  and  deserve  prompt  and  accurate 
recognition,  not  only  because  early  and  prop- 
er treatment  may  save  a life,  but  also  be- 
cause they  may  be  confused  with  benign  neo- 
plasms or  non-neoplastic  processes.  Most  of 
the  serious  errors  in  diagnosis  have  been  due 
to  the  interpretation  of  a benign  lesion  as  a 
malignant  one  resulting  in  needless  heart- 
aches ^nd  unnecessarily  radical  therapy. 
Some  examples  of  these  errors  are:  fibrous 
dysplasia  of  bone  may  be  confused  with  a 
sarcoma;  infectious  mononucleosis,  with  a 

*Read  beforfe  the  Omaha  Mid-West  Clinical  Society,  Oct., 
1953. 
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Professor  of  Pathology  and  Bacteriology, 
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leukemia ; a benign  melanoma,  with  a malig- 
nant melanoma ; and  a sclerosing  heman- 
gioma, with  a fibrosarcoma. 

It  seems  pertinent  therefore,  since  the  lit- 
erature shows  very  few'  surveys  dealing  with 
the  broad  subject  of  malignancies  of  child- 
hood, that  a general  review  of  this  kind 
should  be  presented.  The  participants  in 
this  panel  have  attempted  to  summarize  the 
available  data  in  order  to  present  a practical 
and  factual  picture  of  only  the  most  impor- 
tant of  these  malignant  processes. 


Pathology 

HARRY  W.  McFADDEN,  JR.,  M.D. 

Assistant  Professor  of  Pathology  and  Bacteriology, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

The  teaching  that  every  solid  mass  found 
in  an  infant  or  child  should  be  regarded  as 
a malignant  tumor  until  its  exact  nature  is 
determined  by  histologic  study  of  the  re- 
moved tumor  is  as  true  today  as  when  the 
idea  w7as  fostered  several  decades  ago. 

Although  it  is  true  that  most  malignant 
tumors  of  early  life  grow  rapidly  and  met- 
astasize early  and  widely  by  means  of  lymph- 
atics and  blood  vessels,  many  such  malignant 
tumors  are  amenable  to  therapy.  Further, 
the  relative  frequency  of  malignant  lesions 
in  infants  and  children,  although  not  gen- 
erally appreciated,  is  such  as  to  require  ser- 
ious consideration  of  this  problem. 

Malignant  disease  in  children  differs  con- 
siderably from  malignant  disease  in  adults. 
Generalizations  applicable  to  diagnosis  and 
management  of  adult  malignancies  cannot 
be  transferred  without  reservation  to  chil- 
dren, because  there  are  basic  differences  in 
such  important  features  as  distribution  of 
tumors  in  the  body,  clinical  symptomatology, 
biologic  behavior  of  tumor  cell  types,  criteria 
of  malignancy,  and  even  principles  of  treat- 
ment. 
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GENERAL  ASPECTS  OF  MALIGNANCY 
IN  EARLY  LIFE 

The  majority  of  malignant  tumors  of  child- 
hood are  truly  embryonic  in  nature  because 
they  either  imitate  organoid  structures  or 
are  composed  of  cell  types  or  derivatives 
normally  seen  in  an  embyro  at  some  early 
stage  of  development.  Embryoma  (Wilms) 
of  the  kidney,  neuroblastoma  of  the  adrenal 
and  sympathetic  ganglia,  retinoblastoma, 
malignant  teratomas,  and  even  the  lymph- 
omas, as  well  as  many  other  tumor  types  are 
examples  of  this  embryonic  histogenesis.  The 
literature  supplies  us  with  abundant  case 
histories  of  congenital  malignant  tumors 
present  in  fetuses  or  stillborn  infants.  Wells 
(1940)  collected  some  sixty-six  examples 
which  he  classified  primarily  as  sarcomas  or 
neuroblastomas;  he  was  unable  to  find  evi- 
dence of  true  carcinoma  present  at  birth.  In 
any  case  there  are  no  histologic  or  other  rea- 
sons to  separate  the  congenital  malignant 
neoplasms  from  embryonic  tumors  occurring 
later  in  infancy,  childhood,  or  even  rarely  in 
adult  life. 

Occasionally,  however,  adult  type  malig- 
nant tumors  are  seen  in  infancy  and  child- 
hood. Generally  speaking  these  malignancies 
have  a history  similar  to  that  observed  in 
the  adult.  Chondrosarcomas,  osteogenic  sar- 
comas, fibrosarcomas,  and  the  like  are  ex- 
amples of  this  general  class. 

Trauma,  chronic  irritations,  chemical  car- 
cinogens, and  even  endocrine  factors  appear 
to  play  little  or  no  role  in  the  production  of 
malignant  disease  in  children.  Tumors  cap- 
able of  producing  functional  changes  of  endo- 
crine type  are  seen  in  children;  however, 
their  occurrence  is  quite  rare. 

With  certain  notable  exceptions,  such  a,s 
retinoblastomas,  certain  teratomas,  and  tu- 
mors of  peripheral  nerves,  hereditary  fac- 
tors apparently  play  little  or  no  role  in  the 
production  of  cancer  in  children.  In  the 
case  of  retinoblastoma,  although  the  vast 
majority  of  cases  are  sporadic  and  isolated, 
there  are  many  reports  of  multiple  cases 
within  one  family  and  even  reports  of  cases 
in  successive  generations  and  along  collateral 
lines.  Weller  (1941)  feels  that  the  heredi- 
tary factor  in  cases  of  retinoblastoma  is  suf- 
ficiently strong  as  to  require  the  solution  of 
the  problem  by  practical  eugenics. 

Malignant  tumors  of  children  may  be  pres- 
ent at  birth  or  in  stillborn  infants ; however, 
their  occurrence  in  life  is  distributed  rea- 


sonably evenly  throughout  infancy  and 
childhood.  Many  tumors  of  embyronic  ori- 
gin (embryoma,  retinoblastoma,  neuroblas- 
toma, teratoma,  etc.)  occur  in  early  life, 
usually  before  four  or  five  years  of  age; 
however,  the  age  distribution  of  these  is 
counterbalanced  by  tumors  of  the  central 
nervous  system  and  tumors  of  the  hema- 
topoietic system  which  tend  to  occur  later, 
between  four  and  sixteen  years  of  age. 

The  commonest  body  areas  in  which  tu- 
mors arise  in  children  are  the  kidney  area, 
central  nervous  system,  the  eye,  and  hema- 
topoietic system.  These  sites  account  for 
70-80  per  cent  of  malignant  tumors  seen  in 
childhood.  The  remaining  20-30  per  cent 
arise  in  such  sites  as  bone,  liver,  testis, 
ovary,  vagina,  skeletal  muscle,  thymus,  thy- 
roid gland,  adrenal  gland,  etc.  It  is  worth 
special  mention  that  the  common  sites  of 
origin  of  malignant  tumors  of  the  adult  are 
absent  from  this  list. 

Let  us  now  briefly  consider  some  of  the  im- 
portant features  in  the  biologic  behavior  of 
malignant  tumors  arising  in  these  four  most 
commonly  involved  body  areas  of  the  child. 

TUMORS  OF  THE  KIDNEY  AREA 

Common  malignant  tumors  of  the  kidney 
area  of  the  child  include  the  embryoma 
(Wilms)  of  the  kidney  and  the  neuroblas- 
toma of  the  adrenal  and  sympathetic  ganglia. 
According  to  Mixter  (1932)  between  20  and 
25  per  cent  of  all  childhood  malignancies 
occur  in  this  area. 

Embryomas  are  highly  malignant  tumors 
which  arise  from,  and  consist  of,  embryonic 
renal  tissue ; the  exotic  cellular  components 
present  are  believed  to  be  the  products  of 
aberrant  differentiation  in  the  same  renal 
blastema.  These  tumors  are  usually  single 
and  unilateral,  but  multiple  and  bilateral 
growths  occur.  The  vast  majority  (80  per 
cent)  of  embryomas  are  seen  before  age 
seven  (Ackerman  and  Regato,  1947).  This 
tumor  has  such  an  insidious  onset  and  quiet 
growth  that  a protuberant  abdomen  or  a 
palpable  mass  is  the  presenting  symptom  in 
about  70  per  cent  of  the  cases.  This  radio- 
sensitive tumor  remains  encapsulated  until 
it  is  very  sizeable;  however,  eventually  the 
capsule  ruptures  and  there  is  extention  to 
kidney,  omentum,  and  adjacent  viscera.  In- 
vasion of  veins  with  eventual  blood  borne 
metastases  is  common.  Prognosis  with  early 
diagnosis  and  adequate  therapy  is  not  hope- 
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less  inasmuch  as  reported  apparent  cure 
rates  range  between  18  and  23  per  cent. 

N euro  bla  stom  as  (sympathicoblastomas) 
are  highly  malignant  tumors  of  the  adrenal 
or  sympathetic  ganglia  that  occur  almost  ex- 
clusively in  infants  and  young  children  under 
seven  years  of  age.  In  fact,  75  per  cent  of 
the  cases  are  reported  under  four  years  of 
age  (Willis,  1948).  This  tumor  is  derived 
from  immature  sympathetic  ganglionic  cells ; 
Blacklock  (1934)  has  described  an  interest- 
ing group  of  eighteen  tumors,  showing  all 
degrees  of  malignancy,  derived  from  sympa- 
thetic ganglionic  cells  in  which  the  tumor 
cells  ranged  from  sympathogonia  cells  to  ma- 
ture benign  ganglioneuroma  cells.  This  high- 
ly radiosensitive  tumor  is  prone  to  metas- 
tasize widely  and  early.  When  the  majority 
of  metastases  are  located  in  the  liver,  the 
syndrome  has  been  called  the  “Pepper”  type; 
and  when  the  majority  of  metastases  are  in 
the  skull,  dura,  long  bones,  and  lungs,  the 
syndrome  is  called  the  “Hutchinson”  type. 
Rarely  this  tumor  has  been  cured  by  irradia- 
tion therapy.  Spontaneous  retrogression  of 
the  tumor  is  also  known  to  have  occurred. 


TUMORS  OF  THE  CENTRAL  NERVOUS  SYSTEM 


Various  survey-estimates  indicate  that 
between  8 and  14  per  cent  of  all  brain  tumors 
occur  before  the  age  of  sixteen  years  (Crit- 
chley,  1925;  and  Holt  and  McIntosh,  1939). 
Bailey,  Buchanan,  and  Bucy  (1939),  in  a 
careful  study  of  100  brain  tumors  in  children 
under  sixteen  years  of  age,  gave  the  follow- 
ing distribution  of  types : 


A.  Neuroepithelial  

Astrocytoma  30 

Medulloblastoma  13 

Ependymoblastoma 7 

Spongioblastoma 10 

Glioblastoma  multiforme 7 

Astroblastoma  2 

Oligodendroglioma  1 

Medulloepithelioma 1 

Mixed 2 

Atypical  2 

Papilloma  chorioideum  1 

B.  Mesodermal  

Meningioma  8 

Sarcoma  7 

Neurinoma  1 

C.  Craniopharyngioma  

D.  Pineal  tumors 
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Except  for  hemangiomas,  which  are  rea- 
sonably common  (Globus,  Zucker,  and  Rub- 
instein, 1943),  the  foregoing  seems  to  be  a 
good  differentiation  of  tumor  types. 


Of  these  tumors  the  cystic  astrocytoma  of 
the  cerebellum  and  the  medulloblastoma  re- 


quire special  mention ; the  former,  because 
of  the  good  possibility  of  surgical  removal 
resulting  in  cure,  and  the  latter  because  of 
its  dramatic  response  to  irradiation  therapy. 

Medulloblastomas  are  highly  malignant, 
radiosensitive,  neoplasms  of  the  cerebellum 
of  young  children.  These  tumors  tend  to 
arise  in  the  vermis  or  roof  of  the  fourth 
ventricle,  probably  from  cell  rests  in  the  re- 
gion originally  occupied  by  the  germinal  bud 
(Raaf  and  Kernohan,  1944).  This  tumor  is 
rapidly  expansive,  frequently  extending  into 
the  fourth  ventricle  with  resultant  block,  or 
metastasizing  by  implantation  along  cerebro- 
spinal fluid  channels.  Recurrence  after  sur- 
gery is  an  absolute  rule.  The  duration  of 
this  malignant  disease  is  usually  short  de- 
spite the  palliation  afforded  by  irradiation 
therapy. 

TUMORS  OF  THE  EYE 

Retinoblastoma  is  an  uncommon  tumor; 
one  case  occurs  in  about  every  34,000  living 
births.  The  tumor  is  restricted  to  infancy 
and  early  childhood  and  is  distinctly  rare 
after  six  years  of  age.  The  occasional  fa- 
milial and  inherited  liability  to  the  disease 
has  already  been  mentioned. 

This  tumor  is  derived  from  embryonic 
retinal  cells,  and,  therefore,  is  frequently 
multiple  and  bilateral,  usually  arising  from 
the  posterior  and  inferior  portion  of  the  ret- 
ina. The  tumor  extends  intra-  and  extra- 
ocularly.  Extra-ocular  extension  is  common, 
by  way  of  the  optic  nerve,  to  the  cranial 
cavity;  however,  transcleral  extension  to  the 
orbit  and  thence  to  distant  areas  via  lym- 
phatic and  blood  vessels  does  occur. 

Prognosis  depends  largely  on  early  diag- 
nosis with  enucleation  of  the  affected  eye 
before  tumor  invades  the  optic  nerve.  In 
operable  cases  fifty  per  cent  are  said  to  be 
cured  by  enucleation.  The  opposite  eye  must 
be  examined  periodically,  for  several  years, 
in  view  of  the  possibility  of  development  of 
bilateral  tumors.  The  tumor  is  highly  radio- 
sensitive. Spontaneous  retrogression  of  the 
tumor  is  said  to  occur,  rarely. 

TUMORS  OF  THE  HEMATOPOIETIC  SYSTEM 

Tumors  of  the  hematopoietic  system  in 
infants  and  children  primarily  include  leu- 
kemia, lymphoma,  and  Hodgkin’s  disease. 

Congenital  leukemia  is  an  exceedingly  un- 
common disease,  yet  there  are  a number  of 
authenticated  cases  in  the  literature.  Bern- 
hard,  Gore,  and  Kilby  (1951)  report  four  new 
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cases  make  a total  of  eighteen  acceptable 
cases  in  the  literature.  Myelogenous  cases 
outnumber  lymphogenous  cases  in  this  group 
about  five  to  one. 

Various  forms  of  leukemia  account  for  the 
majority  of  cases  of  malignancy  in  the  hema- 
topoietic system  of  infants  and  children.  Un- 
til age  twenty  the  majority  of  cases  of  leu- 
kemia are  acute ; however,  chronic  forms  do 
occur.  Leukemia  is  reported  to  occur  more 
often  in  the  first  five  years  of  life  than  in 
any  other  similar  span  of  years  and  more 
frequently  in  males  than  in  females. 

Obviously  it  is  impossible  to  discuss  leu- 
kemias of  infants  and  children  in  detail  in  a 
paper  of  this  type,  yet  it  is  worthy  of  men- 
tion that  even  here  there  should  be  hope 
and  optimism  for  the  future.  All  one  needs 
do  is  ponder  the  increasing  number  of  chem- 
otherapeutic agents  helpful  in  the  manage- 
ment of  this  dread  disease. 

Lymphomas  and  Hodgkin’s  disease  are  not 
common  in  infants  and  children ; however, 
all  of  the  various  tumor  types  are  reported. 
Schwind  and  Hyde  (1942),  for  example,  re- 
port nine  cases  of  Hodgkin’s  disease  in  in- 
fants under  one  year  of  age. 

SUMMARY 

In  this  discussion  we  hope  to  have  empha- 
sized that  a knowledge  of  the  life  history  and 
behavior  of  tumors  in  early  life  in  associa- 
tion with  the  histologic  pattern  are  necessary 
for  the  proper  management  of  these  malig- 
nant tumors. 

Tumors  of  childhood  are  sufficient  in  num- 
ber to  constitute  a real  problem  and  such 
lesions  are  by  no  means  hopeless,  if  early 
diagnosis  and  proper  treatment  are  given. 

It  is  necessary  to  thoroughly,  but  prompt- 
ly, analyze  the  total  case  and  then  approach 
the  histologic  diagnosis  by  direct  surgical 
exploration  rather  than  resort  to  aspiration 
biopsy  or  hurried  removal  of  a portion  of 
the  tumor  prior  to  complete  clinical  study. 
Frequently,  direct  surgical  exploration  in  a 
well  studied  case  allows  definitive  therapy 
and  biopsy  in  a single  procedure. 
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In  my  short  discussion,  I shall  merely  out- 
line the  salient  features  of  recognizable 
malignancies  in  a series  of  patients  from  the 
Childrens,  The  Methodist,  and  The  Univer- 
sity Hospitals  of  Omaha. 

Wilms’  tumor  is  the  most  common  malig- 
nancy occurring  in  childhood,  constituting 
about  20  per  cent  of  all  malignant  tumors 
in  this  age  group.  About  80  per  cent  of 
them  occur  before  the  age  of  eight  years. 
A conclusive  diagnosis  of  a Wilms  Tumor 
cannot  be  made  from  the  x-ray  studies  alone, 
but  pyelography  that  demonstrates  a large 
abdominal  tumor,  asymptomatic  except  for 
the  mechanical  pressure  effects,  makes  the 
diagnosis  almost  certain. 

J.  S.,  a white  female  age  two  and  one-half  years, 
was  admitted  to  the  Childrens  Hospital  with  the 
complaint  of  an  abdominal  mass  in  the  left  upper 
quadrant  only  noted  on  the  previous  day.  This  mass 
extended  5 to  6 cm.  below  the  costal  margin,  and 


378 


Nebraska  S.  M.  J. 


originally  was  thought  to  be  the  spleen.  An  intra- 
venous pyelogram  revealed  a tumor  of  the  upper 
pole  of  the  left  kidney.  A left  nephrectomy  was 
performed  at  another  hospital  where  the  diagnosis 
was  confirmed.  The  patient  had  received  nitrogen 
mustard  following  which  metastases  that  were  seen 
in  the  lung  completely  disappeared.  However,  a 
film  taken  six  weeks  later  showed  recurrence  of 
pulmonary  metastases.  The  nitrogen  mustard  was 
administered  by  direct  introduction  through  cath- 
eters introduced  into  the  pulmonary  artery  and  into 
the  portal  system  by  catherization.  This  accounts 
for  the  effective  temporary  reduction  in  the  met- 
astases. However  the  child  eventually  died  five 
months  after  the  discovery  of  the  tumor  mass. 

The  preliminary  flat  film  of  the  abdomen 
usually  demonstrates  the  tumor.  It  is  evi- 
dent by  its  displacement  of  the  intestines, 
elevation  of  a diaphragm,  and  bulging  of  the 
flank.  There  may  be  a small  amount  of  cal- 
cification within  these  tumors.  Urograms 
reveal  effects  due  to  mechanical  pressure 
rather  than  to  actual  invasion  and  destruc- 
tion of  the  calyces,  pelves,  or  ureters.  The 
neoplasm  is  usually  well  demarcated  from  the 
renal  parenchyma.  The  remaining  portion 
of  the  kidney  may  or  may  not  show  function. 
The  ureters  are  usually  displaced  medially, 
and  the  displacement  of  the  kidney  will  de- 
pend upon  the  location  of  the  mass  relative 
to  it.  The  usual  finding  is  of  upward  and 
medial  displacement,  whereas  neuroblastoma 
is  more  likely  to  displace  the  kidney  laterally, 
a point  of  some  significance  in  differential 
diagnosis.  Hydronephrosis  may  obscure  the 
neoplasm,  and  one  should  exert  care  in  not 
overlooking  a Wilms  tumor  as  a possible 
cause  of  hydronephrosis.  The  two  most  com- 
mon tumors  to  differentiate  from  Wilms  tu- 
mor would  be  sympatheticoblastoma  and 
retroperitoneal  lymphosarcoma. 

The  next  patient,  a five-and-one-half-year-old  girl, 
was  admitted  to  the  Children’s  Hospital  with  the  chief 
complaint  of  swelling  in  the  right  mandible  for  a 
period  of  one  month.  This  was  originally  thought 
to  be  inflammatory  and,  therefore,  x-rays  were 
taken.  On  the  x-ray  films  it  was  noted  that  the 
ascending  ramus  of  the  mandible  was  destroyed, 
and  there  were  radiating  fine  spicules  of  bone  ex- 
tending into  the  surrounding  soft  tissue  mass. 
This  in  itself  was  indicative  that  we  were  dealing 
with  a neoplasm  rather  than  with  a beningn  inflam- 
matory lesion,  consequently  a film  of  the  chest  was 
taken  to  determine  whether  or  not  metastases  were 
present.  On  the  chest  film,  a small  area  of  calcifi- 
cation was  noted  beneath  the  left  diaphragm.  This 
was  further  checked  by  a K.U.B.  film,  and  a large, 
rounded,  irregular  mass  occupying  the  region  of  the 
left  suprarenal  gland  was  seen,  displacing  the  left 
kidney  downward. 

The  presence  of  the  calcified  mass  and  the 
radiating  spiculation  in  a destructive  lesion 
of  the  left  mandible  were  conclusive  evidence 


of  a sympatheticoblastoma  of  the  left  ad- 
renal. Bone  metastases  are  most  common 
in  this  type,  whereas,  liver  and  pulmonary 
metastases  are  the  common  type  seen  with 
a Wilms  tumor.  Sympathicoblastoma  usual- 
ly arises  from  the  neural  tissue  in  the  medul- 
la of  the  adrenal  gland,  but  it  may  arise  any- 
where that  sympathetic  nerve  cells  are  pres- 
ent, and  may  be  found  in  bone  marrow.  Uro- 
grams may  show  the  same  type  of  tumor 
mass  as  with  a Wilms  tumor.  However,  the 
extent  of  calcification  is  usually  greater  in 
sympathicoblastoma,  and  the  displacement  of 
the  kidney  is  usually  downward  and  lateral- 
ly- 

According  to  Smith*5),  approximately  one 
sixth  of  all  brain  tumors  occur  in  children  un- 
der fifteen  years  of  age,  and  French,  repor- 
ting from  the  University  of  Minnesota  Hos- 
pital, stated  that  one  per  cent  of  all  patients 
admitted  to  the  pediatrics  service  had  brain 
tumors.  Most  authors  agree  that  two  thirds 
of  the  brain  tumors  in  children  occur  beneath 
the  tentorium  and  the  majority  of  these  are 
highly  malignant  gliomas.  In  many,  plain 
x-ray  films  will  show  signs  of  increased  in- 
tracranial pressure.  Ventriculography  will 
reveal  either  displacement  of  the  ventricles 
in  tumors  of  the  hemispheres,  or  signs  of 
obstruction  of  the  third  or  fourth  ventricles 
with  marked  dilatation  of  the  lateral  ven- 
tricles, in  midline  tumors.  Calcification  oc- 
curs rarely  in  all  but  the  Rathke  pouch  tu- 
mors. In  the  latter,  the  localization  of  the 
calcification  above  the  sella,  and  pressure 
erosion  of  the  sella,  are  almost  pathognomon- 
ic. Hemangiomas  also  have  characteristic 
subcortical  calcifications. 

Related  to  the  sympathicoblastoma  of  the 
adrenal  is  a neuroblastoma  arising  within 
the  choroid  plexus  of  the  orbit.  It  is  char- 
acterized by  small  punctate  areas  of  calcifica- 
tion seen  in  the  orbit  and  associated  with 
retinoscopie  evidence  of  tumor. 

Another  general  group  of  malignant  neo- 
plasms are  the  lymphosarcomas  arising  in 
the  lymph  nodes,  particularly  in  the  mediast- 
inum and  in  the  abdomen,  and  metastasizing 
to  bone  or  to  more  distant  lymph  nodes.  The 
frequency  of  retroperitoneal  involvement 
with  lymphosarcoma  has  been  found  to  be 
high  at  postmortem  examination,  but  fre- 
quency of  the  clinical  diagnosis  is  lower. 
This  is  understandable  because  it  is  much 
more  difficult  to  identify  positively  the  pres- 
ence of  retroperitoneal  neoplasm  until  it  at- 
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tains  sufficient  size  to  displace  adjacent  or- 
gans. 

In  one  patient,  J.  Iv.,  the  only  positive 
finding  was  a palpable  lower  mid-abdominal 
tumor  mass  which,  on  the  x-ray  film,  was 
seen  to  occupy  the  lower  central  portion  of 
the  abdomen  and  to  flatten  the  upper  con- 
tour of  the  bladder.  Tumors  of  the  uterus 
or  ovary  could  produce  a similar  appearance. 
There  was  also  some  obstruction  to  the 
ureters  with  moderate  hydroureters  bilater- 
ally, indicating  compression  of  the  ureters 
against  the  pelvic  rim  by  the  mass  At  op- 
eration the  patient  was  found  to  have  a low 
mid-line  retroperitoneal  lymphosarcoma. 

The  appendix  and  cecum  can  be  involved 
in  lymphosarcoma,  and  one  patient  demon- 
strated a large  rounded  mass  displacing  and 
compressing  the  cecum.  (The  mass,  at  opera- 
tion, was  found  to  be  due  to  lymphosarcoma 
involving  the  lymph  nodes  around  the  term- 
inal ileum  and  in  the  region  of  the  appendix.) 
This  patient  also  had  bilateral  hilar  lymph 
node  enlargement.  It  is  not  possible  to  dif- 
ferentiate radiographically  between  medias- 
tinal Hodgkin’s  disease  and  lymphosarcoma. 
Very  often  the  enlargement  of  these  lymph 
nodes  in  lymphosarcoma  is  unilateral  and 
more  often  involves  the  right  paratracheal 
group. 

The  discussion  of  tumors  of  bone  is  a com- 
plete subject  in  itself.  The  most  important 
consideration  in  evaluation  of  bone  tumors 
is  in  determining  whether  the  condition  is 
benign  or  malignant,  and  in  differentiating 
traumatic  from  neoplastic  changes,  since  the 
correct  diagnosis  has  a profound  effect  upon 
the  treatment  and  the  prognosis. 

There  are  two  conditions  in  childhood 
which  closely  resemble  each  other  and  both 
show  malignant  potentialities ; one  is  a giant 
cell  tumor,  the  other  is  fibrous  dysplasia  of 
bone.  Eosinophilic  granuloma,  if  large  and 
lobulated,  may  also  resemble  the  other  two. 
Fibrous  dysplasia  may  be  confused  with 
Recklinghausen’s  disease,  enchondroma  or 
with  simple  bone  cyst.  Its  monostotic  form 
may  simulate  a giant  cell  tumor.  Malignant 
changes  have  been  reported  but  are  very 
rare.  Traumatic  periostitis  must  be  differ- 
entiated from  an  early  Ewing’s  sarcoma  or 
from  osteogenic  sarcoma.  It  must  also  be 
differentiated  from  periosteal  fibrosarcoma. 
All  of  these  are  highly  malignant,  require 
radical  treatment,  and  prognosis  is  poor. 
Traumatic  periostitis  can  in  general  be  dif- 


ferentiated by  the  fact  that  there  is  a def- 
inite zone  of  demarcation.  The  calcifications 
in  the  periosteum  do  not  tend  to  be  conflu- 
ent with  the  cortex,  but  rather  tend  to  be 
separated  by  a thin  line.  They  have  no  tend- 
ency to  a regular  pattern  such  as  lamination 
or  striations,  and  they  are  not  accompanied 
by  reactive  changes  in  the  bone  or  soft  tis- 
sues. The  underlying  bone  is  essentially 
normal  in  appearance  except  for  the  possi- 
bility of  a small  infraction  of  the  cortex 
which  could  have  been  produced  by  the  orig- 
inal injury. 

Ewing’s  sarcoma,  osteolytic  osteogenic  sar- 
coma, and  a malignant  variation  of  a giant 
cell  tumor  with  extensive  destruction  of  bone 
may  be  impossible  to  differentiate  from  each 
other  in  some  stages.  The  patient,  0.  F., 
was  admitted  to  the  Children’s  Hospital  for 
acute  bulbar  poliomyelitis.  At  that  time, 
history  was  also  obtained  that  he  had  had 
some  radiolucent  lesions  in  his  long  bones 
treated  by  x-ray,  and  therefore  a skeletal 
survey  was  made.  The  changes  in  the  distal 
end  of  the  femur  were  those  of  a lobulated, 
radiolucent,  expanding  lesion  having  an  ap- 
pearance similar  to  that  of  a giant  cell  tu- 
mor. However,  on  the  bone  survey,  rib  les- 
ions and  skull  lesions  were  seen  also,  show- 
ing sharply  demarcated  radiolucent  areas. 
The  generalized  distribution  of  the  lesions, 
especially  with  punched-out  areas  appearing 
in  the  skull,  led  to  the  diagnosis  of  Hand- 
Schuller-Christian’s  disease. 

The  lesions  of  Iiand-Schuller-Christian  dis- 
ease show  a tendency  to  regress  and  appear 
in  other  areas  as  was  found  to  be  true  in 
this  case.  The  patient,  B.  K.,  entered  the 
Children’s  Hospital  complaining  of  soft  tissue 
swelling  over  the  lower  leg,  with  pain,  limp, 
tenderness  and  increased  warmth  of  the  tis- 
sue, for  six  weeks.  X-rays  revealed  a lam- 
inated elevation  of  bone  along  the  distal  ends 
with  a soft  tissue  mass  adjacent  to  the  lam- 
inated areas  producing  a frayed  appearance. 
From  the  radiographic  findings  of  lamina- 
tion and  adjacent  bone  destruction,  it  was 
thought  that  the  patient  had  a Ewing’s  sar- 
coma; however,  the  microscopic  diagnosis 
was  that  of  an  osteolytic  sarcoma.  One  pa- 
tient, A.  S.,  showed  a large,  soft-tissue  tu- 
mor mass  over  the  distal  femur  with  marked 
destruction  of  bone.  This  was  thought  to  be 
an  osteolytic  osteogenic  sarcoma;  however, 
examination  of  the  surgical  specimen  re- 
vealed it  to  be  a malignant  variant  of  a giant 
cell  tumor. 
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SUMMARY 

A brief  sketch  has  been  given  of  some  of 
the  features  of  commonly  encountered  mal- 
ignancies in  childhood  including  Wilms’  tu- 
mor, sympatheticoblastoma  of  the  adrenal, 
both  with  metastases;  retinoblastoma;  re- 
troperitoneal lymphosarcoma.  Several  ma- 
lignant, atypical  bone  tumors  are  presented, 
and  differential  points  are  brought  out  con- 
cerning traumatic  periostitis,  fibrous  dyspla- 
sia, bone  cysts  and  Hand-Schuller-Christian’s 
disease. 
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Generally  speaking,  cancer  in  children  has 
a more  rapid  course  and  is  more  often  fatal 
than  in  adults.  The  truth  of  this  last  state- 
ment is  partly  due  to  the  interval  between 
appearance  of  the  first  symptoms  and  the 
time  therapy  of  any  type  is  begun. 

From  a therapeutic  standpoint  all  malig- 
nant tumors  of  childhood  have  at  least  a par- 
tial salvage  rate  except  for  Hodgkin’s  disease, 
lymphosarcoma,  and  the  leukemias.  These 
are  all  fatal.  The  salvage  rate,  regardless 
of  whether  obtained  by  surgery,  by  radia- 
tion, by  chemical  means,  or  by  combinations 
of  these  methods,  could  undoubtedly  be 
markedly  increased  by  virtue  of  earlier  di- 
agnosis and  earlier  institution  of  suitable 
therapy. 

No  attempt  will  be  made  in  this  paper  to 
discuss  definitive  methods  of  x-ray  therapy 
for  specific  lesions,  but,  rather,  to  indicate 
those  more  common  conditions  in  which 
radiation,  if  not  curative,  is  at  least  a useful 
adjunct  to  some  other  method  of  therany. 

TUMORS  OF  THE  KIDNEYS  AND  ADRENALS 

Wilms’  tumor  or  embryonal  carcinosar- 
coma is  one  of  the  malignancies  most  fre- 
quently seen  in  children.  The  average  age 


of  the  patient  when  seen  with  this  condition 
is  under  two  years. 

Since  these  tumors  oftenest  metastasize 
by  way  of  the  blood  stream  to  the  lungs  and 
to  the  liver,  a chest  film  should  be  obtained 
when  the  patient  is  first  examined,  to  help 
in  intelligently  outlining  the  method  of 
treatment  to  be  followed.  The  usual  treat- 
ment of  choice  is  surgical.  However,  x-ray 
therapy  is  considered  by  most  to  be  of  def- 
inite value.  Frequently  it  will  convert  an 
inoperable  tumor  to  one  that  is  operable,  as 
this  tissue  is  very  radiosensitive  and  therapy 
usually  results  in  prompt  shrinking  of  the 
tumor  mass.  If  surgery  has  to  be  delayed 
because  of  the  tumor  size,  a chest  film 
should  be  taken  after  the  completion  of  the 
x-ray  therapy,  but  not  more  than  a day  or 
two  before  the  delayed  surgical  procedure  is 
scheduled,  in  order  to  rule  out  possible  pul- 
monary metastases. 

X-ray  therapy  alone  has  not  resulted  in 
many  complete  cures.  Radiation  therapy  is 
useful,  also,  in  palliation  in  some  of  the  ter- 
minal cases. 

Of  the  malignant  tumors  of  the  adrenal 
gland  in  children,  the  neuroblastoma  or 
sympathicoblastoma  is  one  of  the  most  fre- 
quent neoplasms.  It  is  extremely  radiosensi- 
tive and  this  method  of  treatment  offers  the 
best  hope  of  cure.  All  other  tumors  of  the 
adrenal  show  varying  degrees  of  radiosensi- 
tivity. 

TUMORS  OF  THE  EYE 

The  most  common  malignant  tumors  of 
the  eye  are  malignant  melanoma  and  retino- 
blastoma, the  latter  being  almost  always 
found  in  children  between  the  ages  of  one 
month  and  ten  or  eleven  years ; the  average 
age  is  about  two  years.  Unfortunately  about 
one  third  of  the  tumors  are  bilateral,  and 
one  eye  is  usually  considerably  m ore  in- 
volved than  the  other. 

From  a therapeutic  standpoint,  these  tu- 
mors can  be  subdivided  into  five  types: 

1.  Unilateral 

2.  Bilateral 

3.  Residual  tumor  left  in  that  portion  of 
the  optic  nerve  remaining  following  enuclia- 
tion 

4.  Recurrent  tumor  in  the  orbit 

5.  Extension  to  the  brain  and  distal  me- 
tastasis 
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In  the  first  type,  surgical  enucleation  is 
the  method  of  choice,  and  radiation  is  used 
only  if  this  procedure  fails  to  remove  all  of 
the  tumor. 

In  the  second  type,  the  bilateral,  surgical 
enucleation  of  the  more  severely  involved 
eye  is  recommended,  coupled  with  use  of  ra- 
diation to  the  lesser  involved  eye.  This  is 
an  attempt  to  retain  some  vision  in  the  bet- 
ter eye. 

In  the  third  and  fourth  types,  radiation 
alone  or  a combination  of  radiation  and  sur- 
gery will  be  dictated  by  the  individual  case 
under  consideration. 

In  group  five,  radiation  can  be  used,  if 
indicated,  for  palliation. 

In  general  the  radiation  therapy  employed 
is  deep  x-ray  therapy  alone,  or  possibly  a 
combination  of  radon  therapy  and  deep 
x-ray  therapy.  In  a few  cases  where  deep 
x-ray  therapy  is  used,  special  cones  and  po- 
sitioning devices  for  direction  of  the  x-ray 
into  the  tumor  and  at  the  same  time  saving 
some  vision  in  the  treated  eye,  have  been 
developed. 

BRAIN  TUMORS 

Of  the  many  various  brain  tumors  seen 
in  children,  there  are  three  main  classes: 

a. — Astrocytoma  which  responds  fairly 
well  to  surgery  but  is  resistant  to  x-ray  ther- 
apy; b. — Medulloblastoma,  which  is  a highly 
malignant  tumor.  It  spreads  rapidly  by 
seeding  throughout  the  arachnoid  space  and 
is  thus  difficult  to  remove  surgically.  There 
are  a few  cures  attributed  to  x-ray  therapy 
but  on  the  whole  the  prognosis  is  poor, 
c. — Ependymomas  are  best  treated  surgical- 
ly. The  mortality  is  extremely  high. 

With  our  present  knowledge,  the  problem 
of  treatment  of  brain  tumors  of  children  is 
one  mainly  of  palliation. 

TUMORS  OF  THE  BONE 

The  malignant  tumors  of  bone  comprise 
an  important  group  of  neoplasms  in  later 
childhood.  There  are  two  types  that  are 
seen  most  commonly.  They  are  osteogenic 
sarcoma  and  Ewing’s  tumor.  The  treatment 
of  either  of  these  conditions  by  any  method 
i s discouraging.  Immediate  amputation 
seems  to  give  the  best  results.  Ewing’s  tu- 
mor appears  to  be  sensitive  to  radiation 
therapy  at  first,  but  since  there  is  a high 
degree  of  recurrence  which  ends  fatally  this 


is  not  a satisfactory  treatment.  As  in  any 
condition  where  no  uniformly  satisfactory 
method  of  treatment  is  known,  the  opinion 
on  the  proper  handling  of  these  cases  varies 
widely. 

LEUKEMIAS 

This  is  the  largest  group  of  malignant 
neoplasms  seen  in  children.  It  is  usually 
of  the  acute  type,  and,  as  such,  is  often  made 
worse  rather  than  better  by  radiation.  How- 
ever, in  the  chronic  forms  palliation  by  ra- 
diation is  often  gratifying  for  a while,  but 
the  eventual  outcome  is  fatal. 

HODGKIN’S  DISEASE  AND  LYMPHOSARCOMA 

Neither  of  these  conditions  has  ever  been 
permanently  cured.  However,  by  cautious 
use  of  radiation  therapy,  these  patients  can 
often  have  their  lives  extended  comfortably 
for  months  or  even  years. 

MISCELLANEOUS  TUMORS 

Angioma  responds  quite  well  to  radiation. 
I prefer  lightly  filtered  radium.  Some  have 
good  results  with  low  voltage  x-ray  while 
others  use  radon  implants.  So-called  port 
wine  stains  do  not  respond  to  radiation  ther- 
apy of  any  type. 

Pigmented  Nevus.  These  lesions  are  re- 
sistant to  radiation  therapy.  Usually,  local 
excision  of  the  lesion  before  puberty  is  all 
the  treatment  that  is  required.  Only  an  oc- 
casional lesion  of  this  type  in  children  has 
been  reported  as  malignant. 

Thyroid  Tumors.  There  seems  to  be  a 
striking  incidence  of  lateral  thyroid  carci- 
nomas in  the  young.  The  survival  rates  of 
these  patients,  after  various  methods  of 
therapy,  have  been  high.  Surgery  plus  x-ray 
therapy  has  been  used  and  more  recently 
the  use  of  radioactive  iodine  has  been  tried 
in  an  occasional  case.  However,  a true  eval- 
uation of  this  latter  method  of  treatment 
cannot  be  made  as  the  time  interval  between 
the  use  of  I131  and  the  present  has  been  too 
short. 

Tumors  of  the  Reproductive  Organs.  Ma- 
lignant tumors  in  this  group  of  organs  are 
rare.  Perhaps  one  of  the  commonest  is  the 
ovarian  tumor.  Surgery  here  is  the  treat- 
ment of  choice  because  sufficient  radiation 
to  the  pelvic  area  to  destroy  such  a tumor 
might  result  in  eventual  bony  pelvic  changes 
of  a crippling  degree  in  the  child  who  sur- 
vives. 
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ISOTOPE  THERAPY 

At  the  present  time,  the  use  of  radioac- 
tive isotopes  has  been  discouraged  in  the 
treatment  of  any  condition  of  children  and 
young  adults,  mainly  because  the  long  term 
effect  resulting  from  this  form  of  therapy 
is  unknown.  As  yet,  in  other  than  some  more 
or  less  specific  instances  in  adults,  isotope 
therapy  has  not  resulted  in  any  improve- 
ment in  the  results  of  the  overall  picture  ob- 
tained by  standard  methods  of  radiation 
therapy. 

CONCLUSION 

In  general,  malignant  tumors  of  children 
have  a very  grave  prognosis,  but  encourag- 
ing increases  in  the  rate  of  cure  have  re- 
sulted, mainly  due  to  earlier  diagnosis  and 
more  adequate  therapy. 
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Tumors  of  childhood  as  a cause  of  death 
were  exceeded  only  by  accidents,  in  the  state 
of  Oregon,  in  1946,  according  to  Peterson 
and  Gilmer(1>.  The  six  commonest  sites  of 
malignant  tumors  in  children  according  to 
Dargeon(2)  are:  1.  bones;  2.  kidneys;  3.  eye 
and  orbit;  4.  lymphatic  and  blood  forming 
organs ; 5.  soft  somatic  tissue ; and  6.  nerv- 
ous system. 

For  the  most  part  I shall  confine  myself 
to  soft  somatic  tissue  malignancies.  This  is 
a very  important  series,  although  not  the 
most  frequently  seen.  All  of  us  are  called 
upon  very  often  regarding  a lump  in  some 
part  of  the  body  of  a child.  A good  rule  to 
follow  is,  that  any  swelling  which  is  non- 
traumatic  in  origin,  or  a traumatic  swelling 
which  does  not  regress  in  the  usual  time, 
should  be  considered  malignant  until  proven 


otherwise.  It  also  may  be  said  that  a biopsy 
and  preferably  an  excision-biopsy  should  be 
carried  out  rather  than  to  follow  a policy  of 
watchful  waiting. 

The  relative  frequency  of  sarcoma  and 
carcinoma  vary  according  to  the  author  and 
his  series  with  most  series  favoring  sarcoma 
about  9 to  l.(3)  I shall  discuss:  1.  hemangio- 
endotheliomas ; 2.  fibrosarcomas ; 3.  terato- 
mas ; 4.  neurofibrosarcomas ; 5.  ganglioneur- 
omas; and  6.  plexiform  neuromas,  the  latter 
two  being  malignant  by  position.  These  tu- 
mors are  most  frequently  found  as  swellings 
on  the  back,  neck,  or  abdomen.  They  are 
very  benign  in  appearance,  and,  in  general, 
should  all  be  removed,  especially  if  they 
show  signs  of  growth. 

Hemangioendotheliomas  appear  as  a lump 
in  the  subcutaneous  tissue  and  may  or  may 
not  have  tell-tale  blood  vessels  on  the  sur- 
face to  aid  in  the  diagnosis.  Visceral  heman- 
giomas occur  at  times  in  association  with 
cutaneous  lesions.  I recently  saw  an  11- 
year-old  boy  (J.  G.)  who,  for  years,  had  a 
small  lump  between  his  shoulders.  In  May, 
1953,  it  began  to  grow  and  seemed  to  come 
to  a “head”.  It  was  incised  and  when  it  had 
not  healed  two  months  later,  a biopsy  was 
carried  out  and  the  diagnosis  established. 
I first  saw  him  following  this  when  he  de- 
veloped a right  hemothorax  and  fever.  This 
was  followed  by  cachexia  and  death  in  Sep- 
tember, 1953.  Earlier  treatment  might  have 
had  the  same  end  result,  but  we  can  gain  a 
lesson  from  this. 

Fibrosarcomas  are  the  most  frequent  of 
the  sarcomas.  An  example  of  this  is  an  11- 
year-old  Indian  girl  (E.  D.)  who  first  noticed 
a lump  the  size  of  a peanut  along  the  an- 
terior axillary  fold,  in  the  summer  of  1951. 
In  November,  1951,  the  tumor  was  locally 
removed,  and  a diagnosis  of  fibrosarcoma 
was  made.  She  entered  St.  Joseph’s  Hos- 
pital in  January,  1952,  Operation  was  re- 
fused. She  was  readmitted  October  21, 
1952,  with  severe  pain  and  an  ulcerating 
lesion.  Operative  permission  was  finally 
obtained  and  a front  quarter  amputation 
was  carried  out  November  25,  1952.  The 
pathological  report  was  undifferentiated 
sarcoma,  spindle  cell  variant.  She  was  re- 
lieved of  her  pain  and  to  date  has  done  well, 
although  the  prognosis  is  very  grave. 

Some  benign  tumors  become  malignant. 
Duckett(4>  states  that  15  per  cent  of  neuro- 
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fibromas  fall  into  this  class.  On  July  15, 
1951,  K.  D.,  9 years  of  age,  entered  St.  Jo- 
seph’s Hospital.  She  had  a hairy  mole  in- 
volving the  right  buttocks,  hip,  sacral  area 
and  abdomen  to  the  midline,  as  well  as  the 
upper  two  thirds  of  the  right  thigh.  This 
had  been  present  since  birth.  In  addition 
to  this,  her  mother  stated  that  there  had 
been  nodules  present  under  the  skin  for  sev- 
eral years.  On  examination,  besides  the 
brown  hairy  mole,  a nodular  mass  6 inches 
by  4 inches  over  the  right  buttocks  and  sac- 
rum was  palpated.  On  July  16,  1951,  an  ex- 
tensive dissection  for  removal  of  this  mass 
was  carried  out.  The  pathological  report  was 
neurogenic  fibrosarcoma,  grade  1.  On  April 
20,  1953,  a recurrent  mass  was  removed 
which  also  required  an  extensive  dissection. 
There  was  invasion  into  the  muscles.  These 
tumors  tend  to  recur  locally  and  to  metasta- 
size late. 

Teratomas  may  be  found  any  place  in  the 
body.  Retroperitoneal (5)  teratomas  are  an 
interesting  group,  and  make  up  the  third 
most  common  retroperitoneal  tumor,  the 
Wilms  tumor  being  first  and  neuroblastoma 
sympatheticum  second.  A retroperitoneal 
teratoma  presents  itself,  most  often  in  the 
first  year  of  life,  as  a silent  progressive 
swelling  of  the  abdomen.  Roentgenograms 
revealing  teeth  in  the  tumor  are  diagnostic, 
but  many  times  teeth  are  not  present.  Sur- 
gery is  the  only  treatment  and  while  very 
extensive  in  nature  is  often  curative. 

Ganglioneuromas  are  benign,  but  one  part 
of  a tumor  may  show  a benign  ganglioneuro- 
ma while  another  part  of  the  same  tumor 
may  show  malignant  neuroblastoma.  Even 
the  benign  retroperitoneal  ganglioneuromas 
are  malignant  by  position  and  will  recur  and 
kill  if  not  completely  removed.  All  large 
retroperitoneal  tumors  in  children  are  best 
approached  transperitoneally,  and  prefer- 
ably through  a long  transverse  incision.  In 
1947,  I removed  a huge  retroperitoneal  gang- 
lioneuroma from  an  8-year-old  girl.  The  re- 
moval of  this  tumor  required  ligation  of  the 
inferior  vena  cava.  This  child  died  on  her 
55th  postoperative  day  from  hemorrhage 
after  falling  down  a flight  of  stairs.  The 
vena  cava  was  ligated  twice  in  continuity, 
and  the  hemorrhage  was  thought  to  be  a 
rupture  of  this  ligated  section.  From  this 
experience  I would,  as  Gross  also  feels, 
recommend  division  of  the  vena  cava  if  one 
must  ligate  it  for  any  reason,  rather  than  to 
ligate  it  in  continuity. 


As  a further  example  of  benign  tumors 
that  may  become  malignant  but  even  at 
present  are  malignant  by  position,  I recently 
saw  an  8-week-old  infant  who  had  difficulty 
in  swallowing  and  an  obstructive  emphy- 
sema. Examination  revealed  a tumor  mass 
just  above  the  clavicle  in  the  left  side  of  the 
neck,  and  x-ray  showed  a mass  in  the  chest. 
Operation  through  the  neck  proved  this  to 
be  a plexiform  neuroma  with  extension  into 
the  chest.  The  infant  was  relieved  of  the 
difficulty  in  swallowing  and  has  gained 
weight.  It  is  interesting  to  speculate 
whether  further  growth  of  the  remaining 
tumor  will  encroach  on  other  vital  struc- 
tures. If  it  does  not,  will  this  remaining 
tumor  become  malignant? 

Primary  liver-cell-carcinoma(r,>  is  the 
most  common  malignant  tumor  of  the  liver 
and  has  the  worst  prognosis.  The  signs 
and  symptoms  depend  upon  the  size  of  the 
tumor.  The  history  usually  is  of  weeks  du- 
ration and  the  parents  notice  the  enlarge- 
ment of  the  abdomen  as  the  first  sign.  Jaun- 
dice may  be  noted  occasionally  due  to  pres- 
sure on  the  ducts.  The  last  case  I saw  was 
in  1947,  and  I am  sure  that,  according  to  to- 
day’s standards,  the  tumor  could  have  been 
removed.  During  the  past  year  I have  re- 
sected three-fourths  of  the  right  lobe  of  the 
liver  in  each  of  two  cases,  one  for  hemangi- 
oma and  the  other  for  sarcoma  of  the  gall 
bladder  with  extension  into  the  liver.  Pack 
and  Baker <7)  have  recently  reported  total 
right  lobectomy  with  survival.  Therefore, 
this  type  of  surgery  is  feasible. 

Malignant  tumors  of  the  thorax,  accord- 
ing to  Gross,  excluding  lymphomas  and 
Hodgkin’s  disease,  are  in  order  of  frequency, 
neuroblastomas,  malignant  thymomas,  and 
malignant  teratomas. 

In  1950,  Reals,  Russum  and  Egan(6>  re- 
ported a mesothelioma  of  the  pleura  in  an 
infant  19  months  of  age.  Interestingly 
enough,  at  age  14  months  this  infant  was  ad- 
mitted to  St.  Catherines  Hospital  for  acute 
dyspnea  following  accidental  aspiration  of 
two  pennies.  The  pennies  were  removed  and 
the  infant  left  the  hospital  the  following  day. 
He  was  readmitted  five  months  later  be- 
cause of  cough  and  fever.  X-rays  of  the 
chest  on  admission  revealed  a completely 
opaque  left  pulmonary  field.  Bloody  fluid 
was  aspirated  from  the  pleural  cavity.  The 
infant  became  progressively  worse  and  died 
on  the  40th  hospital  day.  Autopsy  showed 
the  left  lung  compressed  against  the  medi- 
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astinum  by  a firm  white  tumor  mass  aris- 
ing from  the  left  parietal  pleura.  Microscopic 
sections  showed  this  to  be  a mesothelioma 
of  the  pleura. 

Rectal  bleeding  is  a common  symptom  in 
children  but  not  as  common  as  in  adults. 
Polyps  may  be  the  cause  of  this  bleeding. 
Single  polyps  of  the  intestinal  tract  are  prac- 
tically never  malignant  in  children,  multiple 
polyps,  9-15,  also  fall  into  this  category. 
More  than  this  number  fall  into  the  classi- 
fication of  multiple  polyposis  and  are  pri- 
marily found  in  the  colon.  While  it  is  rare 
for  malignancy  to  develop  before  adolescence 
it  may  do  so,  and  one  can  be  certain  that 
most  all  will  develop  carcinoma  in  some  of 
the  polyps  after  adolescence.  Jeghers,  et 
al,7 (8)  have  described  ten  cases  with  the  com- 
bination of  intestinal  polyps  and  perioral 
melanin  spots  in  the  skin  and  buccal  mem- 
branes. There  is  also  a familial  tendency 
which  is  very  marked  in  those  cases  with 
multiple  polyposis.  The  treatment  is  colec- 
tomy preserving  the  lower  six  inches  of  the 
rectum  and  the  fulguration  of  those  polyps 
in  this  section,  through  the  proctoscope. 

CONCLUSIONS 

1.  Malignancy  in  childhood  is  not  rare. 
It  often  is  encountered  as  a very  benign  ap- 
pearing swelling  for  which  biopsy  and  not 
watchful  waiting  is  recommended. 

2.  Some  benign  tumors  become  malignant, 
others  are  malignant  by  position  and  if  not 
removed  completely  will  recur  and  cause 
death. 

3.  With  the  advances  in  s u r g e r y one 
should  not  develop  a hopeless  attitude 
toward  extensive  carcinoma  in  children,  be- 
cause no  doubt  some  of  these  cases  can  be 
saved. 
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This  subject,  as  with  malignant  tumors 
elsewhere  in  the  body,  is  a discouraging  one 
to  present.  The  chief  points  to  be  made  are 
the  desirability  of  correct  diagnosis  and  the 
differentiation  from  benign  brain  tumors  or 
other  conditions  producing  similar  symp- 
toms. The  limitation  of  this  discussion  to 
the  childhood  age  necessitates  definition  of 
the  upper  limit  of  that  age,  whether  twelve, 
fourteen  or  sixteen  years,  for  there  is  sig- 
nificant change  in  the  type  of  brain  tumor 
present  after  ten  or  twelve  years  of  age. 

The  most  common  malignant  brain  tumor 
of  early  childhood  is  the  cerebellar  medul- 
loblastoma, usually  developing  under  the  age 
of  ten  years.  This  tumor  is  a very  malig- 
nant small  round  cell  embryoblastic  type  of 
tumor,  believed  to  arise  from  a small  em- 
bryonic cell  rest  or  group  of  cells  in  the  low- 
er roof  of  the  fourth  ventricle  of  the  cere- 
bellum. It  grows  into  the  fourth  ventricle 
without  symptoms  until  it  blocks  the  pass- 
age of  cerebrospinal  fluid  through  this  ven- 
tricle. This  fluid  block  at  first  is  intermit- 
tent, in  ball  valve  manner,  and  the  child  de- 
velops episodes  of  sudden  forceful  vomiting, 
without  nausea,  as  the  cerebrospinal  fluid 
pressure  beneath  the  tentorium  is  increased 
rather  suddenly.  As  the  venous  pressure 
drops  following  the  vomiting,  the  fluid  block 
is  released  and  the  child  becomes  symptom- 
free  again. 

As  the  tumor  increases  in  size  it  may 
cause  some  constant  obstruction  to  the  flow 
of  cerebrospinal  fluid  through  the  aqueduct 
of  Sylvius,  and  pressure  develops  above  the 
tentorium  from  dilatation  of  the  lateral 
ventricles  of  the  cerebral  hemispheres.  This 
is  the  beginning  of  serious  symptoms,  and 
should  be  recognized  and  differentiated  from 
other  conditions  which  cause  malaise  and 
vomiting  in  children.  Very  young  children 
do  not  complain  as  much  as  adults,  or  give 
as  good  a description  of  their  symptoms, 
hence  it  is  easy  to  be  misled  into  thinking 
that  they  are  troubled  with  some  general 
illness  or  feeding  problem.  The  best  clue  in 
the  diagnosis  of  a cerebellar  tumor  is  the 
observation  of  some  ataxia  or  disability  in 
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walking  or  running.  This  should  immedi- 
ately suggest  the  possibility  of  a cerebellar 
tumor  and  lead  to  ophthalmoscopic  examin- 
ation of  the  optic  discs  for  intracranial  pres- 
sure swelling,  or  papilloedema.  This  al- 
ways should  precede  spinal  puncture,  which 
is  very  dangerous  in  cerebellar  tumor,  be- 
cause of  a tendency  of  the  cerebellum  to 
herniate  through  the  foramen  magnum  into 
the  spinal  canal,  and  thus  to  cause  fatal 
pressure  over  the  respiratory  center  of  the 
medulla. 

The  localization  of  headache  in  the  occi- 
pital or  suboccipital  region  often  is  a sig- 
nificant localizing  symptom  for  cerebellar 
tumor,  and  should  cause  one  to  be  on  guard 
about  doing  a spinal  puncture.  The  presence 
of  nystagmus  and  of  inability  to  stand  well 
with  the  feet  together,  indicates  cerebellar 
involvement,  but  may  be  absent  with  midline 
cerebellar  tumor.  These  findings  appear 
when  the  tumor  has  grown  sufficiently  into 
the  lateral  cerebellar  lobes  to  disturb  func- 
tion there.  X-rays  of  the  skull  in  young  chil- 
dren with  intracranial  pressure  often  will 
show  separation  of  the  cranial  sutures,  and 
percussion  over  the  dilated  ventricles  will 
give  a tympanitic  or  “cracked  pot”  sound. 

The  tragedy  of  undiagnosed  cerebellar 
tumor  in  a young  child  is  the  development 
of  permanent  blindness  from  long  standing 
optic  papilloedema,  when  the  tumor  is  not 
malignant  and  the  blindness  could  have  been 
prevented  by  earlier  operation.  Sometimes 
the  parents  do  not  bring  the  child  to  the 
physician  until  they  have  noted  his  inability 
to  see  well,  because  of  the  lack  of  disturb- 
ance in  balance  with  a midline  cerebellar  tu- 
mor. Although  the  final  outcome  of  the 
very  malignant  cerebellar  medullobastoma 
is  hopeless,  except  for  brief  prolongation  of 
life  by  surgery  and  x-ray  treatment,  some 
tumors  of  the  cerebellum  are  benign  and  re- 
spond excellently  to  surgical  removal.  These 
benign  tumors  usually  are  cystic  and  occur 
in  the  older  childhood-age-group,  but  there 
are  exceptions  to  all  rules,  and  it  is  not  safe 
to  assume  that  a tumor  is  malignant  and 
inoperable  until  so  proven  by  microscopic 
examination. 

The  treatment  of  the  malignant  medullo- 
blastoma of  childhood  is  very  discouraging, 
as  is  true  in  all  highly  malignant  tumors. 


The  best  that  can  be  offered  is  to  do  a neces- 
sarily incomplete  removal  of  the  soft,  in- 
filtrating tumor  from  the  fourth  ventricle, 
to  provide  relief  of  the  cerebrospinal-fluid 
block  and  of  increased  intracranial  pressure, 
and  follow  this  with  x-ray  treatment.  Some 
authorities  favor  x-ray  therapy  before  sur- 
gery, and  judge  the  malignancy  of  the  tumor 
present  by  the  subsidence  of  symptoms,  be- 
cause the  medulloblastoma  is  very  sensitive 
to  radiation  therapy.  This  is  not  permis- 
sible if  there  is  high  grade  optic  papilloedema 
and  threatened  blindness,  for  then  the  initial 
edema  due  to  radiation  may  precipitate  seri- 
ous increase  of  intracranial  pressure  and  ir- 
reversible blindness. 

Some  neurosurgeons  believe  that  when  the 
malignant  medulloblastoma  is  exposed  and 
verified  by  microscopic  examination  of  a 
small  piece  of  tissue,  it  is  better  not  to  spread 
it  further  into  the  meninges  by  extensive 
removal,  but  to  be  satisfied  with  the  dural 
decompression  and  subsequent  radiation 
treatment.  My  experience  with  this  method 
of  treatment  has  not  been  good,  because 
the  fourth  ventricle  fluid-block  continues  and 
an  early  fatal  outcome  tends  to  develop.  The 
tendency  of  this  tumor  to  spread  in  the 
meninges,  both  before  and  after  surgery, 
particularly  into  the  spinal  canal,  necessi- 
tates rather  extensive  and  disturbing  appli- 
cation of  radiation  treatment  to  the  small, 
growing  child. 

Other  malignant  brain  tumors  of  child- 
hood occur  so  infrequently  that  they  need 
only  to  be  mentioned.  Medulloblastoma  occa- 
sionally develops  in  the  third  ventricle  of  the 
brain  where  it  is  even  less  amenable  to  surg- 
ical or  x-ray  treatment  than  in  the  fourth 
ventricle.  The  highly  malignant  glioblastoma 
multiforme  occasionally  is  found  in  the  cere- 
bral hemisphere  during  childhood,  but  this 
tumor  is  the  more  common  malignancy  of 
later  adult  life,  similar  to  carcinoma  else- 
where. Highly  malignant  neuroblastoma  and 
sarcoma  of  the  meninges  occur  rarely  in  chil- 
dren. Metastatic  tumor  of  the  brain  occurs 
occasionally  in  children,  particularly  mel- 
anoma and  hypernephroma.  X-rays  of  the 
lungs  for  primary  or  metastatic  tumor  al- 
ways should  be  done  to  help  rule  out  or  to 
establish  a metastatic  lesion  with  symptoms 
of  brain  tumor. 
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Tumors  of  Bone 

WERNER  P.  JENSEN,  M.D. 

Instructor  in  Orthopedic  Surgery, 

Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

Malignant  tumors  of  bone  in  children  for- 
tunately are  rare.  When  they  do  occur,  prog- 
nosis is  poor,  especially  under  the  age  of  ten 
years.  The  following  is  taken  from  the  Met- 
ropolitan Life  Insurance  Company’s  statis- 
tics on  their  industrial  policy  holders  from 
1943  to  1947 : Between  the  ages  of  one  and 
four,  1.5  per  cent  of  the  deaths  from  cancer 
were  due  to  bone  tumors ; between  the  ages 
of  five  and  nine,  4.7  per  cent;  and  between 
the  ages  of  ten  and  fourteen,  11.4  per  cent  of 
the  deaths  from  cancer  were  due  to  bone 
tumors. 

For  this  discussion  only  primary  bone  tu- 
mors will  be  considered,  and  because  they  are 
limited  mainly  to  endothelioma,  or  Ewing’s 
tumor,  and  osteogenic  sarcoma,  the  discus- 
sion will  be  limited  to  these  two  tumors. 

Confronted  with  a lesion  in  bone,  we  should 
try  to  make  a diagnosis  as  quickly  as  pos- 
sible, so  that  correct  treatment  may  be  un- 
dertaken at  once.  Is  it  a malignant  tumor, 
and,  if  so,  is  it  a round  cell  tumor,  or  is  it  an 
osteogenic  sarcoma? 

ETIOLOGY 

The  cause  of  malignant  bone  tumors  is  not 
known.  They  occur  more  frequently  in  boys 
than  in  girls.  A history  of  trauma  is  usually 
obtained,  but  the  trauma  is  probably  coin- 
cidental rather  than  causative.  The  history 
of  trauma  should  be  carefully  investigated, 
because  an  injury  may  cause  x-ray  findings 
that  suggest  bone  malignancy.  Infections, 
too,  should  be  checked  for  the  same  reason. 

Pohle,  of  Madison,  Wisconsin,  reported  the 
concurrence  of  osteogenic  sarcoma  in  two 
sisters,  aged  3 and  11  years.  No  deductions 
were  made  from  this  rare  occurrence. 

SYMPTOMS 

Pain  is  the  main  symptom.  Night  pain 
not  relieved  by  rest  is  suggestive.  It  should 
lead  to  prompt  investigation.  In  this  age 
group,  pain  may  not  be  as  marked  or  as 
constant  as  in  the  adolescent.  Swelling,  heat, 
tenderness,  redness,  and  tumor  are  also  seen. 
If  these  findings  do  not  subside  with  rest 
and  antibiotics  then,  again,  bone  malignancy 


must  be  considered.  Disability,  limp,  and 
limitation  of  joint  motion  may  bring  the 
child  to  the  doctor. 

X-RAY 

Roentgenograms  are  both  necessary  and 
helpful,  but  not  diagnostic.  They  suggest 
whether  a lesion  is  benign  or  malignant. 
Laminated  periosteal  reaction  — the  onion- 
skin effect  — may  be  one  of  the  x-ray  find- 
ings seen  in  Ewing’s  tumor,  but  it  is  not 
diagnostic.  This  is  reactive  bone  and  not 
tumor-bone  and  can  be  caused  by  benign  les- 
ions and/or  infection.  Ewing’s  tumor  usual- 
ly shows  areas  of  lysis  which  give  the  bone 
the  appearance  of  having  had  a portion  of 
it  partially  eaten  away  by  acid.  Small  cystic 
areas  may  be  present,  and  there  also  may 
be  sclerosis. 

The  osteogenic  sarcomas  cannot  be  posi- 
tively diagnosed  by  x-ray,  because  the  find- 
ings are  variable.  The  picture  presented  may 
be  that  of  bone  destruction,  or  of  bone  for- 
mation. Soft  tissue  invasion  is  common  in 
osteogenic  sarcomas.  Trauma,  infection,  and 
benign  lesions  may  present  the  x-ray  appear- 
ance of  a malignant  tumor  of  bone. 

LOCATION 

Endothelioma,  or  Ewing’s  tumor,  is  most 
commonly  seen  in  the  lower  extremities, — in 
the  femur  or  tibia.  The  upper  extremities 
are  involved  less  frequently,  with  the  hum- 
erus being  involved  the  most  frequently  of 
the  upper  extremity  bones.  Ewing’s  tumor 
tends  more  to  invade  the  shaft  of  the  long 
bone.  • Ewing’s  tumor  may  be  seen  in  the 
pelvis,  ribs  and/or  spine. 

The  osteogenic  sarcomas  are  seen  most 
frequently  to  involve  the  lower  end  of  the 
femur  and  the  upper  end  of  the  tibia.  The 
proximal  end  of  the  humerus  is  the  next 
most  common  site  involved.  The  pelvis,  the 
ribs,  and  the  scapula  are  the  next  most  com- 
mon sites,  and  in  that  order. 

INCIDENCE 

Coley  estimates  that  bone  sarcoma  occurs 
in  one  out  of  every  100,000  persons  in  the 
United  States.  He  reports  eight  cases  be- 
tween the  ages  of  one  and  ten  years,  with 
one  five-year  survival.  This  author  does  not 
report  any  Ewing’s  tumor  survival  under  the 
age  of  ten.  He  reports  one  case  in  an  eight- 
year-old  child  who  lived  for  five  years  and 
six  months,  and  then  died  of  the  tumor.  The 
youngest  victim  of  Ewing’s  tumor  that  I 
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found  in  the  literature  was  a seven-months- 
old  female  "reported  by  Carpenter  of  Rich- 
mond, Virginia.  This  child  died  at  the  age 
of  thirteen  months,  or  a few  days  short  of 
six  months  after  the  symptoms  first  ap- 
peared. 

DIAGNOSIS 

Arriving  at  the  correct  diagnosis  is  not 
without  pit-falls.  Extremities  have  been  sac- 
rificed because  of  an  erroneous  diagnosis  of 
a malignancy.  Benign  lesions,  infectious 
processes,  and  trauma  may  all  simulate  ma- 
lignant tumors  of  bone,  clinically,  patholog- 
ically, and  roentgenographically.  Luck,  in  his 
book  on  “Bone  and  Joint  diseases,”  quotes,  in 
the  preface,  an  old  Chinese  proverb  — “To 
be  uncertain  is  to  be  uncomfortable,  but  to 
be  certain  is  to  be  ridiculous.”  The  collabor- 
ation of  the  roentgenologist,  the  pathologist, 
and  the  orthopedist  should  be  sought  in  mak- 
ing a decision  as  to  treatment. 

X-ray  films  suggest  a diagnosis.  A sus- 
pected Ewing’s  tumor  should  never  be  given 
x-ray  treatment  as  a diagnostic  procedure, 
because  this  alters  the  histological  pattern, 
and  interferes  with  accurate  diagnosis. 
Serum  alkaline  phosphatase  is  of  some  help 
in  making  the  diagnosis  in  osteogenic  sar- 
comas, but,  in  growing  children,  there  are 
considerable  variances.  Blood  cultures  and 
antibiotics  are  helpful  in  ruling  out  infectious 
processes  in  bone. 

Adequate  biopsy,  correctly  performed,  is 
essential  in  making  a correct  diagnosis.  At 
some  centers,  a punch  or  aspiration  biopsy 
has  proven  satisfactory.  In  most  areas,  how- 
ever, a more  adequate  biopsy  should  be  taken 
so  that  the  pathologist  will  be  certain  to  get 
not  only  reactive  tissue,  but  also  tumor  tis- 
sue. There  are  no  statistics  showing  that 
adequate  biopsy,  correctly  performed,  has 
caused  dissemination  of  bone  tumor.  Since 
bone  tumors  are  not  common,  it  is  important 
to  have  the  help  of  a pathologist  who  is  ex- 
perienced in  bone  tissue  work.  Most  path- 
ologists do  not  resent  getting  the  opinion 
of  others.  We  have  all  had  the  experience 
of  sending  specimens  to  three  or  four  path- 
ologists and  ending  up  with  as  many  diag- 
noses. With  this  dilemma,  all  aspects  of  the 
case  must  be  considered,  and  not  the  biopsy 
alone,  in  making  a decision. 

TREATMENT 

The  following  would  be  applicable  to  ma- 
lignant bone  tumors  of  all  ages.  Having 
arrived  at  the  diagnosis  of  a malignant  tu- 


mor of  bone  which  has  been  classified  as  an 
endothelioma  or  a Ewing’s  tumor,  then  it  is 
my  opinion  that  x-ray  therapy  is  the  treat- 
ment of  choice.  It  is  true  that  in  reviewing 
the  literature  the  statistics  in  fav.or  of  rad- 
ical amputation,  or  of  radical  amputation 
with  x-ray  treatment,  shows  a slightly  high- 
er percentage  of  so-called  cures  than  x-ray 
therapy  alone. 

Lichtenstein,  in  his  book  on  bone  tumors 
published  last  year,  questions  the  diagnosis 
in  the  ten  per  cent  five-year  survivals  of 
127  cases  of  Ewing’s  sarcoma  reported  by 
Geschickter  and  Copeland.  He  also  ques- 
tions the  twenty-one  per  cent  five-year-sur- 
vival rate  reported  by  Myerding  and  Vails. 
In  17  cases  surveyed  by  Lichtenstein,  he  does 
not  report  a single  cure,  and,  all  but  three 
patients  were  dead  within  three  years  of  the 
onset  of  symptoms.  Lichtenstein  feels  that 
the  combination  of  radiation  therapy  with 
surgery  would  offer  the  best  prognosis  for  a 
true  Ewing’s  sarcoma.  He  suggests  that  a 
Ewing’s  sarcoma  might  be  confused  with 
other  conditions,  such  as  a sympathetic  neu- 
roblastoma, anaplastic  carcinoma,  metastatic 
to  the  affected  bone,  primary  reticulum  cell 
sarcoma  of  bone,  Hodgkin’s  disease,  malig- 
nant lymphoma,  or  myeloma. 

At  the  Western  Orthopaedic  Meeting  held 
at  Sun  Valley,  Idaho,  in  October,  1953,  Dr. 
John  H.  Walker  presented  a paper  on  the 
management  of  primary  round  cell  tumors 
of  bone.  He  is  a roentgenologist  and  has 
treated  these  tumors  with  intensive  x-ray 
therapy.  He  showed  slides  of  some  five- 
year  cures  of  round  cell  tumors  diagnosed 
as  Ewing’s  sarcoma.  These  were  treated 
with  intensive  x-ray  therapy.  It  was  his  im- 
pression, however,  that  these  tumors  were 
probably  reticulum  cell  sarcomas.  He  also 
showed  five-year  cures  of  cases  diagnosed 
as  solitary  myelomas.  Perhaps  it  is  wiser  to 
treat  these  lesions  under  the  diagnosis  of 
primary  round  cell  tumors  of  bone  than  to 
further  classify  them.  If  the  tumor  is  in  a 
resectible  bone  such  as  the  fibula,  resection 
plus  x-ray  therapy  would  be  indicated. 

McCormack  in  his  article  on  Ewing’s  sar- 
coma states  “Each  problem  has  to  be  faced 
separately.  Are  the  one-legged  deaths  worth 
the  one-legged  cures?” 

Irradiation  has  little  effect  on  osteogenic 
sarcomas,  and,  with  few  exceptions,  the 
treatment  of  choice  is  amputation  or  resec- 
tion. As  to  site  of  amputation,  most  texts 
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advise  amputation  proximal  to  the  bone  in- 
volved. With  tumors  in  the  lower  end  of  the 
femur  statistics  do  not  show  that  hip  disar- 
ticulation has  given  a higher  percentage  of 
cures  than  resection  through  the  proximal 
end  of  the  femur,  which  leaves  the  patient  a 
stump  for  a prosthesis.  Coley  and  Higin- 
botham  reviewed  39  consecutive  cases  of 
osteogenic  and  of  chondrosarcoma  of  the  low- 
er femur  in  which  high  thigh  amputation  was 
performed,  at  Memorial  Hospital,  in  lieu  of 
hip  joint  disarticulation.  In  only  two  of 
these  cases  did  a stump  recurrence  appear, 
and  one  of  these  cases  was  later  disartic- 
ulated and  remained  well  for  more  than  five 
years.  The  probabilities  are  that  if  the  les- 
ion in  the  lower  end  of  the  femur  has  ex- 
tended up  through  the  medullary  cavity,  or 
along  the  shaft  of  the  femur,  it  has  probably 
already  metastasized  beyond  the  hip  joint. 

Coley  states  that  irradiation  should  be 
offered  in  preference  to  amputation  in  osteo- 
genic sarcomas  only: 

1.  When  the  tumor  is  of  doubtful  opera- 
bility 

2.  When  the  histologic  picture  suggests 
definite  radio-sensitivity 

3.  When  a small  periosteal  lesion  affords 
opportunity  for  combined  external  and  inter- 
nal irradiation 

4.  In  medullary  osteogenic  fibrosarcomas 
of  low  malignancy 

PROGNOSIS 

The  outlook  for  the  child  with  malignant 
bone  tumors,  particularly  if  under  the  age 
of  ten,  is  grave.  The  prognosis  of  a true 
Ewing’s  tumor  is  very  poor  at  any  age,  but 
the  outlook  for  primary  round  cell  tumors  is 
more  favorable.  In  Ewing’s  tumors  the  fac- 
tors giving  the  graver  prognosis  are : 

Early  age  of  the  child,  fever,  secondary 
anemia,  and  high  sedimentation  rate. 

In  children  under  ten  years  old  who  have 
osteogenic  sarcomas,  the  prognosis  is  also 
poor.  If  the  osteogenic  sarcoma  is  located 
distally  in  an  extremity  so  that  resection  is 
possible,  the  prognosis  is  better.  The  osteoly- 
tic osteogenic  sarcomas  have  a poorer  prog- 
nosis. The  histologic  grading  of  the  tumor 
also  affects  prognostication.  The  bone-pro- 
ducing sarcomas  have  a very  poor  prognosis, 
whereas  the  chondro-  or  fibrosarcomas  offer 
a much  better  chance  of  survival. 


SUMMARY 

In  spite  of  the  poor  outlook  for  malignant 
bone  tumors  we  should  make  an  accurate 
diagnosis  as  early  as  possible  and  start  treat- 
ment promptly. 

X-ray  therapy  should  never  be  used  diag- 
nostically in  Ewing’s  sarcoma. 

For  primary  round  cell  tumors,  irradiation 
is  probably  the  treatment  of  choice. 

For  osteogenic  sarcomas,  resection  is  the 
treatment  of  choice. 
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Tumors  of  the  Eye 


MAYNARD  M.  GREENBERG,  M.D 
Omaha,  Nebraska 


Most  malignancies  of  the  eye  have  their 
onset  in  infancy.  We  shall  limit  this  presen- 
tation to  those  tumors  that  grow  rapidly  and 
endanger  life  and  sight  before  the  end  of  the 
first  decade  of  life.  Fortunately,  the  inci- 
dence rate  of  these  tumors  is  low ; the  com- 
monest, retinoblastoma,  occurs  about  once 
in  33,000  births.  Unfortunately  the  family 
implications  far  outweigh  this  incidence. 
Parents  first  are  concerned  with  the  child’s 
vision,  and  the  necessity  of  removing  an  eye 
is  a shock.  Should  both  eyes  demand  re- 
moval, the  economic  burden  placed  on  the 
family  is  considerable.  The  question  of  hav- 
ing additional  children  must  be  settled. 

Since  retinoblastoma  is  the  commonest  of 
the  eye  malignancies,  it  is  estimated  that  100 
new  cases  appear  in  the  United  States  each 
year.  The  average  age  at  the  time  of  diag- 
nosis is  about  two  years,  with  the  youngest 
patient  reported  being  one  month  old.  Most 
authors  are  of  the  opinion  that  one  fourth 
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the  cases  are  bilateral,  but  Reese  sets  the 
figure  at  one  third.  Present  evidence  indi- 
cates a strong  hereditary  tendency;  but  by 
far  the  majority  of  cases  are  sporadic,  occur- 
ring as  isolated  cases.  The  computed  inci- 
dence rate  is  2.9  retinoblastoma  cases  per 
1,000  survivors.  In  1937  Reiser,  quoted  by 
Reese,  collected  statistics  on  the  thousands 
of  retinoblastoma  survivors.  The  survival 
rate  of  retinoblastoma  is  about  50  per  cent. 
Among  these  were  many  hundreds  who  had 
reached  the  reproductive  age.  At  the  time 
of  Reiser’s  study  he  was  able  to  verify  twen- 
ty positive  cases  with  an  additional  five 
questionable  transmissions.  Reiser  stated 
that  the  figures  did  not  justify  sterilization 
of  retinoblastoma  survivors.  That  we  do 
have  pedigrees  of  retinoblastoma  families 
has  been  reported  before  and  since.  Slavik 
reports  six  siblings  in  a family  of  nine  chil- 
dren having  the  tumor  transmitted.  Reese 
has  records  of  six  retinoblastoma  survivors 
who  transmitted  the  tumor  to  their  children. 
From  our  present  knowledge  of  the  heredi- 
tary factors  involved,  one  can  probably  ad- 
vise as  follows:  Healthy  parents  without 

any  histroy  of  retinoblastoma  in  either  ma- 
ternal or  paternal  family  may  safely  have 
additional  children  without  fear  of  these  sub- 
sequent children  being  afflicted.  Retino- 
blastoma survivors  can  have  normal  children, 
but  there  is  a risk.  Reese  advises  normal 
parents  to  have  additional  children,  but  does 
not  encourage  retinoblastoma  survivors  to 
have  children  of  their  own. 

The  diagnosis  of  retinoblastoma  must  be 
made  in  a very  young  patient  so  the  recog- 
nition will  have  to  depend  on  the  objec- 
tive signs.  A crossed  eye  or  an  irregular  or 
enlarged  pupil  are  the  first  indications.  Later 
the  child  will  have  a creamy  white  vascular- 
ized mass  appearing  behind  the  pupil.  Often 
if  the  case  is  bilateral  and  vision  is  involved 
early,  stumbling  and  falling  are  noticed  by 
the  parents.  An  x-ray  examination  of  the 
globe  will  disclose  calcium  deposits  in  the 
tumor. 

As  the  tumor  grows  it  invades  all  the 
retinal  layers.  It  has  a great  predilection 
for  the  optic  nerve  which  it  invades  by  con- 
tinuous extension.  When  the  sclera  is  pen- 
etrated it  is  usually  along  the  emissary  ves- 
sels, but  it  can  and  does  directly  perforate 
a thin  sclera.  Metastasis  occurs  intracran- 
ially  and  to  distal  bones,  by  way  of  the  blood 
stream. 


Treatment  is  directed  mainly  at  removal. 
Usually  by  the  time  the  diagnosis  is  made, 
one  or  both  eyes  are  greatly  involved.  When 
the  tumor  is  large  and  has  already  destroyed 
the  vision,  removal  of  the  eye  is  imperative 
and  a thorough  search  for  involvement  of  the 
second  eye  is  carried  out  under  anesthesia. 
If  the  second  eye  has  small  tumors  which 
have  not  destroyed  vision,  irradiation  is  in- 
dicated. This  irradiation  of  the  second  eye 
is  carried  out  under  careful  control  and  ob- 
servation. Small  tumors  in  the  periphery 
will  respond  to  irradiation  as  a rule,  but, 
should  the  tumor  continue  to  progress,  early 
removal  of  the  eye  is  indicated.  In  advanced 
cases  delay  in  removal  of  the  eye  increases 
the  danger  of  dissemination  and  all  its  impli- 
cations. If  allowed  to  take  its  course,  the 
tumor  grows  progressively,  becoming  large 
and  painful,  eventually  perforating,  and  then 
requiring  removal  for  cosmetic  reasons. 
Meanwhile  there  is  dissemination  through 
the  body  with  an  eventual  painful  death. 

The  next  retinal  tumor  we  shall  consider 
is  the  diktyoma.  This  is  a very  rare  tumor 
of  the  ciliary  body.  In  appearance  it  resem- 
bles retinoblastoma  as  to  color,  but  it  in- 
vades the  anterior  portion  of  the  globe,  grow- 
ing anterior  to  the  crystalline  lens.  It  is 
first  noted  in  the  child  at  birth,  and  grows 
slowly.  This  tumor  soon  causes  an  embar- 
rassment of  the  filtration  of  the  eye,  produc- 
ing increased  intra-ocular  pressure.  This  in- 
crease in  pressure  results  in  early  necessity 
for  removal  of  the  eye.  Although  the  tumor 
is  highly  malignant,  metastasis  is  unknown, 
because  removal  is  early.  There  is  no  re- 
ported hereditary  tendency. 

Originally,  all  retinoblastomas  were  known 
as  gliomas,  because  it  was  thought  that  they 
were  derived  from  the  glial  tissue  of  the  op- 
tic nerve.  However,  we  do  have  true  gliomas 
which  are  actually  from  the  glial  tissue ; they 
are  very  rare  and  about  75  per  cent  of  the 
cases  occur  in  the  first  decade  of  life.  Some 
of  these  cases  are  bilateral,  having  both  op- 
tic nerves  involved.  The  diagnosis  is  arrived 
at  in  these  youngsters  from-  the  protrusion 
of  the  globe,  optic  atrophy,  and  poor  vision. 
Excision  is  necessary  for  cure.  At  times 
careful  approach  and  removal  will  preserve 
considerable  sight. 

Meningiomas  involve  the  orbit  by  exten- 
sion from  the  cranial  cavity.  They  produce 
early  displacement  of  the  globe. 

In  von  Hippie’s  Disease  one  encounters  an 
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angiomatosis  of  the  retina.  There  is  a local- 
ized tumor  mass  in  the  retinal  periphery  to 
and  from  which  nondescrpit  afferent  and  ef- 
ferent vessels  course.  The  disease  represents 
a failure  in  development  of  the  vascular 
units  of  the  retina,  and  is  closely  associated 
with  the  vascular  tumors  of  the  eye.  Lindau 
has  shown  the  retinal  picture  to  be  part  of 
an  extensive  systemic  process.  The  condi- 
tion is  familial  and  in  50  per  cent  of  the 
cases  both  eyes  are  involved. 

Of  all  the  orbital  tumors  the  angiomas 
are  by  far  the  most  common.  The  cavernous 
types  are  usually  slow  growing,  while  the 
capillary  and  angioblastic  type  grow  rapidly. 
These  tumors  destroy  vision  and  interfere 
with  eye  movements  mainly  by  pressure  on 
the  surrounding  parts.  Treatment  is  de- 
pendent on  the  size  and  location  of  the  tu- 
mor. The  smaller  noninterfering  tumors  fre- 
quently require  no  treatment. 

The  sarcomatous  tumors  also  appear  in  the 
orbit  during  the  first  decade  of  life.  Due 
to  rapid  growth  associated  with  infiltration 
of  surrounding  tissues,  it  soon  becomes  dif- 
ficult to  classify  and  catalogue  them.  The 
rhabdomyomas  or  rhabdomyosarcomas  ap- 
pear, usually  in  youngsters  about  6-7  years 
of  age.  They  soon  cause  interference  with 
motion  accompanied  by  complete  protrusion 
of  the  globe  with  the  tumor  mass  surround- 
ing it.  These  sarcomas  grow  rapidly,  met- 
astasize early,  and  are  usually  fatal.  Early 
diagnosis  and  exenteration  are  the  only  hope 
if  life  is  to  be  spared. 

SUMMARY 

The  eye-tumors  are  comparatively  rare. 
The  commonest  is  the  retinoblastoma.  About 
25  to  30  per  cent  are  bilateral.  Enucleation 
of  the  involved  eye  is  indicted  before  met- 
astasis. Controlled  irradiation  and  observa- 
tion is  in  order  if  the  second  eye  is  involved. 

Healthy  parents  should  be  encouraged  to 
have  additional  children.  Retinoblastoma  sur- 
vivors should  not  be  encouraged  to  have  chil- 
dren. 

The  sarcomatous  orbital  tumors  in  children 
are  very  rare,  but  usually  fatal.  Orbital 
masses  growing  rapidly  should  have  careful 
study,  and  early  exenteration  should  be  con- 
sidered as  a life  saving  measure. 
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TUBERCULOSIS  ABSTRACTS 

THE  ROLE  OF  ANTIBIOTIC  DRUGS 
IN  THE  TREATMENT  OF  TUBERCULOSIS 

In  the  past  five  years  the  treatment  of  tuber- 
culosis has  changed  as  a result  of  the  rapid  de- 
velopment and  application  of  antimicrobial  therapy 
and  thoracic  surgery.  Concomitantly,  one  would 
suspect  that  the  treatment  of  tuberculosis  should 
become  simple,  but  actually  it  is  more  complex 
because  many  more  patients  are  suitable  for  sur- 
gery which  requii-es  (1)  selection  of  drugs,  (2) 
determination  of  the  type  and  timing  of  surgery, 
and  (3)  consideration  of  duration  of  postoperative 
drug  therapy. 

The  development  of  tuberculosis  antimicrobial 
therapy  has  been  rapid  beginning  in  1947  with  the 
introduction  of  streptomycin  which  was  soon  fol- 
lowed by  para-aminosalicylic  acid,  the  thiosemicarba- 
zones,  and  in  late  1951  by  the  nicotinic  acid  de- 
rivatives. These  drugs  in  various  combinations  have 
become  veiy  popular.  In  reviewing  the  patients 
with  active  disease  at  Ray  Brook  State  Tuberculosis 
Hospital  (N.  Y.)  these  drugs  are  currently  being 
used  on  50  to  60  per  cent  of  the  patients,  and 
practically  all  the  remainder  have  been  treated  with 
drugs  at  some  time.  There  is  an  increasing  trend 
toward  immediate  chemothei’apy  or  antibiotic  ther- 
apy of  tuberculosis  patients  upon  diagnosis  and,  in 
fact,  even  upon  mere  suspicion  of  the  disease. 

The  treatment  of  nontuberculous  disease  as  tuber- 
culosis is  not  rare,  and  the  importance  of  the  bac- 
teriologic  diagnosis  before  initiating  such  treatment 
should  be  stressed.  There  are  occasional  instances 
where  'after  prolonged  study  fm*  several  weeks  bac- 
teriologic  proof  is  lacking.  However,  in  these  cases 
the  possibility  of  non-tuberculous  infectious  disease 
such  as  broncho-pneumonia,  virus  pneumonitis,  or 
fungous  disease  should  be  carefully  evaluated.  It 
is-  important  to  secure  information  concerning  the 
in  vitro  sensitivity  of  the  patient’s  organisms  at 
the  start  of  treatment.  By  this  is  meant  a deter- 
mination of  the  effect  of  varying  concentrations  of 
streptomycin,  para-aminosalicylic  acid,  and  isoniazid 
on  the  bacilil  to  establish  whether  there  is  a drug 
effect  and  at  what  level.  Knowledge  of  the  sensi- 
tivity enables  one  to  favor  those  drugs  demonstrated 
to  be  effective  by  the  in  vitro  tests. 

Today  drugs  are  used  in  combination.  It  was 
found  quite  early  that  when  streptomycin  was  used 
alone,  resistant  organisms  might  be  recovered  sev- 
eral weeks  after  start  of  treatment  and  were  in 
the  majority  after  60  days.  The  addition  of  PAS 
delayed  and  reduced  the  incidence  of  resistance. 

At  present  the  best  combination,  from  a therapeu- 
tic, bacteriologic,  and  radiologic  standpoint  is  strep- 
tomycin and  PAS.  In  1951  and  1952  a compara- 
tive study  of  streptomycin  and  dihydrostreptomycin 

(Continued  on  Page  401) 
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Presidential  Address* 


IT  IS  with  deep  regret  that  I 
must  write  my  Presidential  Ad- 
dress in  a more  or  less  pessi- 
mistic tone;  but  it  is  true,  I am  sure,  that 
during  my  term  as  President  much  ground 
has  been  lost  in  our  fight  to  preserve  our 
right  to  practice  medicine  in  the  future  as 
we  have  practiced  it  in  the  past. 

I could  ignore  any  comment  on  this  mat- 
ter and  in  this  way  escape  some  criticism  of 
a few  of  my  colleagues  who  may  feel  that 
some  of  the  things  which  I mention  as  losses 
are  not  losses;  in  fact,  some  of  them  may 
even  think  that  the  procedures  which  I men- 
tion as  losses  represent  gains. 

However,  in  the  majority  of  instances 
there  is  general  agreement  of  many  points, 
and  I shall  mention  some  of  these  to  show 
the  breadth  of  this  movement  designed  to 
reduce  all  medical  care  to  the  formula  de- 
sired by  the  socialistic  state. 

I shall  discuss  briefly  some  of  the  avenues 
of  intrusion ; but  before  I do  that,  let  us 
consider  the  question — Why  are  the  doctors 
so  opposed  to  socialized  medicine? 

In  this  country  there  exists  a popular 
misconception  that  our  prime  and  only  rea- 
son is  that  our  income  would  be  curtailed, 
that  we  would  be  forced  to  take  care  of  the 
sick  for  less  money.  That  our  motives  are 
purely  personal  and  selfish  is  completely  er- 
roneous. 

When  a young  girl  decides  to  enter  train- 
ing to  become  a nurse  she  does  so  because 
she  has  an  interest  in  the  sick.  Likewise, 
when  a young  man  decides  to  study  medicine 
he  does  so  because  he,  too,  has  an  interest 
in  the  sick.  Therefore,  he  is  willing  to  under- 
take the  prolonged  and  difficult  courses  in 
the  sciences  and  in  the  bedside  studies  to  at- 
tain proficiency  in  the  art  and  practice  of 
medicine.  He  must  serve  two  to  four  years 
in  the  premedical  courses  during  which 
time  he  must  maintain  a high  average. 
Even  when  he  does  so,  he  realizes  that  he 
may  be  unable  to  gain  entrance  to  a medical 
school.  When  he  does  succeed  in  entering  a 
medical  school,  he  has  four  years  of  study 
of  important  subjects  with  ever-changing 
factual  data. 

♦Presented  at  the  Annual  Session,  Nebraska  State  Medical 
Association,  May  11,  1954. 
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If  successful  during  these  four  years,  the 
student  receives  a medical  degree,  and  then 
begins  to  serve  from  one  to  four  years  longer 
in  intern  training  to  prepare  for  his  entrance 
into  the  practice  of  medicine.  During  all  of 
this  time — ten  years  or  more  of  hard  study 
— he  has  little  time  for  pleasure  and  his  in- 
come is  practically  nothing.  Often  his  life  is 
half  gone.  Can  such  a person  be  selfish  and 
be  thinking  only  of  medicine  in  mercenary 
terms?  Certainly  one  willing  to  spend  ten 
years  or  more  in  preparing  to  care  for  the 
sick  must  have  an  interest  in  the  sick.  It  is 
that  interest  in  the  sick  which  rises  up  in 
the  emotions  of  all  doctors  when  the  sub- 
ject of  socialized  medicine,  with  its  implica- 
tions of  poor  care  for  the  sick,  is  mentioned. 

He  knows  that  medical  men  hired  by  the 
hour  to  care  for  the  sick,  where  responsibil- 
ity is  so  divided  that  no  one  is  really  respon- 
sible, can  only  end  in  a poorly  treated  pa- 
tient, and  he  knows  that  the  American 
people  are  too  good  to  be  treated  that  way. 

Socialized  medicine  would  be  an  easy  life 
for  the  doctor.  He  would  make  a good  living, 
have  regular  hours,  have  free  time  which 
he  never  dreamed  would  be  his,  have  no 
worry  about  office  bills  to  pay,  and  even  no 
worry  as  to  how  his  patients  came  out.  His 
job  would  be  assured,  and  his  incentive  to 
think  of  new  methods  of  diagnosing  and 
treating  the  sick  would  be  entirely  controlled 
and  often  suppressed  by  his  superiors. 

This  situation  is  in  diametrical  contrast 
to  what  we  have  today.  In  this  nation  we 
have  the  medical  leadership  of  the  world. 
Our  sick  people  receive  better  care  than 
in  any  other  nation  in  the  world.  Our  citizens 
live  longer  than  in  any  other  nation  in  the 
world.  Surely  there  can  be  no  fault  with  our 
system  of  medicine  in  this  country. 

In  total  disregard  of  these  facts  there  has 
been  a concerted  drive  in  this  country  to 
slander  the  doctor  with  charges  relating  to 
excessive  fees,  fee-splitting,  and  incompetent 
work.  All  of  these  smear  attacks  which  are 
participated  in  by  certain  members  of  our 
profession  (representing  some  of  our  oldest 
strongest  medical  and  surgical  organiza- 
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tions)  are  made  purely  in  the  interest  of 
socialized  medicine.  It  is  an  attempt  to  dis- 
credit the  independent  doctor  and  drive  a 
wedge  of  distrust  between  the  family  doctor 
and  his  patient. 

They  send  up  the  cry  that  we  should  clean 
our  houses.  I fully  agree  with  them,  that  we 
should  clean  our  houses  of  those  who  per- 
sistently promote  measures  cleverly  designed 
to  destroy  our  present  system  of  the  prac- 
tice of  medicine ; a system  that  is  the  best 
in  the  world  both  for  the  doctor,  who  is 
free  to  become  as  great  a doctor  as  his 
ability  will  permit,  and  for  the  patients  who 
may  select  their  own  doctor  who  has  all  the 
responsibility  of  their  care.  Judging  from 
the  increase  in  the  span  of  life  in  the  first 
half  of  this  century,  the  patients  must  be 
getting  excellent  care,  under  this  free-enter- 
prise system. 

Stated  simply  and  briefly  the  doctors  who 
are  opposed  to  socialized  medicine  are  not 
opposed  for  their  own  selfish  interests,  they 
are  opposed  to  socialized  medicine  because 
it  would  give  the  American  people  a system 
without  leadership,  with  interrupted  re- 
sponsibility when  they  get  sick,  with  no 
incentive  on  the  part  of  the  doctor  to  do  bet- 
ter work,  a system  that  would  simply  re- 
sult in  poor  medical  care  for  our  American 
people. 

In  order  to  upset  our  present  system  of 
medicine,  .many  avenues  of  intrusion  are 
now  being  used  to  establish  socialized  medi- 
cine by  degrees  and  by  subterfuge.  I shall 
discuss  some  of  these  avenues  of  intrusion 
briefly. 

VETERANS’  MEDICAL  CARE 

Our  stand  on  Veterans’  Medical  Care 
should  be  simple  and  direct.  Reasons  for  our 
opinions  should  be  stated.  We  are  agreed 
that  all  service-connected  disabilities  should 
be  cared  for  in  the  veterans’  facilities  if  the 
veteran  so  desires.  We  are  also  agreed  that 
non-service  connected  disabilities  should  be 
cared  for  in  the  veterans’  facilities  if  the 
veteran  is  unable  to  pay  for  his  hospital  and 
medical  care.  But  if  the  veteran  is  financial- 
ly able  to  pay  for  his  care  he  should  not 
be  eligible  for  these  free  services  unless 
they  are  required  for  long-time  illness  or  for 
incurable  conditions. 

It  seems  certain  that  our  present  govern- 
ment in  Washington  will  make  the  veterans’ 
facilities  available  to  anyone  who  has  a rec- 


ord in  the  Armed  Services.  This  will  at  once 
make  a large  percentage  of  our  present  male 
population  eligible  for  veterans’  medical  care, 
and,  due  to  what  seems  like  a fixed  law  plac- 
ing all  males  in  the  military  service  as  soon 
as  they  become  of  age,  it  will  assure  that  in 
the  future  all  males  in  this  country  will  de- 
pend on  the  veterans’  facilities  for  medical 
care  and  hospitalization.  This  will  be  fol- 
lowed by  new  pressure,  and  then  all  the  de- 
pendents of  all  these  males  will  become 
eligible  for  medical  care  in  the  veterans’  fa- 
cilities. 

As  a result,  in  a few  short  years  this  will 
leave  an  insufficient  number  of  people  in 
this  country  depending  upon  the  private 
practitioner  of  medicine  and  the  private 
hospitals  to  warrant  the  continued  existence 
of  the  private  practitioner  and  the  private 
hospital.  In  this  event  the  small  number  of 
people  still  remaining  who  are  not  eligible 
for  service  in  the  veterans  facilities  will  be 
graciously  given  permission  to  use  veterans’ 
facilities  when  they  get  sick,  or  a separate 
government  facility  will  be  set  up  as  neces- 
sary for  their  care. 

At  any  rate,  if  non-service  connected  dis- 
abilities are  made  ligitimate  claims  for  vet- 
erans’ care,  irreparable  damage  will  be  done 
to  the  structure  of  our  system  of  care  for 
the  sick  in  this  nation.  As  indicated  above, 
this  damage  will  increase  until  there  is  noth- 
ing left  of  the  private  practitioner  and  the 
private  hospital. 

Unemployment  insurance,  though  now 
limited  for  a certain  time,  could  easily  be 
made  unlimited.  With  unlimited  unemploy- 
ment insurance,  with  guaranteed  care  for  all 
sickness  and  disability,  and  with  a guaran- 
teed old  age  pension  when  no  longer  able  to 
work,  we  will  have  attained  what  Mr.  Roose- 
velt called  the  state  of  freedom  from  want, 
freedom  from  fear,  and  freedom  from  pain. 

With  the  private  practice  of  medicine  a 
lost  function  in  this  country,  will  a career  in 
state  medicine  as  conducted  in  the  veterans’ 
facilities  and  other  government  institutions 
attract  to  medicine  the  same  high  type  of 
students  who  have  elected  to  follow  a med- 
ical career  in  this  country  in  the  past? 

The  answer  is  NO. 

THE  RE-INSURANCE  PROGRAM 

This  is  simply  a procedure  devised  to 
push  the  private  insurance  companies  out  o 
the  health  and  accident  insurance  business 
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by  forcing  them  to  insure  non-insurable 
risks.  When  they  become  bankrupt  they  will 
leave  this  great  field  of  private  enterprise — 
the  insurance  business  — to  government  op- 
eration and  control. 

The  principal  means  of  control  is  set  up 
in  the  Department  of  Health,  Education,  and 
Welfare  through  the  so-called  rehabilitation 
program.  This  rehabilitation  program  is  to 
cover  everyone.  The  Secretary  of  Health, 
Education,  and  Welfare  has  complete  power 
to  fix  the  time  when  the  disability  begins, 
and  when  it  ends.  In  the  past,  in  our  state, 
even  in  our  Douglas  County,  welfare  workers 
have  been  known  to  induce  people  to  apply 
for  sickness  insurance  when  no  sickness 
existed,  and  there  is  no  assurance  that  these 
government  agencies  will  change  their  tac- 
tics in  this  regard  as  time  goes  on. 

In  the  end  such  a regimen  simply  means 
that  no  health  and  accident  insurance  com- 
pany could  survive.  When  the  health  and  ac- 
cident insurance  field  is  eliminated  as  an 
area  of  activity  for  private  enterprise,  the 
old  age  pension  laws  could  promptly  be  made 
so  extensive  in  their  coverage,  and  the  social 
security  taxes  raised  to  such  a level  that 
there  would  be  no  place  left  for  the  life  in- 
surance program  that  one  establishes  to  as- 
sure him  an  income  in  case  of  sickness  or  dis- 
ability, or  after  attaining  a certain  age,  or 
for  his  family  protection  in  case  of  prema- 
ture death. 

BLUE  SHIELD  AND  BLUE  CROSS 

Due  to  the  foresight  and  hard  work  of 
some  right-thinking  Americans  in  the  med- 
ical and  in  the  private  hospital  field,  insur- 
ance coverage  for  the  low  income  group  for 
medical  care  and  hospitalization  was  started 
some  years  ago  by  the  Blue  Cross  for  hos- 
pitalization and  the  Blue  Shield  for  medical 
care.  These  organizations  must  be  sup- 
ported. 

The  Nebraska  Blue  Shield  Plan  continues 
to  provide  fine  leadership  in  the  pre-payment 
health  care  movement.  The  Plan  is  on  a 
sound  financial  basis,  and  the  reserves  and 
surplus  figures  have  reached  an  all-time 
high.  The  Plan  is  being  very  efficiently  ad- 
ministered, the  cost  of  operation  presently 
being  nine  cents  of  every  earned-income  dol- 
lar. More  than  eighty-two  cents  of  each 
earned-income  dollar  was  paid  out  in  the 
form  of  benefits  for  the  subscribers  during 
1953. 


The  Blue  Shield  Plan,  both  locally  in  Ne- 
braska and  at  nationwide  level,  has  been 
very  helpful  in  developing  and  negotiating 
satisfactory  medical  care  contracts  for  the 
employees  of  nation-wide  employers.  Cur- 
rently, the  Blue  Shield  Plans  are  develop- 
ing new  service  contracts  with  higher  in- 
come limits  and  higher  schedule  of  benefits 
for  industry-wide  employees.  These  Plans 
will  assure  complete  freedom  of  choice  of 
physician,  and  fee  for  service  benefits. 
These  new  Service  Plans  are  the  real  con- 
structive proposals  of  the  Blue  Shield’s 
Plans — “the  Doctors  Plan” — as  an  alterna- 
tive to  the  closed  panel,  supermarket  type 
of  prepayment  plan  that  is  now  being  vig- 
orously promoted  in  some  parts  of  the  coun- 
try, particularly  on  the  West  Coast. 

Major  Medical  Expense  Insurance  con- 
tracts will  be  made  available  for  the  people 
of  Nebraska  through  the  efforts  of  the 
Doctor’s  Plan.  A Committee  is  now  hard  at 
work  to  develop  a contract  that  will  under- 
write the  costs  of  the  long-term  catastrophic 
type  of  illness.  These  contracts,  it  is  planned, 
will  be  available  by  the  end  of  the  year. 

The  Blue  Shield  Plan  continues  to  do  a 
fine  job  in  the  public  interest  and  deserves 
our  complete  co-operation  and  support  in  its 
efforts  to  make  it  possible  for  Mr.  and  Mrs. 
Average  American  to  enjoy  adequate  health 
care  and  protection  at  a price  they  can  af- 
ford to  pay. 

RURAL  HEALTH 

In  the  rural  health  area  there  is  another 
activity  which  is  a major  item  in  the  Health, 
Education,  and  Welfare  Department’s  in- 
trusion into  private  practice  of  medicine. 
This  is  the  Hill-Burton  hospital  program. 
Through  contacts  I have  made  as  President 
of  our  Association,  I am  sure  that  dictation 
to  the  doctors  will  come  with  the  establish- 
ment and  operation  of  these  hospitals. 

It  is  a fine  thing  for  the  government  to 
construct  these  hospitals  in  various  places 
in  the  country  where  they  are  needed,  but 
the  day  these  hospitals  are  finished  the 
government  should  turn  them  over  to  the 
local  authorities  and  they  should  be  operated 
entirely  under  local  control.  But  this  will 
never  be  the  case.  The  government  will  al- 
ways be  there  with  somebody  to  dictate  in 
one  direction  or  another. 
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PUBLIC  RELATIONS 

Public  relations  is  something  we  never 
used  to  hear  anything  about,  but  it  was  al- 
ways there.  We  were  always  judged  by  our 
conduct  in  our  routine  daily  work  as  well 
as  by  our  new  or  additional  activities  which 
generally  depended  on  our  interest  in  civic 
matters. 

Our  personal  conduct  must  be  above  any 
possibility  of  reproach.  In  carrying  out  our 
daily  work  in  medicine  our  conduct  is  called 
ethics,  but  in  everyday  life  it  is  based  upon 
the  old  law  of  “Do  unto  others  as  you  would 
have  them  do  unto  you.”  When  one  follows 
this  rule  he  has  no  fear  of  being  unethical, 
either  with  his  fellow-practitioners,  or  with 
his  patients. 

In  medicine  it  simply  means  one  must  keep 
up  as  well  as  he  can  with  the  advances  made 
in  his  line  of  work.  He  must  be  available  and 
do  everything  he  can  for  all  types  of  patients 
under  all  circumstances.  This  includes  mod- 
eration in  charges  and  no  adverse  comment 
on  a fellow  practitioner’s  character  or  his 
work. 

1.  Take  care  of  the  sick 

2.  Be  moderate  in  the  fee 

3.  Keep  up  with  the  adances  made  in  your  pro- 
fession 

4.  Take  an  active  part  in  civic  matters 

In  these  few  minutes  it  is  not  possible  to 
cover  everything.  I would  like  to  call  atten- 
tion to  the  fact  that  we  are  losing  ground 
rapidly  in  Washington  in  our  attempts  to 
protect  the  private  practice  of  medicine  and 
dentistry,  and  even  hospitalization. 

If  this  present  session  of  Congress  goes 
as  far  as  the  present  Administration  seems 
to  wish  them  to  go,  there  will  be  so  much 
money  coming  into  our  state  through  the 
State  Health  Department  to  be  distributed 
here  and  there  for  this  and  that  at  the  wish 
of  the  Director  of  Health  that  in  a few  short 
years  there  will  be  nothing  left  of  the  free 
practice  of  medicine  and  dentistry. 

The  bill  proposed  by  Congressman  Wol- 
verton  and  some  colleague  in  the  Senate  will 
provide  about  two  hundred  million  dollars  at 
this  session  of  Congress.  The  money  original- 
ly was  intended  to  be  divided  into  two  types 
of  funds — one  for  the  essential  public  health 
work  which  totaled  approximately  twenty- 
two  million  dollars,  and  the  other  for  lay  ed- 
ucation and  other  types  of  activities  relating 


to  cancer,  heart  disease,  rheumatism,  arth- 
ritis, dental  practice,  etc.,  amounting  to  one 
hundred  and  seventy-six  million  dollars. 

“It  has  been  suggested  that  the  first  two 
of  the  new-type  grants  (for  public  health 
services  in  general  and  for  extensions  and 
improvements)  be  combined  with  the  state 
public  health  officer  dividing  the  money  as 
he  sees  fit.  As  introduced,  the  bill  proposed  a 
third  type  of  grant — for  “unique  projects” 
or  pilot  operations — which  could  be  given 
for  public  or  private  projects,  with  the  PHS 
surgeon  general  in  complete  control  of  alloca- 
tions.”— (A.M.A.  Washington  Letter  — No. 
67,  April  16,  1954). 

It  is  evident  to  anyone  how  this  amount 
of  money  in  the  hands  of  a bureau  of  med- 
icine, a bureau  having  the  power  to  allocate 
it  for  private  or  public  projects  as  it  sees 
fit,  could  be  used  to  cause  complete  confu- 
sion in  our  profession,  in  our  hospitals,  and 
in  medical  schools. 

LAY  EDUCATION 

In  addition  to  caring  for  the  sick  we  have 
a great  obligation  in  lay  education  and  we 
must  enlarge  our  efforts  in  those  fields. 

I know  I have  omitted  some  things  I 
should  have  mentioned  but  I trust  I will  be 
forgiven. 

Finally  I wish  to  thank  our  State  Associa- 
tion for  the  great  honor  of  having  been  se- 
lected to  serve  as  your  President  and  to 
thank  all  who  have  co-operated  so  faithfully 
during  this  past  year. 

May  God  bless  our  fine  association  and  its 
good  work. 

Thank  you. 

James  F.  Kelly,  M.D. 


New  evidence  on  the  importance  of  heredity  as  a 
factor  in  heart  disease  is  brought  to  light  by  a mas- 
sive study  just  completed  by  the  Society  of  Actu- 
aries. It  was  found  that  policyholders,  who  in  their 
application  for  life  insurance  reported  two  or  more 
deaths  from  heart  and  allied  conditions  under  age 
60  in  their  immediate  family,  experienced  a higher 
than  average  mortality. 

The  study  confirms  the  findings  of  previous  in- 
vestigations that  a rapid  pulse  rate,  from  90  to  100 
per  minute,  is  under  certain  circumstances  asso- 
ciated with  somewhat  higher  than  average  mortal- 
ity. This  is  likely  to  be  so  especially  when  such  a 
rapid  pulse  is  accompanied  by  a slight  degree  of 
overweight,  hypertension,  or  other  minor  impair- 
ments. — (Institute  of  Life  Insurance.) 
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INAUGURAL  REMARKS* 

Earl  F.  Leininger,  M.D. 

McCook,  Nebraska 

Mr.  Chairman,  Members  of  the  Nebraska 
State  Medical  Association,  and  Guests.  In 
accepting  the  presidency  of  the  Nebraska 
State  Medical  Association,  I feel  that  a great 
honor  has  been  conferred  upon  me ; an  honor 
of  which  a goodly  number  of  the  members 
are  as  deserving  as  I.  With  this  in  mind,  I 
feel  very  humble  as  I stand  before  you.  How- 
ever, since  it  is  my  privilege  to  be  your  presi- 
dent for  the  coming  year,  I can  assure  you 
that  I will  do  all  in  my  power  to  see  that  or- 
ganized medicine  in  Nebraska  remains  as 
well  protected  and  keeps  the  same  high 
standards  during  the  coming  year  as  it  has 
in  the  past. 

We  are  fortunate  to  have  a well  organized 
headquarters  staff  thoroughly  versed  in  the 
detailed  operation  of  our  association.  I only 
hope  that  when  my  term  has  been  completed 
I will  have  helped  to  add  something  to  the 
betterment  of  our  association.  The  Medical 
Practice  Act,  and  other  legislation  for  which 
our  association  has  been  responsible,  is  ex- 
cellent, but  it  can  remain  that  way  only  so 
long  as  we  keep  a watchful  eye  to  see  that  it 
is  not  molested. 

I believe  the  Nebraska  State  Medical  As- 
sociation has  some  things  to  offer  every  one 
of  its  members,  one  of  which  is  being  the 
watchdog  of  organized  medicine.  I am  in- 
clined to  believe  that  this  is  a much  greater 
assignment  than  most  of  us  realize.  In  this, 
the  active  support  of  every  member  is  neces- 
sary. 

It  is  my  intention  as  your  president  to 
supply  the  leadership  necessary  to  keep  in 
motion  the  projects  we  now  have  under  way, 
and  to  initiate  any  new  programs  that  seem 
wise  for  the  improvement  of  the  association 
and  for  the  service  we  render  to  the  people 
of  Nebraska.  After  all,  the  function  of  the 
Nebraska  State  Medical  Association  is  to 
help  improve  conditions  medically  in  order 
that  we  may  give  better  care  to  the  people 
of  Nebraska. 

To  cite  some  of  the  projects  we  have  under 
way  to  accomplish  these  ends,  I shall  men- 
tion, first,  the  work  of  the  Public  Health 
Committee  which  is  at  present  in  the  process 
of  bringing  out  a Public  Health  Film  to  be 
used  in  the  state. 

*In  response,  upon  occasion  of  induction  as  president. 


The  Medical  Education  Committee  is  help- 
ing to  plan  for  the  expanding  program  at 
the  University  of  Nebraska  College  of  Medi- 
cine. The  duty  of  this  committee  is  to  im- 
prove medical  education  in  Nebraska.  At 
this  point  I would  like  to  say  that  they  are 
willing  and  ready  to  extend  any  help  possible 
to  Creighton  University  School  of  Medicine 
should  they  desire  it. 

The  Rural  Medical  Service  Committee  is 
involved  in  a number  of  problems  and  will 
eventually  present  a program  for  improve- 
ment of  rural  health. 

The  Insurance  Committee  has  the  job  of 
bringing  out  a workable  plan  for  our  ap- 
proval on  malpractice  insurance.  This 
should  be  of  interest  to  all  of  us.  As  you 
know,  the  rates  have  skyrocketed  due  to 
losses  in  other  states.  The  companies  carry- 
ing malpractice  insurance  have  set  up  a 
standard  rate  for  all  states,  and,  claims  in 
Nebraska  being  very  few,  we  are  forced  to 
pay  a much  higher  rate  than  is  justifiable. 
I believe  we  can  carry  our  own  insurance  at 
a lower  rate  and  at  the  same  time  improve 
the  feeling  of  fellowship  of  the  doctors,  since 
under  this  plan  all  would  be  partners. 

The  Medical  Service  Committee,  in  view 
of  recent  political  developments  in  our  state 
and  nationally,  will  be  called  upon  to  play  an 
important  role.  Since  we  know  the  attitude 
of  certain  well  organized  groups  toward 
medicine,  I would  like  to  see  this  committee 
obtain  information  pertaining  to  the  think- 
ing of  the  senatorial  and  congressional  can- 
didates who  are  seeking  office.  There  are 
many  legislative  proposals  which  vitally  af- 
fect us,  and,  whether  we  like  it  or  not,  we 
are  going  to  be  forced  to  take  an  important 
part  individually  and  collectively  in  the  po- 
litical arena. 

There  are  other  committees  working  on 
equally  important  problems  as  those  men- 
tioned. However,  the  point  I want  to  em- 
phasize is  that  the  accomplishments  of  our 
association  are  not  due  to  the  work  of  any 
one  man  but  the  team  work  of  all.  In  point- 
ing out  these  few  examples  you  can  see  how 
necessary  it  is  to  have  your  help.  I hope 
every  member  will  feel  that  his  suggestions 
and  honest  criticisms  will  be  welcomed  and 
I will  endeavor  to  use  them  when  feasible. 

In  conclusion  I wish  to  express  again  my 
gratitude  for  the  honor  you  have  bestowed 
upon  me  and  to  assure  you  I will  do  my 
best  to  merit  your  trust. 
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Medical  Grand  Rounds 


University  of  Nebraska  Hospital 

DR.  ROBERT  L.  Grissom:  In 

1912,  Adler' made  the  follow- 
ing statement:  “On  one  point, 
however,  there  is  complete  consensus  of 
opinion  and  that  is  that  primary  malignant 
neoplasms  of  the  lung  are  among  the  rarest 
form  of  disease.”  His  international  collec- 
tion at  that  time  was  374  cases.  Now  in- 
dividual clinics(2)  are  reporting  3 times  that 
number  personally  observed,  and  Over- 
holt(3)  predicts  present  practicing  physicians 
alone  will  contribute  3,500  lung  cancers  to 
this  rapidly  growing  list.  At  the  present 
time,  however,  we  know  that  cancer  of  the 
lung  is  the  number  one  cause  of  cancer 
deaths  in  men.  As  an  illustration  of  the 
frequency  of  this  disease,  during  the  past 
week  on  the  Medical  Wards  we  have  had 
three  patients  with  carcinoma  of  the  lung. 
Carcinomas  of  the  lung  in  the  Veterans 
Hospitals  around  the  country  now  exceed 
cancer  of  the  stomach  as  well  as  cancer  of 
the  rectum (2). 

Dr.  Alice  Racher,  Intern:  This  patient,  Mrs.  F. 

C.,  is  a 59-year-old  white  housewife,  who  entered 
UNH  on  May  11,  1954,  with  the  chief  complaint 
of  cough  since  October,  1953.  The  patient  stated 
that  she  had  been  well  until  that  time,  although 
for  the  past  20  years  she  had  had  a “chronic  chest 
catarrh”  with  frequent  clearing  of  the  throat  and 
a cough  productive  of  a small  amount  of  white 
mucus.  Last  October,  she  had  a bout  of  “flu”  with 
severe  cough.  In  December,  the  “flu”  returned 
with  chills,  fever,  and  cough.  Her  local  physician 
treated  her  with  “shots,”  curing  the  chills  and 
fever,  but  the  cough  has  persisted  since  that  time. 
There  has  been  no  hemoptysis  and  the  sputum  has 
been  white,  thick  and  tenacious.  For  the  past 
one  month,  she  has  noticed  increasing  difficulty  in 
swallowing,  and  stated  that  she  has  been  on  a 
liquid  diet  for  the  past  week.  Even  water  now 
causes  choking  spells.  She  has  lost  50  pounds  in 
the  past  seven  months.  Three  weeks  ago,  broncho- 
scopy with  biopsy  was  done  by  the  local  physician. 
The  biopsy  site  was  not  stated,  but  an  epidermoid 
carcinoma  of  the  bronchus  was  reported.  She  has 
received  both  penicillin  and  streptomycin  at  various 
times  during  the  course  of  her  illness.  Only  in  the 
past  one  week  has  she  noted  shortness  of  breath. 
The  patient  has  never  smoked. 

Physical  examination  revealed  the  following: 
The  patient  entered  the  hospital  on  a stretcher. 
She  was  pale  and  showed  evidence  of  recent  weight 
loss.  Her  conversation  was  interrupted  by  frequent 
episodes  of  severe  coughing.  She  became  markedly 
dyspneic  on  lying  flat  in  bed  and  complained  of 
being  too  weak  to  sit  unaided  for  more  than  a few 
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minutes.  Examination  of  the  skin,  eyes,  ears,  nose 
and  mouth  was  negative.  There  was  a firm,  1 to 
2 cm.  node  in  the  right  supraclavicular  area  with 
a smaller  node  just  lateral  to  it.  In  the  left  axilla 
a firm  2 cm.  node  and  a smaller  node  were  palpable. 
Examination  of  the  breasts  was  negative.  There 
were  decreased  breath  sounds  and  dullness  to  per- 
cusion  over  the  left  chest  with  moist  rales.  The 
heart  rate  was  regular  at  92,  and  no  murmurs 
were  heard.  Blood  pressure,  120/70.  The  apex 
impulse  was  displaced  to  the  right,  and  was  palp- 
able approximately  4 cm.  left  of  the  midstemal 
line.  The  liver  was  not  palpable,  and  examination 
of  the  abdomen  was  negative.  Neurological  exam- 
ination was  negative. 

Laboratory  data:  Hemoglobin  on  admission  was 
12.5  grams  per  100  c.c.  The  red  count  was  5.47 
and  the  white  count,  27,500,  with  53  segmented 
cells,  30  staffs,  13  eosinophils,  2 lymphocytes,  and 
2 monocytes.  A total  eosinophil  count  showed 
2750/cu.  mm.  A catheterized  urine  specimen  re- 
vealed a specific  gravity  of  1.021  and  showed  a 
slight  trace  of  albumin,  occasional  red  cells,  and 
many  white  cells,  with  many  bacteria.  Sedimenta- 
tion rate  on  admission  was  25  mm.  with  a packed 
cell  volume  of  42  per  cent.  Serology  was  negative. 
Bromsulfalein  retention  was  17  per  cent,  and  serum 
proteins  were  5.47  grams/100  cc.  with  albumin  2.0 
grams  and  globulin  2.47  grams. 

Dr.  William  Lear,  Resident  in  Medicine:  The 

patient  was  moderately  disoriented  on  ad- 
mission and  had  a tachycardia.  In  the  hope 
of  controlling  the  sinus  tachycardia  we  gave 
her  digitalis  as  a result  of  which  a somewhat 
slower  rate  has  appeared.  Since  admission, 
we  have  given  her  a course  of  four  injec- 
tions of  nitrogen  mustard' 4).  During  this 
period,  she  has  deteriorated  rapidly  and  is 
now  completely  disoriented.  The  blood 
counts  noted  were  taken  before  the  nitrogen 
mustard  had  been  given. 

Dr.  Abraham  Alpert,  Resident  in  Radio- 
logy: The  chest  roentgenogram  (Fig.  1) 

shows  a fairly  dense  homogeneous  clouding 
overlying  the  lower  two  thirds  of  the  left 
lung  field,  with  elevation  of  the  left  dia- 
phragm. At  the  lower  portion  of  the  right 
mid-lung  field,  there  is  a roughly  triangular 
patch  of  increased  density  with  the  base 
of  the  triangle  at  the  axillary  border  of  the 
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right  lung.  The  left  costophrenic  sulcus  is 
obscured,  presumably  by  fluid.  The  left 
cardiac  border  also  is  not  seen  well.  From 
the  lateral  view  (Fig.  2),  much  consolida- 
tion on  the  left  side  seems  to  lie  anteriorly 
in  the  region  of  the  lingula  and  the  basillar 


Figure  1. — Admission  films : A fairly  dense  clouding  of  the 
left  lung  field  with  elevation  of  the  left  diaphragm  is  seen. 
In  the  right  mid-lung  field,  there  is  a roughly  triangular  patch 
of  increased  density.  There  is  pleural  effusion  in  the  left 
chest. 

segments  of  the  left  upper  lobe.  Additional 
films  taken  of  the  skull  and  spine  failed  to 
reveal  any  definite  evidence  of  bony  metas- 
tases  or  other  abnormalities.  Likewise  an- 
terior-posterior and  lateral  Bucky  films  of 
the  chest  failed  to  reveal  any  definite  bony 
abnormalities  of  the  throacic  cage.  Films 
of  the  right  shoulder  girdle  also  were  nega- 
tive. A barium  swallow  did  not  show  any 
abnormality  of  the  esophagus. 

A Student:  Has  the  pleural  fluid  been  as- 
pirated ? 

Dr.  Lear:  No. 

Dr.  Grissom:  It  is  known  that  contrast 
studies  with  Neoiopax  or  Urekon  angiocardi- 
ography^ will  often  show  what  vascular 
changes  have  gone  on  around  these  pulmon- 
ary tumors.  Likewise,  I believe  that  you 
have  taken  planograms  on  some  of  these 
patients  with  carcinomas  to  demonstrate  ab- 
normalities in  the  bronchi. 

Dr.  Alpert:  Yes,  now  and  then  we  have 


been  able  to  actually  see  tumors  encroach- 
ing on  the  bronchial  lumen  by  means  of 
planograms.  However,  neither  of  these  spe- 
cial procedures  was  deemed  necessary  in 
this  case  because  the  appearance  of  the  lung 
fields  was  conclusive  and  the  biopsy  con- 
firmed the  diagnosis. 

(The  patient  is  brought  in). 

Dr.  William  D.  Angle,  attending:  You  can 

see  that  she  has  been  quite  ill  and  even  now 
has  been  wretching.  It  is  evident  that  she 
is  not  able  to  lie  down  readily  and  is  more 
comfortable  in  the  sitting  position  although 
she  is  quite  weak.  The  nodes  in  the  neck 
cannot  be  seen  but  can  be  easily  felt.  At 
the  present  time,  she  has  a rapid  heart  rate, 
120  per  minute,  and  the  point  of  maximum 
impulse  is  diffuse  and  felt  with  difficulty. 


Figure  2 — The  left  lateral  view  discloses  consolidation  an- 
teriorly in  the  lingula  and  the  basillar  segment  of  the  left 
upper  lobe. 


It  has  shifted  even  further  to  the  right  than 
we  have  noted  it  on  the  wards.  Note  that 
she  does  not  show  any  clubbing  of  the 
fingers. 

Student:  Has  a spinal  puncture  been  done 
in  an  effort  to  explain  the  neurological 
changes  ? 

Dr.  Lear:  Not  as  yet. 

(The  patient  leaves) . 

Student:  Does  this  lady  live  in  the  city  or 
in  a rural  area? 
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Dr.  Lear:  She  lives  in  a town,  York,  Ne- 
braska. Do  you  think  she  might  have  been 
affected  by  the  exhaust-gas  fumes  there? 

Dr.  McWhorter,  Pathologist:  The  slides 
that  we  have  of  the  biopsy  from  the 
bronchus  were  given  to  us  by  the  patholo- 
gist, Dr.  Foster,  of  the  Bishop  Clarkson  Me- 
morial Hospital.  He  has  loaned  the  slides 
to  us  and  the  material  can  be  seen  to  con- 
sist of  a blood  clot,  a small  fragment  of  sub- 
mucosal fibrous  tissue,  and  a number  of 
fragments  of  epithelium  scattered  through 
the  mucoid  material.  The  epithelium  is 
partly  tall,  ciliated  columnar  cells  but,  in 
several  areas,  there  are  fairly  large  frag- 
ments composed  of  polyhedral  squamous 
type  cells.  The  nuclei  vary  considerably  in 
size  and  in  staining  quality.  There  are 
macronucleoli  present,  and  some  of  the  nu- 
clei are  quite  vesicular.  In  a single  nucleus, 
now  and  then,  two  nucleoli  are  seen.  Cell 
cytoplasm  in  a few  of  the  fragments  ap- 
pears to  be  syncytial.  These  characteristics 
suggest  that  the  cells  came  from  an  epider- 
moid carcinoma  of  the  bronchus. 

I am  very  pessimistic  about  bronchogenic 
carcinoma  as  far  as  its  resectability  is  con- 
cerned in  this  hospital.  There  were  seven 
5 year  survivals  out  of  a total  of  160  cases, 
that  I am  aware  of,  from  the  University  of 
Nebraska  series.  Possibly  we  can  improve 
our  record  with  more  cytological  studies  of 
the  sputum,  which  we  are  now  doing.  In 
this  patient  specimens  of  bronchial  secre- 
tions, stained  by  the  Papanicolaou  method, 
showed  numerous  clumps  of  closely  packed 
cells  with  nuclei  of  irregular  size  and  shape. 
We  interpreted  this  as  “highly  suspicious” 
for  malignancy.  In  general,  about  two 
thirds  of  the  lung  carcinomas  begin  in  the 
main  bronchi.  Because  they  are  so  near  to 
the  hilum  they  need  expand  only  a few  cen- 
timeters before  they  become  nonresectable. 
It  may  be  noted  that,  in  this  patient,  the 
bromsulfalein  retention  and  the  elevation  of 
the  serum  globulin  are  suggestive  evidence 
for  metastasis  to  the  liver.  In  this  hospital 
we  have  found  that  a greater  number  of  our 
patients  with  carcinoma  of  the  lung  have 
an  elevated  serum  globulin  than  with  any 
other  tumor.  Two  thirds  of  our  carcinomas 
with  metastases  have  a serum  globulin  over 
3 gms.  per  100  ml. 

I)r.  John  R.  Walsh : Would  you  comment, 
Dr.  McWhorter,  on  a recent  editorial (6)  in 
the  Nebraska  Medical  Journal  about  the 


mythical  increase  of  lung  cancer  and  the 
influence  on  it  of  smoking? 

Dr.  McWhorter:  I thought  that  would 
come  up.  I would  agree  that  the  relation- 
ship between  bronchogenic  carcinoma  and 
cigarettes  has  not  been  proved  although  the 
evidence  is  highly  suggestive.  On  the  other 
hand,  to  say  that  bronchogenic  carcinomas 
in  males  is  not  increasing  certainly  is  not  in 
accord  with  the  facts(2>3'7>8). 

Carcinomas  of  the  lung  metastasize  pri- 
marily to  the  bones,  the  brain  and  the  ad- 
renals. It  is  possible  that  our  patient  has 
some  adrenal  metastases  with  a relative  Ad- 
dison’s disease  to  account  for  the  weakness. 

I think  that  is  a point  worth  investigation. 
However,  most  of  the  metastases  to  the  ad- 
renal have,  strangely  enough,  not  produced 
any  dysfunction  of  the  adrenal  glands.  Cer- 
tainly, on  a pathological  basis,  the  diagnosis 
of  Addison’s  disease  is  difficult.  It  is  es- 
sentially a clinical  rather  than  a pathological 
diagnosis. 

Dr.  Angle:  One  does  not  often  look  for 
adrenal  insufficiency  in  terminal  patients. 
Perhaps,  if  we  searched  for  it  more  often, 
we  would  find  it  oftener.  However,  most 
of  the  signs  of  adrenal  insufficiency  with 
weakness,  abnormal  blood  sugar  and  electro- 
lytes, and  diminished  ketosteroids  and  oxy- 
steroids,  are  present  in  terminal  cachexia 
anyway. 

Dr.  Walsh : We  find  that  many  patients 
who  have  received  nitrogen  mustard  have 
increased  eosinophils  in  the  peripheral  blood 
and  also  the  bone  marrow.  As  I understand 
it,  however-  the  eosinophilia  was  present  in 
this  patient  before  the  nitrogen  mustard 
was  given.  We  do  know  that  eosinophilia 
occurs  frequently  in  bone  metastases  from 
tumors. 

Dr.  George  Loomis:  I think  that  the  poor 
outlook  for  carcinoma  of  the  lung  is  not  en- 
tirely justified.  There  are  at  least  two 
characteristics  that  facilitate  the  diagnosis 
of  carcinoma  of  the  lung-  which  give  us  a 
great  advantage  as  compared  to  other  vis- 
ceral tumors.  For  one  thing,  we  can  get 
radiological  evidence  of  the  appearance  of 
atelectasis  or  emphysema  beyond  the  ob- 
structing lesion  and  even  an  x-ray  shadow  of 
the  lesion  itself  without  special  techniques, 
and  at  a relatively  early  stage.  For  this 
reason,  survey  films  in  asymptomatic  indi- 
viduals will  improve  the  curability  rate, 
rather  than  waiting  for  onset  of  symptoms 
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before  the  chest  x-ray.  Secondly,  the  re- 
gional nodes  are  relatively  easily  available 
for  diagnosis  to  the  examining  physician 
and  also  to  the  surgeon. 

Dr.  McWhorter:  I doubt  that  earlier  and 
more  frequent  chest  x-rays  will  solve  the 
problem.  I do  not  mean  to  be  unduly  pessi- 
mistic but  to  face  the  facts  as  they  are. 
Since  the  tumor  lies  so  close  to  the  hilum, 
the  surgical  difficulties  of  resecting  a lesion 
that  is  more  than  a beginning  one  are  very 
great.  When  cervical  nodes  appear,  of 
course,  the  tumor  is  already  beyond  the 
stage  of  being  helped. 

Dr.  Walsh:  Now  and  then  pneumonecto- 
my, even  after  metastases  have  occurred, 
gives  a palliative  effect  and  I would  not 
withhold  surgery  simply  because  of  the 
presence  of  cervical  nodes. 

Dr.  Alpert:  At  the  Montfiore  Hospital 

in  New  York,  out  of  450  cases  that  presented 
themselves,  15  per  cent  lived  from  2 to  5 
years.  The  study  of  the  vague  shadows  in 
the  hilum  often  will  give  great  help.  One 
group  of  radiologists  sought  out  all  of  their 
patients  with  carcinoma  of  the  lung  who 
had  had  films  interpreted  as  normal  on  a 
prior  occasion.  On  these  films'  they  found 
3 criteria  which  could  be  used  to  help  delin- 
eate early  lesions  of  the  hila:  (1)  the  trans- 
verse diameter  of  the  hilum  on  either  side; 
(2)  the  total  transverse  diameter  at  the 
hila;  and  (3)  the  amount  of  the  difference 
between  the  right  and  the  left  side.  Rig- 
ler(9)  has  stated  that  roentgen  signs  are  us- 
ually present  in  the  presymptomatic  stages 
of  the  disease,  and  are  almost  invariably 
present  after  the  onset  of  symtoms.  He  has 
shown  that  earliest  roentgen  evidences  of 
the  disease  have  been  recorded  as  long  as 
four  and  one-half  years  before  the  onset  of 
symptoms.  The  earliest  changes  observed 
most  often  are  unilateral  enlargement  of  the 
hilum  shadow.  Other  signs  are  nodular 
density  in  lung  periphery,  solitary  cavity  or 
abscess  in  lung  parenchyma,  an  area  of  in- 
filtration along  the  vascular  trunks,  seg- 
mental, or  lobar,  or  even  whole  lung  emphy- 
sema, and  minimal  areas  of  atelectasis,  us- 
ually linear  in  type.  Aside  from  this,  the 
tendency  to  operate  on  many  solitary  lesions 
of  the  lung,  which  resemble  tuberculomas, 
has  turned  up  a number  of  early  carcinomas 
with  apparently  complete  cures. 

Dr.  Angle:  Solitary  pulmonary  nodular 
mass  is  an  indication  for  exploratory  thor- 


acotomy unless  it  is  calcified,  in  which  case 
the  likelihood  of  tuberculoma  is  greater. 
Among  the  noncalcified  lesions  found  at  the 
Mayo  Clinic(10),  42  per  cent  were  malignant, 
whereas  the  operative  mortality  in  these  le- 
sions was  1.3  per  cent.  No  lesion  with  x-ray 
demonstrable  calcification'  in  their  series, 
was  cancer. 

In  a series  collected  at  Tulane  Univer- 
sity^^ cough  was  the  symptom  most  fre- 
quently reported  in  372  cases — 89  per  cent. 
Weight  loss  was  the  next  most  common,  oc- 
curring in  70  per  cent.  Chest  pain,  hemop- 
tysis, respiratory  infection,  dyspnea,  and 
weakness  were  present  in  about  half.  All  of 
these  are  present  in  this  patient. 

Dr.  Grissom:  I think  it  worthwhile  to 
point  out  that  the  first  operation  of  total 
pneumonectomy  on  a patient  was  done  in 
1933,  barely  21  years  ago.  That  patient, 
a physician,  is  still  living.  Surveys  of  the 
resectability  rates  indicate  that  most  pri- 
vate clinics  have  a resectability  rate  around 
35  per  cent(7'8);  some  have  as  high  as  40 
per  cent,  but  hardly  any  of  the  charity  clin- 
ics do  as  well.  This  better  resectability  rate 
perhaps  illustrates  about  all  that  can  be  ac- 
complished by  earlier  diagnosis  from  fre- 
quent chest  x-rays.  The  difference  is  sig- 
nificant but  not  great,  as  Dr.  McWhorter 
indicated.  Presumably,  those  patients  who 
are  private  patients,  either  seek  medical 
care  much  earlier  or  are  more  carefully 
screened  for  changes  in  the  lung  fields.  Bri- 
an Blades  in  Washington  surveyed  100  pa- 
tients in  his  private  practice  and  found  that 
the  average  delay  between  onset  of  symp- 
toms and  the  surgical  treatment  was  22 
weeks.  In  18  per  cent  of  these,  the  patients 
were  solely  responsible  for  the  delay.  Ochs- 
ner  pointed  out  that  in  his  group  of  patients 
the  average  “patient  delay”  was  2.8  months, 
but  “physician  delay”  was  5.5  months.  I 
think  it  should  be  pointed  out  that  in  our 
present  patient  this  delay,  occasioned  by 
treating  the  patient  with  streptomycin  and 
penicillin  for  “flu”,  did  not  alter  her  already 
inoperable  state. 

SUBSEQUENT  REPORT 

An  electrocardiogram  showed  sinus  tachy- 
cardia and  STT  changes  of  a non-specific 
nature.  That  these  might  be  related  to  car- 
diac or  pericardial  metastases,  as  suggested 
by  frequent  coexistence(U),  was  considered. 

Approximately  one  week  later  the  patient 
expired  with  pulmonary  edema.  An  autopsy 
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showed,  in  addition  to  the  severe  interstitial 
pulmonary  edema,  a bronchogenic  carcinoma, 
left  upper  lobe,  with  metastases  to  medias- 
tinal, retrogastric,  and  iliac  lymph  nodes,  to 
right  lung,  pericardium,  and  bone  marrow. 
There  were  carcinoma-nodules  in  the  pitui- 
tary and  left  adrenal,  but,  as  stated  in  the 
discussion,  it  cannot  be  proved  that  these 
interfered  with  function  and  produced  an 
Addison’s  disease.  There  were  incidental 
findings  of  a hemangioma  of  right  lobe  of 
liver  and  a meningioma  of  the  right  tem- 
poral area  of  the  brain  and  right  occipital 
fossa.  Massive  epicardial  metastases  were 
present,  encasing  the  heart.  Underneath 
this  were  areas  of  focal  myocardial  edema 
and  fibrosis.  These  changes  were  jointly 
responsible  for  electrocardiographic  abnor- 
malities. There  was  no  metastasis  to  the 
liver.  The  moderate  congestion  of  sinusoids 
perhaps  explained  the  bromsulfalein  reten- 
tion. 
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TUBERCULOSIS  ABSTRACTS 

(Continued  from  Page  391) 

in  the  New  York  State  tuberculosis  hospitals  showed 
that  there  was  no  difference  in  therapeutic  efficacy 
at  120  days  of  treatment  and  no  significant  differ- 
ence in  emergence  of  drug  resistance.  Vestibular 
disturbances  are  more  frequent,  of  greater  severity, 
and  often  occur  earlier  when  streptomycin  is  used 
while  auditory  disturbances  are  more  frequent  with 
dihydrostreptomycin  and  may  progress  after  treat- 
ment is  stopped  or  may  appear  after  conclusion  of 
treatment. 

With  regard  to  dosage,  a group  of  patients  in 
the  Ray  Brook  Hospital  recently  studied  has  been 
alternated  between  1 gm.  daily  of  streptomycin 
and  1 gm,  of  streptomycin  three  times  a week. 
In  addition  to  the  streptomycin,  they  received  12 
gm.  of  PAS  daily.  At  an  evaluation  after  120 
days  we  were  unable  to  recognize  any  sigificant 


difference  between  the  two  groups  from  a clinical, 
therapeutic,  X-ray,  or  bacteriologic  standpoint  and 
have  tentatively  reached  the  point  where  we  be- 
lieve that  1 gm.  of  streptomycin  given  three-times- 
a-week  is  as  effective  as  the  same  amount  daily 
and  is  more  convenient  and  potentially  less  toxic 
for  longer  periods  of  treatment. 

Isoniazid  has  been  used  by  us  since  early  1952. 
The  original  studies  were  done  in  cooperation  with 
several  other  sanatoria  in  the  Saranac  Lake  area. 
The  first  cases  treated  were,  for  the  most  part, 
far  advanced  with  organisms  resistant  to  strepto- 
mycin, and  iso-  and  iproniazid  were  used  in  alter- 
nate cases.  Practically  all  of  these  casese  developed 
resistance  to  the  drug  rapidly,  and  it  was  decided 
to  test  the  drug  in  combination  with  streptomycin 
or  PAS.  The  clinical  progress  of  patients  on  both 
of  these  combinations  is  quite  satisfactory.  Data 
which  will  indicate  whether  isoniazid  is  as  effective 
as  PAS  in  postponing  streptomycin  resistance  are 
now  being  sought.  If  it  is,  isoniazid  would  seem 
to  be  a more  satisfactory  drug  to  use  in  combina- 
tion with  streptomycin  than  PAS,  which  often  causes 
allergic  manifestations.  On  the  other  hand,  in  view 
of  the  fact  that  there  are  more  strains  of  tubercle 
bacilli  naturally  resistant  to  INH,  this  combination 
may  not  be  as  effective  in  regard  to  the  develop- 
ment of  INH  resistance. 

When  one  considers  optimum  duration  of  ther- 
apy, we  must  take  into  account  our  concepts  of 
the  treatment  of  the  disease  and  our  objectives. 
The  past  decade  has  been  marked  by  a better  un- 
derstanding of  the  potential  hazard  of  residual  dis- 
ease foci  and  by  the  demonstration  of  the  practic- 
ability of  surgical  removal  of  lobes,  segments,  or 
smaller  areas  of  diseased  lung  tissue. 

Some  patients  are  not  suitable  candidates  for 
surgery  because  of  such  factors  as  extent  and  dis- 
tribution of  disease,  age,  or  general  condition.  The 
trend  in  this  group  has  been  toward  longer  courses 
of  antibiotics. 

In  the  bacteriologic  study  of  resected  lung  speci- 
ments,  it  has  been  repeatedly  demonstrated  that 
acid-fast  bacilli  can  be  found  microscopcially  in 
many  Specimens,  but  cannot  be  grown  by  culture, 
nor  will  they  produce  disease  in  guinea  pigs.  The 
same  situation  can  occur  in  old,  encapsulated  or 
arrested  lesions.  It  would  be  desirable  to  deter- 
mine whether  it  is  truly  possible  to  kill  all  the 
tubercle  bacilli  in  the  host  with  longer  terms  of 
therapy  or  whether  these  bacilli  are  only  in  a dor- 
mant phase. 

Hospital  care  is  necessary  at  some  period  for 
every  patient  with  active  tuberculosis.  The  problem 
is  much  broader  than  that  of  medical  treatment 
alone.  If  the  patient  has  a positive  sputum,  he  is 
a source  of  infection  to  others,  and  he  should  be 
in  a hospital.  Home  care  is  an  important  adjuvant 
to  hospital  care  but  must  be  organized  with  an 
adequate  staff  and  carefully  coordinated  in  order 
to  achieve  the  maximum  medical  and  rehabilita- 
tion benefits.  In  answer  to  the  common  belief  that 
patients  will  be  more  content  at  home,  I shall 
only  say  that  I am  convinced  that  patients  can  be- 
come content  in  a tuberculosis  hospital  if  the  hos- 
pital standards  are  high  and  if  proper  attention  is 
given  to  the  interpersonal  relationships  of  the  hos- 
pital personnel  and  the  patients. 

— By  Frederick  Beck,  M.D.,  New  York  State  Journal  of  Medi- 
cine, October  15,  1953. 
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Coming  Meetings  for  Sept.,  1954 

CRIPPLED  CHILDREN’S  CLINICS— 

September  11,  Broken  Bow,  High  School 
September  25,  Lexington,  High  School 
October  9,  O’Neill,  High  School 
October  23,  Wayne,  Benthack  Hospital 
November  6,  Alliance,  St.  Joseph  Hospital 
November  20,  Ogallala,  Elks  Club 

NEBRASKA  PUBLIC  HEALTH  ASSOCIATION, 
September  22  and  23,  1954,  Hotel  Fontenelle, 
Omaha. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  Sixth 
Congress,  Honolulu,  Hawaii,  October  7-18,  1954. 


Organization  Section 

News  and  Views 

FROM  THE  OMAHA  WORLD-HERALD— 

The  University  of  Nebraska  regents  have 
taken  further  steps  to  strengthen  the  full- 
time teaching  staff  at  the  College  of  Medi- 
cine in  Omaha.  The  regents  approved  ap- 
pointments of  Dr.  Joseph  H.  Gardner,  as- 
sistant professor  of  anatomy.  He  held  a 
comparable  position  at  Creighton.  Dr.  Gor- 
don E.  Gibbs,  associate  professor  of  pedi- 
atrics. He  held  a comparable  position  at  the 
University  of  Maryland.  Dr.  Roy  G.  Holly, 
professor  of  obstetrics  and  gynecology.  He 
held  the  position  of  associate  professor  of 
obstetrics  and  gynecology  at  University 
Hospital  in  Minneapolis.  The  new  appoint- 
ments will  be  effective  September  1st. 

FROM  THE  LINCOLN  JOURNAL— 

The  United  States  Public  Health  Service 
has  made  a grant  of  $8,640  to  Dr.  F.  Lowell 
Dunn  of  the  University  of  Nebraska  College 
of  Medicine  to  continue  his  studies  of  trans- 
mitting heart  sounds  and  brain  waves  by 
telephone. 

FROM  THE  OMAHA  WORLD-HERALD— 

A five-year  grant  totaling  $114,436  has 
been  made  to  Creighton  University  School 
of  Medicine  by  the  National  Foundation  for 
Infantile  Paralysis.  A check  for  $26,168 
for  the  first  year’s  work  was  given  to  the 
university  recently  by  Clinton  Belknap  of 
Lincoln,  East  Nebraska  representative  of 
the  foundation. 

The  Creighton  University  School  of  Medi- 
cine will  use  the  money  to  start  a program 
for  teaching  the  “team”  concept  of  polio  re- 
habilitation. The  program  will  be  directed 
by  Dr.  Harold  N.  Neu,  director  of  the  Depart- 
ment of  Medicine.  Dr.  Neu  said  emphasis 
will  be  placed  on  teaching  rehabilitation  to 
medical  students,  whom  he  described  as  “the 
key  figures  in  returning  polio  patients  to  a 
near-normal  life.” 

FROM  THE  OMAHA  WORLD-HERALD— 

Offutt  Air  Force  Base  Hospital,  Omaha, 
recently  threw  the  doors  of  its  obstetrical 
clinic  open  to  all  dependents  of  armed  forces 
personnel. 
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The  new  policy  was  announced  with  the 
arrival  of  a new  obstetrics  chief,  Major  John 
H.  George.  Patients  will  be  accepted  in  the 
new  program  on  a first-come,  first-served 
basis  which  is  in  accord  with  Department  of 
Defense  policy. 

FROM  THE  OMAHA  WORLD-HERALD— 

The  two  medical  schools  in  Omaha  have 
received  grants  totaling  $83,995  from  the 
National  F u n d for  Medical  Education. 
Creighton  University  School  of  Medicine 
was  awarded  $51,621.  The  University  of 
Nebraska  College  of  Medicine  received  $32,- 
374. 

There  are  no  restrictions  on  the  use  of 
the  money,  which  comes  from  contributions 
by  business  and  industry,  and  doctors.  The 
A.M.A.  also  contributes  to  the  fund. 

Authorities  at  the  University  of  Nebraska 
College  of  Medicine  said  the  grants  in  the 
past  have  been  used  to  hire  part-time  in- 
structors for  various  departments.  At  pres- 
ent, about  18  instructors  are  being  paid  in 
part  or  wholly  from  the  National  Fund 
grants. 

A GREAT  PHYSICIAN  IS  DEAD— 

Doctor  James  Bryan  Herrick  died  at  the 
Presbyterian  Hospital,  Chicago,  on  March 
7,  1954.  Doctor  Herrick  made  many  contri- 
butions to  American  Medicine.  The  descrip- 
tion and  methods  of  ' diagnosis  of  coronary 
thrombosis  is  the  contribution  most  of  us 
know  best.  His  work  on  this  subject  was 
published  in  1912.  Six  years  later,  with  the 
aid  of  the  fii'st  electrocardiograph  in  Chi- 
cago, he  was  able  to  confirm  the  diagnosis. 
For  many  years  he  was  teacher,  writer,  and 
tireless  worker  in  the  realm  of  organized 
medicine. 

A.M.A.  INVESTIGATING 
UNETHICAL  PRACTICES— 

Dr.  Stanley  Truman,  Oakland,  Calif.,  an- 
nounced this  week  that  the  firm  of  Rollen 
Waterson  Associates  had  been  employed  to 
assist  and  work  with  the  A.M.A.  Committee 
on  Medical  Practices.  Dr.  Truman  is  chair- 
man of  the  six-member  committee. 

He  also  said  that  the  Board  of  Trustees 
had  appropriated  funds  for  the  committee 
to  carry  on  its  work.  Mr.  Waterson,  who 
formerly  was  secretary  of  the  Alameda- 


Contra  Costa  County  (California)  Medical 
Society,  will  conduct  a pilot  study  covering 
the  controversial  issue  of  unethical  prac- 
tices, including  fee  splitting  (joint  billing, 
methods  of  payment  of  an  assistant,  collec- 
tion and  distribution  of  fees  by  a third  party, 
commissions  and  rebates)  and  the  allied 
problems  of  excessive  fees,  ghost  surgery, 
and  unjustified  medical  and  surgical  pro- 
cedures. 

The  study,  Dr.  Truman  said,  will  be  con- 
cerned primarily  with  the  underlying  rea- 
sons for  these  practices,  both  psychological 
and  from  the  socio-economic  standpoint. — 
(From  Secretary’s  Letter,  July  27,  ’54). 

‘ NAME  CHANGE  FOR  A.M.A.  COUNCIL— 

“Only  the  name  has  been  changed  . . .”  At 
its  last  meeting,  AMA’s  Board  of  Trustees 
approved  a change  in  name  only  for  the 
Council  on  National  Emergency  Medical 
Service  which  from  now  on  will  be  known 
as  the  Council  on  National  Defense.  As  for- 
merly, the  Council  assists  with  national  and 
state  disaster  relief  plans  and  coordinates 
the  work  of  state  emergency  medical  service 
committees. 

A.M.A.  SETS  UP  LAW  OFFICE— 

Something  new  has  been  added  ...  to 
AMA’s  long  list  of  councils,  committees  and 
departments.  Known  as  the  Law  Depart- 
ment, the  newly  established  department  will 
handle  all  requests  for  legal  opinions  and  ad- 
vice by  the  various  headquarters  staff  of- 
fices. ’ Effective  August  1,  the  Bureau  of 
Legal  Medicine  and  Legislation  and  the 
headquarters  staffing  of  the  Committee  on 
Legislation  was  transferred  to  the  new  de- 
partment. 

Director  is  C.  Joseph  Stetler,  who  has 
been  secretary  of  the  Council  on  National 
Emergency  Medicine  Service  since  1951.  Mr. 
J.  W.  Holloway,  Jr.,  who  has  headed  the 
Bureau  of  Legal  Medicine  for  many  years, 
serves  as  consultant  to  the  new  office. 

MONIES  FOR  MEDICAL  SCHOOLS— 

The  first  1954  distribution  of  unrestrict- 
ed funds  to  the  nation’s  80  medical  schools 
was  made  in  July  by  the  National  Fund  for 
Medical  Education.  These  1954  grants  to- 
talled $2,176,904.71,  including  $1,101,000 
from  the  medical  profession  through  the 
American  Medical  Education  Foundation. 
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Each  of  the  74  four-year  medical  schools 
received  $15,000  plus  $25  per  undergraduate 
medical  student  enrolled  in  the  school.  Each 
of  the  six  two-year  schools  received  $7,500 
plus  $25  per  student.  Added  to  these  grants 
were  gifts  of  individual  doctors  to  desig- 
nated schools. 

Since  1951,  nearly  seven  million  dollars 
has  been  awarded  to  the  country’s  medical 
schools — half  of  this  total  contributed  by  the 
medical  profession.  Fund  grants,  which  are 
unrestricted,  are  used  by  the  schools  pri- 
marily to  fill  teaching  vacancies,  to  create 
new  faculty  posts  and  to  initiate  courses  in 
areas  of  recent  scientific  advances. 

HIS  FIRST  OPERATION— 

The  recent  death  of  Dr.  James  B.  Herrick, 
Illinois  physician,  at  the  age  of  92,  brought 
editorial  comment  from  the  Chicago  Tribune 
that  Dr.  Herrick  was  among  the  first  to 
perform  a mammalian  dissection  for  a high 
school  biology  class.  He  performed  a dis- 
section on  an  etherized  dog  at  Oak  Park, 
Illinois  high  school  68  years  ago.  — (From 
Medical  Research,  May- June,  1954). 

DOCTOR  ARSON’S  FIRST  OPERATION— 

Doctor  A.  W.  Adson  once  related  to  the 
writer  that  he  performed  his  first  operation 
on  one  of  his  father’s  pigs,  while  his  father 
was  in  town  on  Saturday  afternoon  getting 
the  family-provender  for  the  week.  Adson 
was  a grade  school  boy,  but  he  became  in- 
terested in  the  hernia  of  one  of  the  half- 
grown  pigs.  Enlisting  the  aid  of  his  smaller 
brothers  he  hung  the  pig  up  in  the  corner 
of  the  corn  crib,  opened  the  hernial  sac  and 
looked  in  to  see  an  astonishing  mass  of 
“guts.”  He  sewed  the  hole  tightly  shut,  and 
the  pig  recovered.  This  was  a long  step 
from  the  delicate  neurological  surgery  he 
did  as  a world-renowned  master  in  his  field, 
but, — in  the  right  direction. 

OSTEOPATHS  APPROVE  ON-CAMPUS  VISITS— 

“The  House  of  Delegates  of  the  American 
Osteopathic  Association,  meeting  in  Toronto 
last  July  15,  approved  on-campus  visits  of 
its  schools  by  an  A.M.A.  Committee  to  de- 
termine the  quality  of  medical  education  pro- 
vided. 

“This  step  dates  back  to  the  A.M.A. 
House  of  Delegates  session  in  1952  when  a 


Committee  for  the  Study  of  Relations  Be- 
tween Osteopathy  and  Medicine,  headed  by 
A.M.A.  Past-President  John  W.  Cline,  was 
created.  As  many  doctors  know,  the  Com- 
mittee did  a great  deal  of  work  since  it  was 
organized. 

“At  the  A.M.A.  June  meeting  in  San  Fran- 
cisco this  year,  the  Committee  submitted  ‘a 
progress  report’  to  the  Board  of  Trustees, 
which  was  later  adopted  by  the  House  of 
Delegates. 

“The  Committee’s  three-page  typewritten 
report  said  that  ‘the  justification  of  lack  of 
justification  of  the  ‘eultist’  appellation  of 
modern  osteopathic  education  could  be  set- 
tled with  finality  and  to  the  satisfaction  of 
most  fair-minded  individuals  by  direct  on- 
campus  observation  and  study  of  osteopathic 
schools.  The  Committee,  therefore,  pro- 
posed to  the  Conference  Committee  of  the 
American  Osteopathic  Association  that  it  ob- 
tain permission  for  the  Committee  for  the 
Study  of  Relations  Between  Osteopathy  and 
Medicine  to  visit  schools  of  osteopathy  for 
this  purpose.”  (From  Secretary’s  Letter, 
Aug.  4,  1954). 

The  report  of  the  Committee  also  speci- 
fied that  the  visits  to  osteopathic  schools 
would  be  made  by  two  members  of  the  Com- 
mittee who  were  to  be  accompanied  by  “an 
individual  of  established  experience  in  in- 
spection of  medical  schools.” 

The  Committee  believes  it  can  complete 
this  survey  in  time  to  make  a definitive  re- 
port to  the  House  of  Delegates  at  the  interim 
sessions  in  Nov. -Dec.,  1954. 

THE  MONTH  IN  WASHINGTON— 

While  Congress  didn’t  enact  all  the  health 
bills  President  Eisenhower’s  administration 
wanted  to  put  through,  it  did  mark  up  an 
imposing  record  of  accomplishment.  In 
fact  it  passed  more  health  and  medical  legis- 
lation than  any  Congress  in  many,  many 
years.  The  AMA  actively  supported  most 
of  the  bills  finally  enacted,  and  opposed 
none  of  them. 

Four  important  new  laws  were  written 
into  the  statutes  before  the  session  ended — 
expansion  of  the  Hill-Burton  hospital  con- 
struction program,  expansion  of  the  voca- 
tional rehabilitation  program,  amendment 
of  the  income  tax  law  to  allow  more  liberal 
deductions  for  medical  expenses,  and  trans- 
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fer  of  the  responsibility  for  health  of  the 
Indians  to  U.S.  Public  Health  Service. 

For  years  a group  of  state  health  officers 
have  been  working  to  bring  about  the  trans- 
fer of  Indian  hospital  and  medical  service 
from  the  Indian  Bureau  in  the  Department 
of  the  Interior  to  Public  Health  Service  in 
what  is  now  the  Department  of  Health,  Edu- 
cation, and  Welfare.  The  health  officers 
could  show  beyond  any  question  that  the 
Indians  were  receiving  far  less  medical  care 
than  the  rest  of  the  population.  They  main- 
tained that  if  the  Public  Health  Service  were 
made  responsible  for  the  Indians’  health, 
there  would  be  a rapid  change  for  the  better 
on  the  reservations. 

What  might  be  called  governmental  in- 
ertia succeeded  in  holding  up  the  legislation 
for  a time,  but  this  Congress  decided  to 
make  a shift.  Public  Health  Service,  which 
will  take  over  on  the  reservations  next  July 
1,  already  has  plans  under  way  to  insure  the 
Indians  more  and  better  medical  care. 

The  demands  for  a more  dynamic  voca- 
tional rehabilitation  program  have  been 
building  up  outside  the  federal  government 
as  well  as  in  Washington.  The  problem 
facing  this  administration  was  to  get  more 
people  rehabilitated  but  at- the  same  time  to 
induce  the  states  to  take  a more  active  part 
in  the  work.  The  law  now  enacted  promises 
to  do  this.  It  authorizes  gradual  increases 
in  the  federal  appropriations,  but  at  the 
same  time  is  aimed  at  bringing  the  states  up 
to  the  position  of  full  financial  partners  by 
the  end  of  five  years.  The  goal  is  to  re- 
habilitate at  least  200,000  persons  annually, 
in  place  of  the  present  60,000. 

If  local  communities  are  willing  to  raise 
from  one-third  to  one-half  of  the  cost,  the 
new  Hill-Burton  program  should  result  in 
the  construction,  within  three  years,  of  pos- 
sibly a half  billion  dollars  in  new  facilities 
— rehabilitation  centers,  diagnostic  - treat- 
ment clinics,  chronic  disease  hospitals,  and 
nursing  homes.  (This  program  was  dis- 
cussed in  detail  last  month  in  this  space). 
The  new  construction  will  be  in  addition  to 
the  continuing  Hill-Burton  grants  for  com- 
plete hospitals. 

On  the  medical  cost  deduction  question, 
too,  economists  long  have  felt  that  families 
with  unusually  large  medical  expenses 
should  be  given  more  liberal  tax  deductions. 
The  new  law  will  allow  them  to  deduct  medi- 


cal expenses  in  excess  of  three  per  cent  of 
taxable  income.  Under  the  old  law  the  fig- 
ure was  five  per  cent.  A $3, 000-income 
family  with  $150  in  medical  expenses  under 
the  old  law  could  deduct  nothing,  but  under 
the  new  law  $60.  The  Treasury  estimates 
that  the  total  saving  to  families  will  be  $30 
million. 

The  general  public  probably  read  and 
heard  more  about  the  one  bill  that  was  de- 
feated— reinsurance — than  it  did  about  all 
the  health  and  medical  legislation  that 
passed.  That  defeat  (in  the  House)  was  a 
surprise  and  a disappointment  to  the  Presi- 
dent. His  advisors  might  have  told  him 
that  all  was  not  well,  but  obviously  they  did 
not.  Opposition  was  not  confined  to  the 
AMA.  Also  lined  up  against  it  were  most 
of  the  health  insurance  companies,  the  U.S. 
Chamber  of  Commerce  and  a number  of 
other  professional  groups.  The  labor  unions 
would  accept  it,  but  wouldn’t  work  to  get  it. 
Most  significant  of  all,  it  had  lukewarm  sup- 
port at  best  from  the  lawmakers  who  know 
most  about  it,  the  Senate  and  House  com- 
mittees that  conducted  the  hearings. 

IMPROVISED  HOSPITALS  FOR 
CIVIL  DEFENSE— 

The  Federal  Civil  Defense  Administration 
has  recently  completed  a survey  of  the  hos- 
pital facilities  in  the  nation’s  seventy  critical 
target  areas.  The  survey  showed  about 
650,000  registered  hospital  beds  in  all  cate- 
gories. According  to  the  national  planning 
council,  more  than  five  million  surviving 
casualties  could  result  from  multiple  simul- 
taneous atacks  on  our  major  cities. 

To  cope  with  the  situation  the  Federal 
Civil  Defense  Administration  estimates  that 
supplies  and  equipment  for  5,000  improvised 
hospitals  should  be  purchased  for  the  feder- 
al reserves  of  back-up  medical  supplies.  The 
hospital,  as  designed  by  the  Federal  Civil 
Defense  Administration,  is  a complete  200- 
bed  unit,  transportable  on  a single  tractor- 
trailer  truck  and  could  be  assembled  in  about 
four  hours. 

The  full  story  of  these  plans  is  carried  in 
the  May  29  issue  of  the  J.A.M.A.,  on  page 
492. 


The  mild,  inapparent  infection  of  early  adolescent 
years  may  be  the  origin  of  the  destructive  tuber- 
culosis of  puberty  or  adulthood.  Rene  J.  Dubos, 
M.D.,  The  American  Review  of  TB,  July,  1953. 
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Announcements 

MEETING  DATE  SET  FOR 
1955  ANNUAL  SESSION  NSMA — 

The  Nebraska  State  Medical  Association 
announces  that  its  Eighty-seventh  Annual 
Session  will  be  held  at  the  Hotel  Paxton, 
Omaha,  on  May  16,  17,  18  and  19,  1955,  ac- 
cording to  Doctor  Roy  B.  Adams,  Secretary- 
Treasurer. 

NEBRASKA  CHAPTER  COLLEGE  OF 
SURGEONS  WILL  MEET— 

The  Nebraska  Chapter  of  the  American 
College  of  Surgeons  announces  its  Annual 
Fall  Scientific  Meeting  to  be  held  at  North 
Platte  on  October  14.  Full  details  of  the  pro- 
gram will  be  announced  later.  The  meeting 
will  be  open  to  all  physicians  in  the  state. 

FAMILY  DOCTOR  AND  ON-THE-JOB 
INJURIES;  A REFRESHER  COURSE— 

The  University  of  Kansas  Medical  School 
will  give  a refresher  course,  on  Dec.  6,  7, 
and  8,  designed  to  help  the  general  practi- 
tioner meet  and  handle  all  types  of  accidents 
and  illnesses  affecting  people  while  engaged 
in  their  work.  The  continual  increase  in  num- 
ber and  complexity  of  mechanical  equipment 
and  chemicals  used  about  the  home,  on  the 
farm,  and  in  many  small  businesses,  in- 
creases the  demand  on  the  family  doctor  for 
what  is  usually  considered  industrial  medi- 
cine. Better  methods  of  handling  reports 
and  collections  on  cases  covered  by  insurance 
will  be  discussed.  One  day  will  be  devoted 
to  occupational  hazards;  one  day  to  such 
medical  aspects  as  poisonings,  dermatitis, 
and  dusts;  and  the  last  day  will  cover  the  field 
of  trauma  and  surgery.  A faculty  of  experts 
will  present  the  many  interesting  topics.  A 
copy  of  the  complete  program  may  be  ob- 
tained from  the  Department  of  Postgraduate 
Education,  University  of  Kansas  Medical 
Center,  Kansas  City  12,  Kansas. 

CHEST  SURGEONS  OFFER 
TWO  PG  COURSES  THIS  FALL — 

The  Council  on  Postgraduate  Medical  Edu- 
cation of  the  American  College  of  Chest  Sur- 
geons, in  cooperation  with  the  respective 
state  chapters  and  the  staffs  and  faculties 
of  the  local  hospitals  and  medical  schools 
will  sponsor:  (1)  The  Ninth  Annual  Post- 
graduate Course  on  Diseases  of  the  Chest. 


at  the  Hotel  Knickerbocker,  Chicago,  Oct. 
18-22 ; and  the  Seventh  Annual  Postgraduate 
Course  on  Diseases  of  the  Chest,  at  Hotel 
New  Yorker,  in  New  York  City,  Nov.  8-12, 
1954.  Tuition  for  each  course,  $75.  If  in- 
terested, write  Ex.  Director,  Am.  College  of 
Chest  Surgeons,  112  East  Chestnut  Street, 
Chicago  11,  111. 

ANNUAL  SESSIONS  AMERICAN 
COLLEGE  OF  PHYSICIANS— 

The  American  College  of  Physicians  has 
set  the  following  dates  for  future  sessions: 
1955 — Philadelphia,  April  25-29,  and  1956 — 
Los  Angeles,  April  16-20. 

ANNUAL  CONFERENCE  AMERICAN 
OCCUPATIONAL  THERAPY  ASSOCIATION— 

The  37th  Annual  Conference  of  the  Amer- 
ican Occupational  Therapy  Association  will 
be  held  at  the  Shoreham  Hotel,  Washington, 
D.  C.,  October  16-22.  For  details  write  the 
Association,  33  West  42nd  Street,  New  York 
36,  N.  Y.,  ATT.  Margaret  D.  Clarke,  OTR. 

A COLLEGE  OF  PHYSICIANS 
POSTGRADUATE  COURSE— 

“Newer  Developments  in  Cardiovascular 
Disease”  is  the  title  of  a course  to  be  given 
at  The  Mt.  Sinai  Hospital,  New  York,  Oc- 
tober 11  through  15,  under  direction  of  Doc- 
tors Arthur  Master  and  Charles  K.  Fried- 
berg,  and  auspices  of  the  American  College 
of  Physicians. 

MEETING  FOR  CRIPPLED  CHILDREN 
AND  ADULTS— 

The  National  Society  for  Crippled  Chil- 
dren and  Adults  will  hold  the  1954  Annual 
Convention  at  the  Hotel  Statler,  Boston, 
Nov.  3-5.  Authorities  in  all  fields  of  rehab- 
ilitation will  participate.  For  details  ad- 
dress the  Society  at  11  South  LaSalle  St., 
Chicago  3,  111. 

CHEST  SURGEONS  INVITE  YOU— 

The  Third  International  Congress  on  Dis- 
eases of  the  Chest,  sponsored  by  the  Coun- 
cil on  International  Affairs  of  the  Amer- 
ican College  of  Chest  Surgeons  is  to  be  held 
in  Barcelona,  Spain,  Oct.  4-8,  1954.  If  in- 
terested, communicate  with  the  Secretary 
General,  Professor  Antony  Caralps,  Corcega 
393,  Barcelona,  Spain. 
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The  Omaha  Mid-West  Clinical  Society 
Twenty-Second  Annual  Assembly 
October  25,  26,  27,  28,  1954 
Hotel  Paxton,  Omaha,  Nebraska 

THE  OMAHA  MID  - WEST  CLINICAL 
SOCIETY  will  present  its  Twenty-Second  An- 
nual Assembly  during  the  last  week  in  Octo- 
ber. Since  the  first  annual  assembly  of  the 
Society,  which  was  held  in  1933,  many  ad- 
vances have  been  made  in  the  art  and  prac- 
tice of  medicine.  Through  the  intervening 
years  the  officers  of  the  Society  have  planned 
the  programs  so  that  the  latest  in  medical 
lore  has  been  brought  to  the  door  of  mid- 
west physicians,  thus  providing  them  the  op- 
portunity to  keep  up  to  date  on  current  meth- 
ods in  diagnosis  and  treatment  without  the 
necessity  of  traveling  time-consuming  dis- 
tances at  considerable  expense. 

The  1954  program,  now  practically  com- 
plete, promises  to  be  one  of  the  most  out- 
standing. Make  your  plans  now  to  attend  all 
sessions,  which  will  be  held  at  Hotel  Paxton, 
Omaha,  Nebraska,  October  25,  26,  27,  28, 
1954. 

A reminder  to  members  of  the  American 
Academy  of  General  Practice : This  assembly 
has  been  approved  by  the  Academy  for  form- 
al postgraduate  study  and  members  will  be 
credited  with  the  actual  number  of  hours  of 
attendance  at  the  sessions. 

The  official  program  will  be  in  the  mail 
the  first  week  in  October.  Should  you  not 
receive  a copy  notify  the  Omaha  Mid-West 
Clinical  Society,  1031  Medical  Arts  Building, 
Omaha,  Nebraska. 

THE  OMAHA  MID-WEST  CLINICAL  SOCIETY 
TWENTY-SECOND  ANNUAL  ASSEMBLY 
October  25,  26.  27,  28.  1954 
Hotel  Paxton,  Omaha,  Nebraska 

PROGRAM 

Monday  Morning,  October  25th 

8 :30  Registration. 

10:00  Motion  Picture. 

11  : 15  Address  of  Welcome  by  B.  Carl  Russum,  M.D..  President. 
11  :20  “Obstetrical  Anesthesia,”  M.  Digby  Leigh,  M.D.,  Van- 
couver, British  Columbia,  Canada,  Director  of  Anes- 
thesiology, Children’s  Hospital  of  Los  Angeles. 

12:00  “Less  Common  Manifestations  of  Bronchogenic  Car- 
cinoma,” Philip  J.  Hodes,  M.D.,  Philadelphia,  Penn- 
sylvania Medical  School  and  Graduate  School  of  Medi- 
cine. 

12 :40  Visit  the  Exhibits. 

1 :00  Buffet  Luncheon.  Discussion  — “Emergency  Treatment 
of  Complications  in  Anesthesia.”  Leader  — M.  Digby 
Leigh,  M.D. 

Monday  Afternoon 

2:30  “Functional  Disorders  of  the  Gastrointestinal  Tract.” 
Henry  L.  Bockus,  M.D.,  Philadelphia,  Pennsylvania, 
Professor  of  Medicine,  Chairman  of  the  Department 
of  Internal  Medicine,  University  of  Pennsylvania 
Graduate  School  of  Medicine. 

3 :30  “New  Horizons  in  Cholecystography  and  Cholangio- 
graphy,” Philip  J.  Hodes,  M.D. 


4:30  “Selection  and  Use  of  Anesthetics  in  Patients  with 
Pediatric  Diseases”  M.  Digby  Leigh,  M.D. 

5:30  Visit  the  Exhibits. 

6 :15  Dinner.  Discussion  — “The  Role  of  Roentgenology  in 
Gastroenterology”.  Leader  — Henry  L.  Bockus,  M.D. 
8T5  “Small  Intestinal  Manifestations  of  Systemic  Disease,” 
Philip  J.  Hodes,  M.D. 

8:45  “Spinal  Anesthesia,”  M.  Digby  Leigh.  M.D. 

9:15  “Role  of  Aerophagy  in  Gastrointestinal  Symptom  Pat- 
terns,” Henry  L.  Bockus,  M.D. 

Tuesday  Morning,  October  26th 

8 :15  Motion  Picture. 

9 :00  “The  Brain  Damage  Syndrome  in  Pediatrics — Cause 
and  Effects,”  Eric  Denhoff.  M.D.,  Providence,  Rhode 
Island,  Medical  Director,  Meeting  State  School  for 
Cerebral  Palsy. 

9 :40  “Orientation  of  Massive  Bleeding  from  Peptic  Ulcer — 
When  to  Operate,”  Henry  L.  Bockus,  M.D. 

10:20  “Mucous  Membrane  Lesions,”  Clinton  W.  Lane,  M.D.,  St. 

Louis,  Missouri,  Associate  Professor  of  Clinical  Med- 
icine (Dermatology)  and  Chief  of  the  Dept.,  Wash- 
ington University  School  of  Medicine. 

11 :00  Visit  the  Exhibits. 

11:15-12:50 — Panel  Discussions — 

“HEPATITIS,”  Willis  D.  Wright,  M.D.,  Chairman. 
“Etiology  and  Epidemiology,”  Harry  W.  McFadden,  Jr., 
M.D. 

“Infectious  and  Serum  Hepatitis,”  Edmond  M.  Walsh, 
M.D. 

“Correlation  of  Clinical  and  Laboratory  Findings/* 
Henry  J.  Lehnhoff,  M.D. 

“Pathology,”  John  R.  Schenken,  M.D. 

“Prevention  and  Control,”  M.  William  Barry,  M.D. 
“OCCUPATIONAL  HAZARDS,”  Earl  A.  Connolly,  M.D., 
Chairman. 

Factors  in  Relation  to : 

“Disease  of  the  Lungs,”  J.  F.  Gardiner,  M.D. 

“Contact  Dermatitis,”  Zeno  N.  Korth,  M.D. 

“Farm  Accidents,”  Arthur  C.  Johnson.  M.D. 
Lumbosacral  Sprain,”  Louis  S.  Campbell,  M.D. 
“Brucellosis,”  E.  J.  Kirk,  M.D. 

“Diseases  and  Injuries  of  the  Eye,”  A.  A.  Steinberg, 
M.D. 

“NEWER  THERAPEUTIC  AGENTS  IN  CARDIOVAS- 
CULAR DISEASES,”  Richard  L.  Egan,  M.D.,  Chair- 
man. 

“Digitalis  Derivatives,”  F.  Lowell  Dunn,  M.D. 
“Diuretics,”  Theodore  Hubbard.  M.D. 

“Quinidine-Like  Agents,”  Raymond  J.  Wyrens,  M.D. 
“Treatment  of  Atherosclerosis,”  Ben  Slutzky,  M.D. 
“Surgery,”  Harry  H.  McCarthy,  M.D. 

1:00  Buffet  Luncheon.  Discussion.  “The  Brain  Damage  Syn- 
drome — An  Increasingly  Important  Pediatric  Prob- 
lem.” Leader,  Eric  Denhoff,  M.D. 

Tuesday  Afternoon 

2:30  “Importance  of  Early  Treatment  of  Congenital  Ortho- 
pedic Deformities,”  Wallace  H.  Cole,  M.D.,  St.  Paul, 
Minnesota,  Professor  of  Orthopedic  Surgery,  University 
of  Minnesota  Medical  School. 

3 :30  Presentation  of  Scientific  Awards,  James  J.  O’Neil,  M.D., 
Chairman,  Scientific  Exhibits  Committee. 

3 :35  “Dermatitis  of  External  Origin,”  Clinton  W.  Lane, 
M.D. 

4:35  “Clinic — Diagnostic  Technics,”  Eric  Denhoff.  M.D. 

5 :35  Visit  the  Erhibits. 

6:15  Dinner.  Discussion,  “Common  Foot  Ailments.”  Leader, 
Wallace  H.  Cole,  M.D. 

Tuesday  Evening 

8:15  “Use  and  Abuse  of  Cortone  Preparations  in  Treatment 
of  Skin  Lesions,”  Clinton  W'.  Lane.  M.D. 

8 :45  “Practical  Treatment  Plans  for  Brain  Damaged  Infants 
and  Children,”  Eric  Denhoff,  M.D. 

9 :15  “Methods  of  Treatment  of  Bursitis  and  Tenosynovitis,’* 
Wallace  H.  Cole,  M.D. 

Wednesday  Morning.  October  27th 

8 :15  Motion  Picture. 

9 :00  “Pathogenesis  of  Arterial  Hypertension,”  Henry  A, 

Schroeder,  M.D.,  St.  Louis,  Missouri,  Associate  Profes- 
sor of  Medicine,  Washington  University  School  of  Med- 
icine. 

9:40  “Orthopedic  Aspects  of  Poliomyelitis,”  Wallace  H.  Cole, 
M.D. 

10:20  “Sensory  Tests,”  Morris  B.  Bender.  M.D..  New  York. 

New  York,  Professor  of  Clinical  Neurology  and  Head 
of  Laboratory  of  Experimental  Neurology,”  New  York 
University  College  of  Medicine. 

11 :00  Visit  the  Exhibits. 

11  :15-12  :50  Lectures— 

“Immediate  Management  of  Acute  Facial  Injuries,” 
Albert  S.  Black.  Jr..  M.D. 

“Tetanus  and  Gas  Gangrene  Prophylaxis,”  John  E, 
Courtney,  M.D. 

“The  Use  of  Histamine  in  Oto-Rhino-Laryngology,” 
J.  Calvin  Davis,  M.D. 

“Appendicitis  in  Children,”  Robert  F.  Farrell,  M.D. 
“Diagnostic  Difficulties  in  the  Rheumatic  State,” 
John  L.  Gedgoud,  M.D. 

“Painless,  Progressive  Loss  of  Vision.”  J.  Hewitt  Judd, 
M.D. 
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“Are  Tonsillectomies  Necessary?”  Frank  J.  Klabenes, 
M.D. 

“Pediatric  Emergencies,”  Paul  N.  Morrow,  M.D. 
“Newer  Developments  in  Poliomyelitis,”  J.  Harry  Mur- 
phy, M.D. 

“Diseases  of  the  Urinary  Bladder  and  Urethra  in  the 
Female,”  William  F.  Novak,  M.D. 

“Exchange  Transfusion  : Technic  and  Related  Studies,” 
Byron  B.  Oberst,  M.D. 

“Some  Observations  Concerning  the  Induction  of  La- 
bor,” Donald  C.  V roman,  M.D. 

1 :00  Buffet  Luncheon.  Discussion,  “New  Drugs  in  the 
Treatment  of  Hypertension.”  Leader,  Henry  A. 
Schroeder,  M.D. 

Wednesday  Afternoon 

2:30  “Vascular  Disease,”  Morris  B.  Bender.  M.D. 

3 :30  “The  Physiologic  Conduct  of  Normal  Parturition,”  Char- 
les S.  Stevenson,  M.D.,  Detroit,  Michigan,  Professor 
of  Obstetrics  and  Gynecology  and  Chairman  of  the 
Department,  Wayne  University  College  of  Medicine. 
4:30  “Drug  Treatment  of  Arterial  Hypertension,”  Henry  A. 

Schroeder,  M.D. 

5 :30  Visit  the  Exhibits. 

6 :15  Dinner.  Discussion,  Management  of  Neurologic  Prob- 
lems.” Leader,  Morris  B.  Bender,  M.D. 

Wednesday  Evening 

8:15  “Hemorrhagic  Diathesis  in  Abruptio  Placentae,”  Charles 
S.  Stevenson,  M.D. 

8:45  “Hazards  in  the  Treatment  of  Hypertension,”  Henry  A. 
Schroeder,  M.D. 

9:15  “Head  Injuries  to  the  Nervous  System,”  Morris  B. 
Bender,  M.D. 

Thursday  Morning,  October  28th 

8:15  Motion  Picture. 

9 :00  “Certain  Concepts  in  Handling  Breech  and  Transverse 
Presentations  in  Late  Pregnancy,”  Charles  S.  Steven- 
son, M.D. 

9 :40  “Surgical  Treatment  of  Non-Specific  Ulcerative  Colitis,” 
Richard  K.  Gilchrist,  M.D.,  Chicago,  Illinois,  Clinical 
Professor  of  Surgery,  University  of  Illinois. 

10:20  “New  Theory  for  the  Correlation  of  the  Pathology  and 
the  Symptomatology  of  Meniere’s  Disease,”  Julius  Lem- 
pert,  M.D.,  New  York,  New  York,  Director,  Lempert 
Institute  of  Otology. 

11 :00  Visit  the  Exhibits. 

11:15-12:50  Panel  Discussions — 

“ANORECTAL  AND  COLON  DISEASE.”  Louis  E. 

Moon.  M.D.,  Chairman. 

Bizarre  Symptoms  and  Manifestations : 

“From  the  Standpoint  of  the  Internist,”  Arthur  M. 
Greene,  M.D. 

“From  the  Standpoint  of  the  Radiologist,”  Francis  L. 
Simonds,  M.D. 

“From  the  Standpoint  of  the  Urologist,”  Henry  Kam- 
mandel,  M.D. 

“From  the  Standpoint  of  the  Pathologist,”  Horace  K. 

Giffen.  M.D.  (by  invitation). 

“Surgical  Management,”  Julius  B.  Christensen,  M.D. 
“MEDICAL  FFFECTS  OF  ALCOHOL.”  Friedrich  W. 
Niehaus.  M.D..  Chairman. 

“Alcohol  as  a Therapeutic  Agent,”  William  J.  Reedy, 
M.D.  (by  invitation). 

“Cause  and  Effect  in  Mental  Disorders,”  Robert  S. 
Wigton.  M.D. 

“Related  Deficiency  Diseases,”  Victor  E.  Levine,  M.D 
“Alcohol  and  Auto  Accidents,”  Ralph  C.  Moore,  M.D. 
“Treatment.”  Cecil  L.  Wittson.  M.D. 

“PROLONGED  LABOR, “ William  L.  Rumbolz,  M.D., 
Chairman. 

“Uterine  Inertia.”  W.  Riley  Kovar,  M.D. 

“Soft  Tissue  Dystocia”  J.  Phil  Redgwick,  M.D. 
“Abnormal  Presentation,”  Maurice  E.  Grier.  M.D. 
“Operative  Management,”  David  Findley,  M.D. 

1 :00  Buffet  Luncheon.  Discussion,  “Tubal  Ectopic  Preg- 
nancy.” Leader,  Charles  S.  Stevenson,  M.D. 

Thursday  Afternoon 

2 :30  Care  of  the  Patients  with  Incurable  Tumors,”  Richard 
K.  Gilchrist,  M.D. 

3:30  “How  Medicine  Looks  to  Me,”  Clifford  M.  Hardin,  Ph. 

D.,  Lincoln,  Nebraska,  Chancellor,  University  of  Ne- 
braska. 

4:30  Otosclerosis  and  Fenestration  Surgery,”  Julius  Lem- 
pert. M.D. 

5 :30  Visit  the  Exhibits. 

6 : 15  Dinner.  Discussion,  “Simplification  and  Economic  Gain 

Derived  from  Improved  Operating  Room  Technic.” 
Leader,  Richard  K.  Gilchrist,  M.D. 

Thursday  Evening 

OMAHA-DOUGLAS  COUNTY  MEDICAL  SOCIETY  NIGHT 
8:15  To  Be  Announced  Later. 

8:45  “Modern  Concepts  in  Hearing  Physiology,”  Julius  Lem- 
pert, M.D. 

9:15  “Treatment  of  the  Polype  of  the  Rectum  and  Colon,” 
Richard  K.  Gilchrist,  M.D. 

10:00  Adjourn. 


Human  Interest  Tales 

Dr.  John  L.  Blodig,  St.  Joseph,  Missouri,  is  now 
practicing  medicine  in  Osceola. 

Dr.  William  Ingram,  Omaha,  has  joined  the  staff 
of  the  Benthack  Hospital  in  Wayne. 

Dr.  Kenneth  C.  Hoffman,  former  Harvard  resi- 
dent, has  established  his  practice  at  Kenesaw. 

Dr.  and  Mrs.  Earl  Montgomery,  Omaha,  recently 
returned  from  a month-long  vacation  in  Europe. 

Dr.  George  Hoffmeister,  Imperial,  has  filed  for 
the  office  of  State  Senator  from  the  37th  District. 

Dr.  Dwight  Moell,  Omaha,  is  now  associated  with 
Dr.  C.  R.  Brott,  Beatrice,  in  the  practice  of  med- 
icine. 

Dr.  Richard  Klass,  Humphrey,  has  received  his 
notice  to  report  for  active  duty  with  the  armed 
forces. 

Dr.  Dean  Hammond,  Chetek,  Wisconsin,  has  lo- 
cated in  Stromsburg  where  he  is  now  practicing 
medicine. 

Dr.  Willaim  Niehaus,  Omaha,  is  now  associated 
with  Dr.  L.  J.  Ekeler,  David  City,  in  the  practice 
of  medicine. 

Dr.  Horace  V.  Munger,  Lincoln,  has  been  re- 
elected president  of  the  City-County  Health  Board 
for  the  coming  year. 

Dr.  It.  R.  Zukaitis,  Ralston,  has  been  released 
from  the  armed  forces  and  has  resumed  the  practice 
of  medicine  in  that  city. 

Dr.  Nathan  Briston  Van  Etten,  former  president 
of  the  American  Medical  Association,  passed  away 
July  23.  He  served  as  president  in  1940-41. 

A building  permit  was  issued  recently  to  Dr. 
Albert  Rimmerman,  Omaha,  for  a medical-dental 
building  at  209  South  42nd  Street  in  Omaha. 

Dr.  Fay  Smith,  Imperial,  has  been  named  to  the 
five-man  board  to  review  Nebraska’s  mental  health 
program  and  inspect  the  state  mental  hospitals. 

Dr.  George  Lytton,  Hastings,  has  moved  to  Kan- 
sas City,  Missouri,  where  he  will  head  the  Child 
Guidance  department  of  the  Mental  Health  depart- 
ment. 

Dr.  Herman  M.  Jahr,  Omaha,  has  been  re-elected 
to  the  joint  committee  on  health  problems  in  educa- 
tion of  the  A.M.A.  and  the  National  Education  Asso- 
ciation. 

Dr.  Robert  Lynn,  Ord,  reported  for  active  duty 
with  the  armed  forces  in  August.  He  will  be 
temporarily  stationed  at  the  Oakland,  California, 
navy  hospital. 

Dr.  R.  A.  Flebbe,  Sutherland,  has  been  under- 
going medcial  treatment  in  Omaha  during  the  late 
summer  months  but  plans  to  resume  his  practice 
in  the  early  fall. 

Dr.  T.  L.  Doher,  Bayard,  has  retired  from  the 
active  practice  of  medicine  after  forty  years.  He 
has  accepted  a position  with  the  Veterans  Admin- 
istration in  Denver. 

Dr.  C.  H.  Sheets,  Cozad,  spoke  to  an  audience  of 
more  than  two  hundred,  recently,  at  the  dedicatory 
services  for  the  new  addition  to  the  Lexington 
Community  Hospital. 

Dr.  M.  E.  Markley,  North  Loup,  celebrated  his 
birthday  in  July  so  that  his  sister  who  lives  in 
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Washington  could  be  with  him.  Dr.  Markley  was 
ninety-two  on  August  1st. 

Dr.  and  Mrs.  C.  F.  Heider,  Jr.,  Omaha,  have 
recently  moved  to  North  Platte  where  Dr.  Heider 
will  be  associated  with  his  father,  Dr.  C.  F.  Heider, 
in  the  practice  of  medicine. 

Dr.  Benjamin  B.  Wells,  vice-president  and  senior 
editor  of  the  W.  B.  Saunders  Company,  medical  pub- 
lishers, has  been  named  to  the  staff  of  the  Creigh- 
ton University  School  of  Medicine. 

Open  house  was  held,  recently,  at  the  new  doctors’ 
office  building  in  Wausa  with  more  than  five 
hundred  persons  attending.  Dr.  Richard  Toffelson 
began  his  practice  in  that  city  on  August  1st. 

Dr.  and  Mrs.  James  W.  Benjamin,  Mount  Vernon, 
New  York,  moved  to  Omaha,  in  July,  where  Dr. 
Benjamin  began  his  duties  as  assistant  dean  of 
the  University  of  Nebraska  College  of  Medicine. 

Dr.  Robert  C.  Smith,  Hastings,  has  returned  from 
the  Far  East  after  a tour  of  duty  with  the  armed 
forces.  Dr.  Smith  plans  to  return  to  Hastings  next 
summer  where  he  will  be  associated  with  his  father 
Dr.  A.  A.  Smith. 

Doctor  J.  Dewey  Bisgard  of  Omaha  has  an- 
nounced the  association  with  him  of  Doctor  Delbert 
D.  Neis,  in  the  practice  of  surgery.  Doctor  Neis 
will  do  thoracic  and  cardiovascular  surgery,  bron- 
choscopy, and  esophagoseopy. 

Dr.  Vincent  Moragues,  Omaha,  co-author  of  a 
book  on  congenital  heart  disease,  announced  that 
the  book  has  been  accepted  for  publication  by  Wil- 
liams and  Wilkins  of  Baltimore,  Maryland.  The 
book,  “Cinical  Pathological  Correlation  of  Congen- 
ital Heart  Disease,”  will  be  published  in  the  late 
fall. 


News  from  Our  Medical  Schools 

Dr.  Herman  M.  Jahr,  Professor  and  Chairman 
of  the  Department  of  Pediatrics  at  the  University 
of  Nebraska  College  of  Medicine  has  been  selected 
to  succeed  himself  as  a representative  of  the  Amer- 
ican Medical  Association  on  the  Joint  Committee 
on  Health  Problems  in  Education  of  the  American 
Medical  Association  and  the  National  Education 
Association.  He  was  chosen  at  a meeting  of  the 
Board  of  Trustees  of  the  A.M  A.  at  its  meeting 
in  San  Francisco  on  June  23. 

Dr.  Benjamin  B.  Wells,  formerly  vice-president 
and  senior  editor  of  the  W.  B.  Saunders  Company, 
medical  publishers,  Philadelphia,  Pa.,  has  been  named 
to  the  staff  of  the  Creighton  University  School  of 
Medicine. 

He  joined  the  Creighton  faculty  August  1,  Dr. 
Frederick  G.  Gillick,  Dean  of  the  School  of  Med- 
icine, announced. 

Dr.  Wells  also  served  as  professor  of  medicine 
at  the  University  of  Pennsylvania.  He  is  a mem- 
ber of  the  editorial  staff  of  the  American  Journal 
of  Clinical  Pathology. 

A graduate  of  the  Baylor  University  College  of 
Medicine,  Dr.  Wells  was  formerly  a member  of  the 
faculties  of  Baylor  and  the  University  of  Arkansas. 
He  was  Chairman  of  the  Department  of  Medicine 
at  Arkansas. 


Dr.  Wells  is  the  author  of  several  books  on 
Clinical  Pathology  and  numerous  articles  concerning 
pathology  and  allied  subjects. 

During  World  War  II  he  served  in  the  European 
theater,  and  was  awarded  the  Legion  of  Merit  for 
laboratory  and  blood  bank  work. 

Making  their  home  in  Omaha  with  Dr.  Wells 
will  be  his  wife,  Minnie  E.,  and  their  three  children, 
Benjamin,  Jr.,  12;  Howard,  10;  and  Flora,  6. 

Dr.  Wells  is  a member  of  the  American  College 
of  Physicians,  American  Society  of  Clinical  Path- 
ologists, American  Association  of  Bacteriologists 
and  Pathologists,  American  Medical  Association, 
American  Federation  for  Clinical  Research,  and  re- 
lated organizations. 

The  Creighton  University  School  of  Medicine, 
along  with  the  Nebraska  State  League  of  Nursing, 
will  sponsor  a two-day  Institute  in  Poliomyelitis 
and  Rehabilitation  to  be  held  on  September  2nd  and 
3rd  at  the  Rehabilitation  Center  at  Creighton 
Memorial  St.  Joseph’s  Hospital.  This  two-day  pro- 
gram will  be  open  to  doctors,  nurses,  physical  ther- 
apists, occupational  therapists  and  medical  social 
workers  in  this  area.  Guest  speakers  will  include: 
David  Dickinson,  M.D.,  Associate  Professor  of  Pedi- 
atrics, University  of  Michigan;  Gordon  M.  Martin, 
M.D.,  Associate  Professor  of  Physical  Medicine  and 
Rehabilitation,  Mayo  Clinic;  and  Miss  Muriel  Jen- 
nings, Consultant  in  Poliomyelitis  and  Orthopedics, 
the  League  of  Nursing,  New  York  City.  Members 
of  the  faculty  of  the  Creighton  University  School 
of  Medicine  will  participate  in  the  program,  which 
will  be  concerned  with  the  latest  advances  in  man- 
agement of  poliomyelitis  on  September  2nd,  and 
with  the  entire  field  of  rehabilitation  on  September 
3rd. 

Information  concerning  this  Institute  can  be  se- 
cured by  writing  Harold  N.  Neu,  M.D.,  Medical  Di- 
rector, Poliomyelitis  Rehabilitation  Center,  Creigh- 
ton Memorial  St.  Joseph’s  Hospital. 


Greetings  from  Past  Presidents 

This  column,  for  September,  is  composed 
of  the  fourth  installment  of  Doctor  Palmer 
Findley’s  narrative  of  his  personal  experience 
and  knowledge  of  early  medicine  in  Nebras- 
ka. 

THE  NEBRASKA  DOCTOR 

by 

Palmer  Findley,  M.D. 

Omaha,  Nebraska 

THE  PIONEER  DOCTOR 

(Continued) 

(The  preceding  installments  have  dealt  with  the 
education  and  highlights  of  practice  of  the  author’s 
father,  David  Findley.  The  present  installment  con- 
tinues this  narration.) 

The  early  pioneers  were  a hospitable  peo- 
ple who  freely  shared  their  meager  belong- 
ings with  strangers  and  neighbors  alike. 
Money  was  scarce,  and  the  doctor  was  often 
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paid  in  wood  for  his  fire  and  feed  for  his 
horses.  The  doctor’s  fees  were  pitifully 
small,  if  he  was  paid  at  all : fifty  cents  per 

mile;  fifty  cents  for  an  office  call;  fifty 
cents  for  pulling’  a tooth;  fifty  cents  for 
dressing  a wound ; five  dollars  for  an  obstet- 
ric delivery  with  an  extra  charge  of  five  dol- 
lars for  twins.  Seldom  was  a doctor  aware 
of  an  impending  birth  until  labor  set  in,  then 
a hurried  call  from  a neighbor  on  horseback 
would  summon  him.  Said  a German  farmer, 
“Doc,  my  old  woman  has  von  pain  in  von 
belly.  Come  quick !”  Many  nights  the  author 
was  awakened  by  a man  on  horseback  calling 
“Doc!  Doc!  Doc!’’  There  was  a hitching 
post  in  the  front  of  the  house,  but  why  take 
the  trouble  to  dismount  at  the  door  when 
shouting  would  serve  the  purpose  just  as 
well. 

There  were  no  vaccines,  no  serums,  no 
means  of  isolating  contagious  diseases,  and, 
as  a result,  children  died  in  appalling  num- 
bers. In  a family  of  nine  children,  eight 
died  of  virulent  smallpox.  Diphtheria  was  a 
deadly  contagion,  and  many  children  died  of 
what  was  then  called  diphtheritic  croup. 
Mothers  dreaded  the  hot  days  of  summer  for 
fear  of  “Summer  complaint’’  (cholera  mor- 
bus). Milk  was  never  sterilized,  ventilation 
was  inadequate,  and  swarms  of  flies  infested 
the  houses.  Under  such  conditions  it  was 
inevitable  that  infectious  and  contagious  dis- 
eases prevailed.  Appendicitis  was  unknown, 
and  the  life  of  many  an  adult  was  sacrificed 
for  want  of  a timely  operation.  These  cases 
were  called  “inflammation  of  the  bowel”  and 
were  treated  with  opium  and  hot  poultices. 

In  the  care  of  wounds  the  pioneer  doctor 
looked  upon  “laudable  pus,”  thick  and 
creamy,  as  a necessary  part  of  the  healing 
process.  Contagious  and  infectious  diseases 
in  the  absence  of  antitoxins,  antibiotics,  and 
antiseptics,  coupled  with  the  absence  of  all 
means  of  isolation,  claimed  a frightful  toll 
from  the  early  settlers.  Whole  families  were 
known  to  contract  these  diseases  and  no 
wonder  when  sulphur  and  molasses  were 
relied  upon  to  purify  the  blood,  when  par- 
ents and  children  were  huddled  together  in 
poorly  ventilated  rooms,  when  asafoetida 
was  placed  about  the  neck  in  a bag,  and  when 
a kerosene-soaked  rag  hung  about  the  neck 
was  thought  to  relieve  the  distress  of  a 
diphtheritic  throat.  With  shallow  open  wells 
with  cattle  yards  close  at  hand  and  swarms 
of  flies  in  the  nearby  house,  it  is  no  wonder 
that  typhoid  fever  took  such  a frightful  toll. 


This  occurred  at  a time  when  nothing  was 
known  about  the  cause  of  contagion  and  in- 
fection, hence  no  quarantine  laws  were  in  ef- 
fect. No  wonder  the  contagion  spread 
throughout  the  neighborhood. 

Rattlesnake  bite  was  an  alarming  incident 
in  the  lives  of  the  pioneers  and  called  for  the 
cauterizing  of  the  wound  with  nitrate  of 
silver,  the  administration  of  whiskey,  and  the 
aromatic  spirits  of  ammonia. 

Prior  to  the  discovery  by  Koch,  tubercu- 
losis took  a frightful  toll.  Isolation  was  not 
in  vogue  for  it  was  not  known  to  be  con- 
tagious, and  the  treatment  consisted  in  the 
administration  of  hypophosphates,  cod  liver 
oil,  and  quinine.  No  thought  was  given  to 
the  beneficent  effects  of  rest,  fresh  air,  sun- 
light, and  generous  feeding. 

In  the  management  of  pneumonia,  flaxseed 
poultises  were  applied  and  aconite  was  re- 
garded as  a reliable  antipyretic.  Appendi- 
citis, as  such,  was  unknown  to  the  pioneer 
doctor,  but  typhlitis,  perityphilitis,  abscesses, 
inflammation  of  the  caecum,  and  inflamma- 
tion of  the  bowels  served  as  a substitute  for 
what  is  now  known  as  appendicitis.  No  sur- 
gery was  attempted  save  drainage  when  an 
abscess  was  recognized.  More  often,  how- 
ever, the  abscess  was  permitted  to  drain  into 
the  bowel.  While  waiting  for  the  drainage 
into  the  bowel  opiates  were  administered. 

For  the  want  of  drug  stores  prescriptions 
were  not  in  use,  nor  were  capsules  and  tablets 
available.  Lacking  these  conveniences  the 
doctor  wrapped  his  powders  in  paper  using 
a folding  pocket  spatula  for  the  purpose.  At 
first  he  used  whatever  paper  was  at  hand; 
later,  powder  papers  were  available  in  pack- 
ages at  physicians’  supply  houses.  Pills,  sup- 
positories, tinctures,  syrups,  and  fluid  ex- 
tracts were  of  his  own  making. 

Such  were  some  of  the  handicaps  endured 
by  the  pioneer  doctor  in  the  practice  of  med- 
icine. judged  by  present  day  standards  they 
fell  far  short  of  the  needs  of  the  patients. 
While  they  were  not  curative  they  did  pro- 
vide a measure  of  relief  from  suffering  and 
that  was  well  worth  while. 

There  were  abscesses  to  lance,  broken 
bones  to  set,  and  an  occasional  tooth  to  pull. 
Beyond  these,  David  did  no  surgery.  Realiz- 
ing his  limitations,  he  was  careful  to  do  no 
harm,  though  judged  by  modern'  standards 
he  often  failed  to  do  for  his  patients  what 
modern  science  now  provides.  Regardless  of 
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these  conditions,  he  served  his  community 
faithfully  for  forty-seven  years,  and  while  he 
did  not  always  save  life,  he  did  relieve  suf- 
fering, and  he  inspired  confidence  and  hope. 

The  doctors  of  the  community  retained 
him  as  their  presiding  officer  on  stated  occa- 
sions so  long  as  he  was  able  to  attend.  This 
they  did  because  they  honored  him  for  his 
personal  qualities,  although  conscious  of  his 
lack  of  scientific  attainments.  David  was 
aware  of  his  limitations  and  often  expressed 
the  desire  to  give  way  to  doctors  who  had 
more  training  in  the  art  of  healing. 

On  the  fiftieth  anniversary  of  his  wedding 
David  closed  his  office  in  the  rear  of  Palmer’s 
Drug  Store  in  Atlantic,  Iowa,  and  that  day 
and  evening  bis  friends,  young  and  old,  rep- 
resenting three  generations  of  his  former  pa- 
tients, gathered  at  his  home  to  pay  tribute 
to  him  and  to  his  helpmate.  David  and  Mar- 
tha, then  grown  old  in  their  service  to  the 
community,  sat  in  chairs  as  they  received  the 
congratulations  and  good  wishes  of  their 
friends. 

All  this  was  a tribute  that  only  a family 
doctor  could  receive;  because,  unlike  the 
doctors  of  today,  David  had  shared  with  his 
patrons  their  joys  and  sorrows,  and  respect- 
ed their  confidences,  and  had  given  freely  of 
his  advice  on  all  manner  of  problems  when- 
ever it  was  sought.  In  the  absence  of  a 
clergyman  he  ministered  to  their  spiritual 
needs.  The  earliest  remembrance  of  the 
author  was  when  he  accompanied  his  father 
on  a call  upon  a farmer’s  wife.  She  was  ly- 
ing on  a bed,  her  face  pale  and  drawn  with 
pain.  I recall  that  there  was  a tiny  baby 
lying  in  a box,  and  a distressed  husband 
standing  at  the  foot  of  the  bed.  Father’s 
words  come  back  to  me  as  he  stood  beside 
the  sick  bed:  “You  are  beyond  all  earthly 

help,”  he  said,  “I  point  you  to  the  Great 
Physician.”  I could  not  have  been  more  than 
five  years  old  at  the  time,  but  the  picture 
is  still  vivid  in  my  memory. 

(To  Be  Continued) 


More  emphasis  is  needed  on  health  education 
which  should  be  taking  its  rightful  place  with  older 
public  health  technics  in  our  programs,  and  a great- 
er willingness  is  needed  for  wide  participation  by 
the  health  officer  in  community  affairs,  not  just  as 
an  official  but  as  an  individual  with  special  con- 
tributions to  make  in  many  fields.  Berwyn  F.  Mat- 
tison,  M.D.,  American  J.  of  Pub.  Health,  December, 
1952. 


The  Woman's  Auxiliary 

CIVILIAN  DEFENSE 

The  Women’s  Advisory  Committee  for 
Civil  Defense  met  in  Lincoln  on  April  27, 
1954,  to  inform  the  president  of  each  state 
organization  about  the  workings  of  Civil 
Defense  in  our  area.  Mrs.  J.  E.  Yost  pre- 
sided at  the  meetings.  The  morning  session 
was  highlighted  by  the  showing  of  a colored 
film  of  “Operation  Ivy.”  Col.  William  A. 
Brewer,  Director  of  Tactical  Operations,  Fed- 
eral Civil  Defense  Administration,  addressed 
us  during  the  luncheon  period.  The  after- 
noon session  was  given  over  to  workshops, 
which  were  concerned  with  the  responsibili- 
ties of  state  presidents ; who,  why,  what  and 
where  civil  defense  teams  should  be  organ- 
ized ; and  the  mechanics  of  organizing  a 
local  defense  set-up. 

The  need  for  civilian  defense  is  not  a new 
thing.  It  is  always  with  us,  because  Civil 
Defense  is  really  self-preservation.  It  is  you, 
keeping  down  fire  hazards  in  your  home, 
training  your  children  in  simple  first-aid,  be- 
lieving in  and  practicing  a calm  mental  atti- 
tude. It  is  you,  helping  with  Red  Cross, 
aiding  the  blood  bank,  teaching  your  boy  how 
to  make  an  oven  from  a tin  can  and  some 
bricks. 

We  all  must  be  ready  and  willing  to  help 
in  our  community  effort  to  vitalize  the  Civil 
Defense  organization,  because  if  we  are  ed- 
ucated, informed,  and  prepared  for  any  kind 
of  disaster,  the  loss  of  life  and  property  dam- 
age will  be  appreciably  lessened.  For  a re- 
sume of  what  might  happen,  read  Philip  Wy- 
lie’s new  book,  “Tomorrow,”  and  then  decide 
which  family  you  would  like  to  be.  Please 
sign  up  today  for  Civil  Defense.  Your  serv- 
ices are  urgently  needed! 

MRS.  RUDOLPH  F.  SIEVERS. 

Civil  Defense  Chairman, 

Nebraska  State  Medical  Association  Auxiliary 


Know  Your 
Blue  Shield  Plan 


Listed  below  are  a few  represenative  items  from 
the  schedule  of  benefits  of  the  new  Blue  Shield 
Preferred  contract.  It  is  designed  to  provide  service 
benefits  for  single  persons  with  annual  incomes  up 
to  $4,000.00,  and  for  families  with  total  annual  in- 
comes up  to  $5,500.  The  Preferred  contract  will  be 
offered  about  October  1 in  addition  to,  and  will 
not  replace,  the  present  Standard  membership  agree- 
ments, which  will  continue  in  full  force. 
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Payment 


Service 

Maternity,  Delivery  (excludes  pre-and 


post  natal  cai'e)  $ 90.00 

Circumcision  of  newborn 10.00 

Appendectomy  150.00 

Tonsillectomy  and  Adenoidectomy 50.00 

Hysterectomy  200.00 

Herniotomy 125.00 

Hemorrhoidectomy  . 100.00 

Cholecystectomy 200.00 

Dilation  and  Curettage 50.00 

Cesarean  Section 150.00 

Saphenous  Vein,  complete  removal 125.00 

Oophorectomy 150.00 

Thyroidectomy  200.00 

Salpingectomy  150.00 

Prostatectomy 200.00 

Fracture  of  Radius  or  Ulna 75.00 

Potts  Fracture 125.00 

Mastectomy,  radical  175.00 

Correction  of  Strabismus — 1 muscle 125.00 

2 muscles 150.00 

3 muscles 175.00 

Extraction  of  Lens 200.00 

Resection  of  Colon,  abdominoperineal 250.00 

Colpoplasty  75.00 

Colpoperineoplasty  125.00 

Colectomy  300.00 

Pneumonectomy  300.00 

Commissurotomy  300.00 


In-HOSPITAL  MEDICAL  CARE  — $5.00  per  day, 
beginning  on  the  first  day  of  hospitalization,  for 
90  days. 

INTENSIVE  MEDICAL  CARE  — In-Hospital 
Medical  Care  cases  of  such  critical  nature  as  to  re- 
quire unusual,  repeated  or  prolonged  attendance  of 
the  Attending  Physician.  The  Preferred  Blue  Shield 
Plan  may  provide  an  additional  allowance  of  up  to 
$15  per  day  for  any  three  days  of  each  hospital  ad- 
mission, to  be  allowed  at  the  discretion  of  the  Med- 
ical Claims  Committee,  and  at  the  specific  written 
request  of  the  Attending  Physician. 

IN-HOSPITAL  MEDICAL  CARE  FOR  NER- 
VOUS AND  MENTAL  CASES  AND  TUBERCU- 
LOSIS CASES  — $5.00  per  day,  beginning  on  the 
first  day  of  hospitalization,  for  an  aggregate  of 
30  days  per  membership  year. 

Preferred  Blue  Shield  coverage  will  continue  to 
provide  free  choice  of  physician  and  will  preserve 
the  fee-for-service  principle. 

The  continued  cooperation  of  Nebraska  physicians 
is  essential  to  the  success  of  this  new  program  which 
will  provide  expanded  coverage  and  higher  benefits. 
Doctors  who  have  not  yet  signed  the  Participating 
Physicians’  Agreement  for  the  Preferred  contract 
are  urged  to  do  so  before  the  contract  is  offered  to 
the  public. 


LEVOPHED  ADMINISTERED  TO  TREAT 
ANAPHYLACTIC  SHOCK  FROM  PENICILLIN 

Anaphylactic  shock  following  use  of  penicillin  was 
successfully  treated  with  a glucose  solution  contain- 
ing the  vasoconstrictor  Levophed,  when  other  thera- 
peutic agents  failed  to  restore  consciousness  to  a 
patient,  according  to  a report  in  the  Ohio  State  Med- 
ical Journal  (49:305,  April,  1953). 


HOUSE  OF  DELEGATES 
May  10,  11,  12,  and  13,  1954 


County  Sessions 

1st  2nd  3rd  4th 

ADAMS— 

G.  P.  Charlton,  Hastings  (D) P P P 

Geo.  L.  Pinney  (A) 

BOONE— 

Wm.  M.  Fitch,  Albion  (D) P P 

Roy  J.  Smith,  Albion  (A) 

BOX  BUTTE— 

T.  D.  Fitzgerald,  Alliance  (D) P P P 

W.  L.  Howell,  Hyannis  (A) 

BUFFALO— 

Wm.  Nutzman,  Kearney  < D ) P P P 

D.  A.  Nye,  Kearney  (A) - 

BURT— 

R.  H.  Tibbels,  Oakland  (D) P P P 

L.  Morrow,  Tekamah  (A) 

BUTLER— 


D.  E Burdick,  David  City  (D) 

L.  J.  Ekeler,  David  City  (A) 

CASS— 

R.  R.  Andersen,  Nehawka  (D)_ 
CEDAR.  DIXON,  DAKOTA, 

THURSTON  and  WAYNE— 


C.  M.  Coe,  Wakefield  (D) P P P 

A.  A.  Larson,  South  Sioux  City  (A) 

R.  M.  Matson,  Wayne  (D) P P P 

R.  B.  Benthack,  Wayne  (A) 

R.  P.  Carroll,  Laurel  (D) P P 

H.  J.  Billerbeck,  Randolph  (A) 

CHEYENNE.  KIMBALL  and  DEUEL— 

James  Thayer,  Sidney  (D) P 

Hull  Cook,  Sidney  (A) 

CLAY— 

H.  V.  Nuss,  Sutton  (D) P 


Wm.  Berrick,  Edgar  (A) 

COLFAX— 

Lloyd  Wagner,  Leigh  (D) 

H.  Dey  Myers,  Schuyler  (A) 
CUSTER— 


R.  D.  Bryson,  Galloway  (D) P P P P 

Ted  Koefoot,  Jr.,  Broken  Bow  (A) 

DAWSON— 

R.  S.  Wycoff,  Lexington  (D) P P P P 

Arthur  Anderson,  Lexington  (A) 

DODGE— 

R.  C.  Reeder,  Fremont  (D) P P P 


D.  B.  Wengert,  Fremont  (A) 
FILLMORE— 

A.  A.  Ashby,  Geneva  ( D > 

C.  F.  Ashby,  Geneva  (A) 

FRANKLIN— 


L.  S.  McNeill,  Campbell  (D) P P P P 

W.  A.  Doering,  Franklin  (A) 

FOUR 

Paul  Martin,  Ord  (D) 

Otis  Miller,  Ord  (A) P P P P 

GAGE— 

V.  L.  Branson,  Beatrice  fD) 

H.  D.  Runty,  DeWitt  (A) P P P P 

GARDEN-KE1TH-PERKINS— 

F.  M.  Bell,  Grant  (D) P 

J.  L.  Me  Fee,  Ogallala  (A) 

HALL— 

B.  B.  Woodruff,  Grand  Island  (D) 

D.  P.  Watson,  Grand  Island  (A) P 

HAMILTON 

O.  M.  Troester,  Hampton  (D) P P P 

J.  M.  Woodard  (A) 

HARLAN— 

HOLT  and  NORTHWEST— 

J.  P.  Brown,  O’Neill  (D) P P P 

Thos.  W.  Deakin,  Valentine  (A) 


HOWARD— 

J.  Y.  Racines,  Palmer  (D) 

M.  O.  Arnold,  St.  Paul  (A)  — 

JEFFERSON— 

D.  O.  Hughes,  Fairbury  (D)__ 
W.  P.  Yoachim,  Fairbury  (A) 

JOHNSON— 

J.  A.  Lanspa,  Tecumseh  (D) 
L.  J.  Chadek,  Tecumseh  (A)  — 


LANCASTER— 

E.  W.  Hancock,  Lincoln  (D) P P P P 

E.  E.  Angle  (A) 

W.  W.  Carveth,  Lincoln  (D) P P 

H.  V.  M unger  (A) 

E.  S.  Wegner,  Lincoln  (D) P ■ P P P 

R.  E.  Garlinghouse  (A) 

J.  T.  McGreer,  Jr.,  Lincoln  (D) P P P 

J.  C.  Peterson  (A) 


(Continued  on  Page  24- A) 
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Nebraska  S.  M.  J. 


The  AMA 

Scientific  Exhibits 


medical  association 

al  meeting- 

21  25-,  1954 

.M.A.  Tflembers  and  their  Guests 


THE  huge  circus  tent  above,  covering  the  street  in  front  of  the  San  Francisco  Auditorium, 
was  needed  to  house  some  of  the  exhibits  at  the  AMA  meeting  this  year  to  which 
42,000  people  flocked.  To  physicians,  as  usual, “The  Greatest  Show  on  Earth”  was  the 
Scientific  Exhibit  section  under  the  direction  of  Dr.  Thomas  G.  Hull  and  the  Committee  on  Scientific 
Exhibit,  of  which  Dr.  L.  W.  Larson,  Bismarck,  N.D.,  was  chairman.  More  than  200  exhibits  covered 
phases  of  21  different  medical  specialties.  Here,  especially  prepared  for  readers  of  this  magazine, 
is  an  eight-page  picture  report  showing  some  of  the  outstanding  exhibits. 


WINNER  of  the  Scientific  Exhibit’s  highest  honor — the  Hektoen  Gold  Medal  for  originality 
and  excellence  of  presentation  of  investigations — was  exhibit  on  “Aneurysms  and  Thrombo- 
Obliterative  Disease  of  the  Aorta:  Surgical  Considerations,”  by  Drs.  Michael  E.  DeBakey,  Den- 
ton A.  Cooley,  and  Oscar  Creech,  Jr.,  VA,  Methodist,  and  Jefferson  Davis  Hospitals,  and  Baylor 
University  College  of  Medicine,  Houston,  Tex.  Below:  Dr.  William  F.  Mengert  (1.),  Dallas,  Tex., 
chairman  of  awards  committee,  presents  certificate  to  Drs.  DeBakey  (center)  and  Cooley.  Suc- 
cessful replacement  of  clotted  or  damaged  areas  of  arteries  through  grafting  was  reported  in  the 
exhibit.  Aortic  bifurcation  homograft  is  shown  in  large  picture. 


USIONS 

rHOPHORH 

tdiarfnosis 


CONCLUSIONS 

ELECTROPHORESIS  is  most  valuable 
'■n*®d'a!n°sis  of  disease  with 
ALTERED  SERUM  GLOBULIN  PATTERNS 

If  !kAPER  t?.c!,ni<lue  renders  recognition 
of  abnormalities  with  EXPEDIENCY 

: ACCURACY 

ECONOMY 
RELIABILITY 

IORESIS 


EXHIBIT  on  “Paper  Electrophoresis  in  Clinical  Diagnosis” 

won  Hektoen  Silver  Medal  for  Drs.  Gerald  R.  Cooper  (center), 
and  Emanuel  E.  Mandel,  Communicable  Disease  Center,  U.S.  Public 
Health  Service,  and  Emory  University  School  of  Medicine,  Atlanta, 

Ga.  Characteristic  patterns  and  results  obtained  with  paper  electrophoresis 
in  a general  hospital  population  were  presented.  Paper  electrophoresis 
permits  multiple  simultaneous  determinations  of  protein  content  of  body 
fluids  by  means  of  a relatively  simple,  inexpensive  apparatus. 

Combination  of  this  apparatus  with  automatic  scanning  and  recording  equip- 
ment has  been  developed  into  a practical  and  time-saving  clinical  tool. 


Drs.  Hull  (1.)  and  Mengert  (r.)  present  award  to  Dr.  Cooper. 


Honorable  Tflention 


THE  SCIENTIFIC  EXHIBIT 
AMERICAN  MEDICAL  ASSOCIATION 
SAN  FRANCISCO  - 1954 


VITAMIN 


binding  capacity  of  gastric  secretion 

q,S')  AS  A FUNCTION  of  AGE: 


AGE  makes  a considerable  difference  in  the  amo 
of  vitamin  B12  retained,  it  was  shown  in  disp 
on  “Vitamin  B,2  and  Aging,”  by  Dr.  Bacon  F.  Ch< 
Johns  Hopkins  University,  Baltimore.  A larger  port 
of  B|2  injected  intramuscularly  is  retained  by  the 


oivmism  L tg—  ^entttxe 


than  by  the  young.  The  gastric  juice  of  older  pers<  s* 

fl ' 

without  achlorhydria  contained  a smaller  amount 


B,o  binding  substance  than  similar  specimens  obtain 
from  young  people.  The  mean  Bl2  serum  level  of 

Young  subjects  given  1.0  mg.  of  B12  orally  showei 
marked  elevation  in  blood  level,  while  only  two  i; 
of  seven  old  subjects  showed  an  increase.  The  grea 
retention  of  parenterally  administered  vitamin 
and  lower  serum  B12  levels  of  the  aged  may  be  duel 
desaturation  of  tissue  vitamin  B12. 


NO  GASTRIC 

SECRETION  ADDED 


INCREASE  IN  SERUM 
LEVELS  OF  B 


FOLLOW 

MASSIVE  ORAL  DOSAGE,  AS  A FUNCTION  OF  AG 


DECREASED  ABSORPTION  OF  B„ 
ESULTS  IN  TISSUE  DESATURATION.  THIS  IS  MANIFESTED  BY: 


1.  Smaller  excrelion  of  parenlerally  administered  B„ 
(see  below) 

2.  Lower  vitamin  B:i  serum  level  of  the  old  individual 

(see  chart  5) 


% OF  SUBJECTS 
showing  nm 

INCREASE  OF  ; 
ISO  fimcg.  per  -a 


TEST  DOSE  75 


Urinary  Excretion  oi  Vita- 
min B„  Following  Paren- 
teral Administration  ol  Test 
Doses  oi  Bu 


NUMBER  OF  SUBJECTS 
AVERAGE  AGE 


YOUNG 


Taking  a rise  of  150  /zracg.  as  a positive  response  to  a dose  of  1000  meg.  B. 
these  data  may  be  summarized  as  follows: 


UMBER  OF  SUBJECTS 
EAN  AGE 


The  difference  with  age  is  statistically  significant  at  the  1%  level 


DECREASED  ABSORFTION  OF  B„ 
IESULTS  IN  TISSUE  DESATURATION.  THIS  IS  MANIFESTED  BY: 


CONCLUSIONS 


1.  Smaller  excretion  ol  parenterally  administered  B 
(see  chart  4) 

2.  Lower  vitamin  B„  serum  level  of  the  old  individual 
(see  below) 


2.  Old  subjects  respond  less  frequently  fo  oral  ad- 
ministration of  vitamin  B„  than  do  young  indi- 
viduals  receiving  equivalent  dosage  (as  meas- 
ured by  an  increase  ol  ISO  micromicrograms  per 
cc-  of  plasma). 


1EAN  B„  "I 
CTUM  LEVEL 3 

N Aim  eg.  , .iisi 

»«r  cc.  . 


NUMBER  OF  SUBJECTS 
VIEAN  AGE 


•STANDARD  ERROR  Of  MEAN 


SUBJECTS 

RESPONSE 

% POSITIVE 
RESPONSE 

POSITIVE 

NEGATIVE 

YOUNG 

10 

1 

91% 

OLD 

14 

21 

40% 

lanolin 

# SOCKS 

2 sizes  or  '/z  inch  longer  than  feet 
Avoid  binding  toes 

G SHOES 

*/2  inch  space  beyond  toes 
Wide-to  permit  toe  movement 
and  ventilation 
Army  last  - great  floe  straight 
Change  shoes  doily 
Wear  new  shoes  one  hour 
Avoid  shoe  noils 
Do  not  wolk  barefoot. 

# AVOID  FOOT  INJURIES  AND 

INFECTIONS 

Trim  nails  straight  across  - not  too 
short -corner  outside  noil  fold 
No  hot  water  (or  chemical)  bottles 
No  electric  pads 
Avoid  strong  antiseptics. 

No  corn  plasters  and  no  paring  of  corns 
RELIEVE  PRESSURE  • SOFTEN  • TRIM  AS  IT  PROTRUDES 
Prevent  or  treat  calluses 
REMOVE  PRESSURE  • SOFTEN 
CALLUS  LEADS  TO  ULCER  - CELLULITIS. 


IDBlffl 


urn 


*k  -4i 


MOST  foot  complications  are  preventable  by  proper 
care  of  the  feet,  it  was  shown  in  the  exhibit  on 
“The  Conservative  Management  of  Diabetic  Foot  Com- 
plications,” by  Drs.  William  L.  Lowrie,  W.  E.  Redfern 
and  Brock  E.  Brush,  Henry  Ford  Hospital,  Detroit. 


Amputation  for  infection  or  gangrene  adds  stress  to 
the  opposite  foot.  By  controlling  infection,  antibiotics 
permit  a safe  trial  of  conservative  therapy.  Results 
have  been  very  encouraging.  Exhibit  won  certificate 
of  merit  in  general  practice  section. 


• An  artificial  heart-lung-kidney  machine  was  shown 
by  Drs.  P.  F.  Salisbury,  Andre  Rieben,  Bernard  Schatz, 
and  Michael  Kunec,  Institute  for  Medical  Research, 
Cedars  of  Lebanon  Hospital,  Los  Angeles.  Portable 
equipment  demonstrated  consisted  of  a double  cham- 
ber blood  pump  and  semiautomatic  oxygenator  capable 
of  handling  up  to  5,000  cc.  of  blood  a minute.  About  200 
to  300  cc.  of  this  flow  can  be  diverted  through  a dia- 
lyzer  unit  in  parallel  with  the  oxygenator. 


Award  Winners  Not  Pictured: 

FOUR  of  the  top  award  winners  have  not  been 
pictured  in  this  special  report  because  they 
contained  many  minute  details  difficult  to  bring 
out  in  photographs.  They  were: 

• “Fungous  Diseases,”  by  Drs.  Emma  S.  Moss,  Al- 
bert L.  McQuown,  and  Robert  S.  Cooke,  Charity 
Hospital  of  Louisiana  and  Louisiana  State  Univer- 
sity School  of  Medicine,  New  Orleans,  and  Our  Lady 
of  the  Lake  Sanitarium,  Baton  Rouge,  La.,  awarded 
the  Billings  Gold  Medal  for  excellence  of  correlat- 
ing facts  and  excellence  of  presentation.  It  showed 
in  superb  detail  information  on  clinical,  pathologi- 
cal, and  mycologic  characteristics  of  the  systemic 
and  superficial  fungous  diseases. 

• “Portal  Hypertension,”  by  Drs.  Donald  C.  Balfour, 
Jr.,  Telfer  B.  Reynolds,  William  P.  Mikkelsen,  Ar- 
thur C.  Pattison,  and  Milton  R.  Hales,  University  of 
Southern  California  School  of  Medicine  and  Los 
Angeles  County  Hospital,  winner  of  the  Billings 
Silver  Medal.  The  exhibit  showed  injected  livers  of 


patients  with  cirrhosis  and  methods  of  determining 
pressures  obtained  by  hepatic  vein  catheterizations 
on  patients  with  cirrhosis. 

• “Naval  Medical  Service  with  the  First  Marine 
Division  in  Korea,”  by  W.  W.  Ayres,  R.  N.  Grant, 
and  G.  C.  Beattie,  Bureau  of  Medicine  and  Surgery, 
Department  of  the  Navy,  Washington,  D.C.,  winner 
of  the  Billings  Bronze  Medal.  Arterial  homographs, 
open  flap  amputations,  and  evacuation  by  helicopter 
were  among  procedures  pictured. 

• “The  Melanocyte  Stimulating  Hormone,”  by  Drs. 
Aaron  Bunsen  Lerner,  Thomas  B.  Fitzpatrick, 
Kazuo  Shizume,  and  Howard  S.  Mason,  University 
of  Oregon  Medical  School,  Portland,  Ore.,  winner 
of  the  Hektoen  Bronze  Medal.  The  exhibit  demon- 
strated that  the  hormone  causes  darkening  of 
human  skin  as  well  as  that  of  frogs,  and  showed 
altered  pigmentation  in  Addison’s  disease,  panhy- 
popituitarism, and  pregnancy. 


ADEQUATE  INCISIONS  FOR  INFECTION 
ANTIBIOTICS, 


TRIAL  OF  CONSERVATIVE  MANAGEMENT , 


DEBRIDEMENT. 

LOCAL  AMPUTATION. 


NO  TOURMIQUET  OR  TIGHT  DRESSING. 


EVALUATION 


• WALKING  CAPACITY,  DEGREE 
OF  SYMPTOMS. 


• CAREFUL  CLINICAL  EXAMINATION. 

Palpation  of  vessel  walls  and  pulses 
Condition  of  skin  and  subcutaneous 
tissues. 

Relative  color  and  warmth 

• RESULTS  OF  CONSERVATIVE 

REGIME. 


• OTHER  AVAILABLE  TESTS. 
Occlusion  Index 
Sympathetic  blocks 
Arteriography. 


• Above,  left:  Certificate  of  merit  in  the  radiology  section 
went  to  exhibit  on  “Resilient  Plastic  Replicas  of  Surgical 
Pathology  and  Their  Clinical  Application,”  by  Drs.  Clemmer 
M.  Peck,  Forrest  V.  Schumacher,  Aubrey  O.  Hampton,  Emer- 
gency Hospital,  Washington,  D.C.,  and  John  V.  Niiranen,  U.S. 
Navy,  Washington,  D.C.  Dr.  Peck  (center)  accepts  award 
from  Dr.  Mengert  and  Dr.  Hull.  Exhibit  explained  new 
method  of  reproducing  surgical  pathological  specimens  in 
resilient  plastic  and  demonstrated  clinical  application  with 
plastic  models. 

• Above,  right:  Dr.  Heron  Singher  (1.),  Ortho  Research 
Foundation,  Raritan,  N.J.,  and  Dr.  Edward  T.  Tyler  (r.),  Los 
Angeles  County  Harbor  General  Hospital,  accept  certificate 
of  merit  in  urology  section  for  exhibit  on  “Clinical  Features 
and  Chemical  Morphology  of  Semen  and  Some  of  Its  Vari- 
ations.” Findings  presented  included  results  of  studies  of 
about  3,000  semen  specimens  obtained  from  both  fertile  and 
infertile  persons. 

• Below,  left:  One  of  two  honorable  mention  certificates  in 
surgery  section  was  given  to  exhibit  on  “Operations  for 
Coronary  Artery  Disease,”  by  Dr.  Claude  S.  Beck  and  Dr. 
David  S.  Leighninger,  University  Hospitals,  Cleveland.  Dr. 
Leighninger  accepted  certificate.  Exhibit  showed  results  of 
operation  in  4,000  to  5,000  dogs  and  150  human  beings. 
Eighty-five  percent  of  patients  who  could  be  evaluated  had 
excellent  or  good  results. 

• Below,  right:  Drs.  Leo  G.  Rigler  (1.)  and  John  C.  Watson 
(center)  received  honorable  mention  in  radiology  section  for 
exhibit  on  a rapid  film-changing  device  for  conventional 
radiography.  They  demonstrated  a new  type  of  roll-film  cas- 
sette which  permits  very  rapid  film  changing  for  serial  exam- 
inations and  can  also  be  used  at  slow  speed  for  conventional 
radiography.  Cutting  mechanism  separates  each  film  at  the 
end  of  each  exposure.  Drs.  Rigler  and  Watson  are  from 
the  University  of  Minnesota  Hospitals,  Minneapolis. 


• Honorable  mention  for  miscellaneous  exhibits  was  award 
ed  to  exhibit,  “Breath  Sounds  on  Tape,”  by  Drs.  R.  J.  Ander  : 
son  and  Armand  E.  Brodeur,  U.S.  Public  Health  Service  ] 
Washington,  D.C.,  and  Dr.  William  B.  Walsh,  Georgetowi 
University  Medical  School,  Washington,  D.C.,  Dr.  Walsl 
accepts  certificate  from  Drs.  Hull  and  Mengert.  Normal  am 
abnormal  breath  sounds  recorded  on  tape  were  played  bad 
through  a stethoscope.  Recordings  were  accompanied  b; 
x-ray  films.  Regional  medical  societies, 
medical  schools,  and  other  pro- 


Dramamine’s*  Effect  in  Vertigo 

Dramamine  has  become  accepted  in  the  control 
of  a variety  of  clinical  conditions  characterized  by 
vertigo  and  is  recognized  as  a standard 
for  the  management  of  motion  sickness. 


Vertigo,  according  to  Swartout,  is  primarily  due* 
to  a disturbance  of  those  organs  of  the  body  that 
are  responsible  for  body  balance.  When  the  pos- 
ture of  the  head  is  changed,  the  gelatinous  sub- 
stance in  the  semi-circular  canals  begins  to  flow. 
This  flow  initiates  neural  impulses  which  are 
transmitted  to  the  vestibular  nuclei.  From  this 
point  impulses  are  sent  to  different  parts  of  the 
body  to  cause  the  symptom  complex  of  vertigo. 

Some  impulses  reach  the  eye  muscles  and  cause 
nystagmus;  some  reach  the  cerebellum  and  skele- 
tal muscles  and  righting  of  the  head  results ; others 
activate  the  emetic  center  to  result  in  nausea, 
while  still  others  reach  the  cerebrum  making  the 
person  aware  of  his  disturbed  equilibrium.  Vertigo 
may  be  caused  by  a disease  or  abnormal  stimuli  of 
any  of  these  tissues  involved  in  the  transmission  of 
the  vertigo  impulse,  including  the  cerebellum  and 
the  end  organs. 

A possible  explanation  of  Dramamine’s  action 
is  that  it  depresses  the  overstimulated  labyrin- 
thine structure  of  the  inner  ear.  Depression, 
therefore,  takes  place  at  the  point  at  which  these 
impulses,  causing  vertigo,  nausea  and  similar  dis- 
turbances, originate.  Some  investigators  have 
suggested  that  Dramamine  may  have  an  addi- 
tional sedative  effect  on  the  central  nervous  system. 

Repeated  clinical  studies  have  established 
Dramamine  as  valuable  in  the  control  of  the 
symptoms  of  Meniere’s  syndrome,  the  nausea  and 
vomiting  of  pregnancy,  radiation  sickness,  hyper- 
tension vertigo,  the  vertigo  of  fenestration  proced- 
ures, labyrinthitis  and  vestibular  dysfunction  as- 
sociated with  antibiotic  therapy,  as  well  as  in 
motion  sickness. 

Any  of  these  conditions  in  which  Dramamine 
is  effective  may  be  classed  as  “disease  or  abnor- 
mal stimuli’’*  of  the  tissues  including  the  end 
organs  (gastrointestinal  tract,  eyes)  and  their 
nerve  pathways  to  the  labyrinth. 

Dramamine  (brand  of  dimenhydrinate)  is  sup- 
plied in  tablets  of  50  mg.  and  liquid  (12.5  mg.  in 
each  4 cc.).  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


The  site  of  Dramamine' s action  is  probably  in  the 
labyrinthine  structure. 


*Swartout,  R.,  Ill,  and  Gunther,  K. : “Dizziness:”  Ver- 
tigo and  Syncope,  GP  S:35  (Nov.)  1953. 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

xton 


In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM  ® TAVERN  GRILL 
• MURAL  LOUNGE  * COFFEE  SHOP 
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NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SEMMES  Mobile 
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Birmingham 
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HOTEL  WASHINGTON Washington 
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HOTEL  GALVEZ  Galveston 

HOTEL  JEAN  LAF1TTE Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  COURT  Galveston 

HOTEL  CAVALIER  Galveston 
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FREEZING  SITE  OF  INJECTION 
FOUND  TO  RID  CHILD’S  FEARS 

The  often-hysterical  fear  of  pain  from  an  in- 
jection experienced  by  some  children  can  be  elimin- 
ated in  many  cases  by  temporarily  anesthetizing 
the  site  with  a frozen  solution  of  Zephiran  Dr. 
Ellen  P.  MacKenzie  writes  in  the  Journal  of  Pedi- 
atrics (44:421,  April,  1954). 

Zephiran,  manufactured  by  Winthrop  - Steams 
Inc.,  is  a cationic  detergent  and  germicide  of  high 
bactericidal  and  bacteriostatic  potency.  It  is  non- 
irritating to  tissues  in  proper  dilutions. 

Noting  that  previous  methods  employed  by  pedi- 
atricians were  unsatisfactory,  Dr.  MacKenzie  calls 
the  skin  cooling  procedure  with  Zephiran  both 
effective  and  simple.  A 1:1,000  aqueous  solution 
of  Zephiran,  with  coloring  material  added  for  psy- 
chological effect,  is  poured  into  ordinary  ice  trays 
and  placed  in  a refrigerator  to  freeze.  The  anti- 
septic properties  of  the  solution  are  unchanged  by 
freezing,  she  states. 

Prior  to  injection,  the  area  is  rubbed  with  an 
ice  cube  until  well  chilled  and  “temporarily  anes- 
thetized,” when  the  injection  is  given  rapidly  with 
a sharp  needle. 

The  psychological  reaction  to  piercing  the  skin 
is  eliminated,  as  shown  by  the  relieved  laughter  of 
older  children  who  report  “it  didn’t  hurt”  and  re- 
turn without  fear  for  later  injections,  Dr.  Mac- 
Kenzie says.  The  technique  was  used  with  all  pa- 
tients old  enough  to  fear  injections,  involving  skin- 
puncturing  procedures  that  did  not  require  a dry 
field. 
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for  greater  safety  in  streptomycin  therapy... 


DISTRYCIN 

Squibb  Streptoduocin 

Streptomycin  and  dihydrostreptomycin  in  equal  parts 

Distrycin  has  an  important  advantage  over  streptomycin.  It  has  the  same 
therapeutic  effect  but  ototoxicity  is  greatly  delayed.  Since  the  patient 
is  given  only  half  as  much  of  each  form  of  streptomycin  as  he  would  have  on 
a comparable  regimen  of  either  one  prescribed  separately,  the  danger  of 
vestibular  damage  (from  streptomycin)  or  cochlear  damage  (from 
dihydrostreptomycin)  is  significantly  lessened. 

Signs  of  vestibular  damage  appear  in  cats  treated  with  Distrycin  as  much 
as  100  per  cent  later  than  in  animals  given  the  same  amount  of  streptomycin. 


of  1 Gm.  per  day  for  120  days,  ototoxicity  was  as  follows' 

' ‘ - . ■ . 

Vestibular  damage  % of  patients 


% of  patients 


ostreptomycin 


*Heck,  IV. E.;  Lynch,  W.J.,  and  Graves,  H.L.:  Acta  oto-laryng.  43j416,  1953. 


Distrycin  dosage  is  the  same  as  for  streptomycin.  In  tuberculosis  the 
routine  dose  is  1 Gm.  twice  weekly,  in  conjunction  with  daily 
para-aminosalicylic  acid  or  Nydrazid  (isoniazid).  In  the 
more  serious  forms  of  tuberculosis,  Distrycin  may  be  given 
daily,  at  least  until  the  infection  has  been  brought 
under  control.  _ 


a leader  in  streptomycin  research  and  manufacture 


Distrycin 
is  supplied  in 
1 and  5 Gm.  vials, 
expressed  as  base 


‘Distrycin’®  and  ‘Nydrazid’®  are  Squibb  trademarks 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

Earl  F.  Leininger,  McCook President 

W.  E.  Wright,  Creighton President-Elect 

Clarence  E.  Minnick,  Cambridge Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen,  Chm Blair 

John  R.  Kleyla Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Raymond  G.  Lewis,  Chm. -Omaha 

Robei't  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

E.  W.  Hancock,  Chm Lincoln 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

C.  W.  Guildner Hastings 

W.  J.  McMartin Omaha 

BLOOD  PRODUCTS 

D.  H.  Morgan,  Sr.,  Chm. -McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

Geo.  E.  Stafford Lincoln 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 

J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

Forrest  Rose Lincoln 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 

Earle  G.  Johnson-_Grand  Island 

W.  E.  Wright Creighton 

Max  Gentry Gering 

Fay  Smith Imperial 


Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Morris  Nielsen Blair 

W.  W.  Carveth Lincoln 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm. Fremont 

John  Brush Omaha 

C.  R.  Brott_^ Beatrice 

Public  Relations 

Houghton  F.  Elias,  Chm  -Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Geo.  Hoffmeister Hastings 

Kenneth  D.  Rose Lincoln 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

R.  E.  Penry Hebron 

Clyde  Kleager Hastings 

Scientific  Assembly 
Horace  V.  Munger,  Chm. -Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

Lee  Stover Lincoln 

T.  T.  Smith Omaha 

R.  B.  Adams Lincoln 

Speakers  Bureau 
Robert  0.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm. -Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  O.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

F.  L.  Dunn,  Chm Omaha 

Stewart  D.  Campbell-Scottsbluff 
Robert  Reeder Fremont 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

O.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath__Grand  Island 
Fred  W.  Niehaus_I Omaha 

Cerebral  Palsy 

C.  Fred  Fericot,  Chm Lincoln 

Robert  M.  House Grand  Island 

L.  J.  Gogela Lincoln 

Diabetes 

F.  L.  Rogers,  Chm Lincoln 

Morris  Margolin Omaha 

S.  M.  Rathbun Beatrice 

Fracture 

Chet  Waters,  Jr.,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

F.  J.  Mnuk,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Hamilton  H.  Morrow Fremont 

Donald  V roman Omaha 

Mental  Hygiene 

Robert  S.  Wigton,  Chm. Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Polio  Coordinating  (Interim) 

Harold  N.  Neu,  Chm Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

E.  W.  Hancock Lincoln 

Wm.  Gentry Gering 

W.  W.  Bartels Lincoln 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

E.  A.  Rogers Lincoln 

II.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Don  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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what’s  NEW 
about  the 
new  Bovie? 


MODEL  “AG” 


What  makes  the  new  Model 
"AG"  Bovie  the  greatest  of 
them  all?  What  are  the  ad- 
vantages of  this  model  -over 
the  previous  Davis-Bovie  unit, 
known  and  used  throughout 
the  civilized  world? 


There  are  a number  of  defi- 
nite advantages.  Briefly,  the 
principal  improvements'  are: 
AUTOMATICALLY  ADJUST- 
ED SPARK-GAPS.  (Gaps  ad- 
just themselves,  accurately  and 
automatically,  each  time  the 
main  switch  is  turned  on.) 
PASTER,  SMOOTHER  CUT- 
TING (Greater  range  and  flex- 
ibility through  four  specialized 
cutting  currents.  The  famous 
L-F  spark-gap  principle  is  still 
the  heart  of  the  Bovie,  but 
now — in  addition  to  the  famous 
Bovie  spark-gap  cutting-  there 
is  a new,  advanced  vacuum 
tube  circuit,  available  for  use 
where  keenest  cutting  without 
hemostasis  is  desired.)  None 
of  the  uncertainties  of  ‘‘current- 
blending",  of  course. 

FOR  DETAILED  INFOR- 
MATION, write . for  Bulletin 
"G",  a new  6-page  folder  illus- 
trating WHY  the  new  Bovie 
is  better! 

“ 


PHYSICIANS  AND  HOSPITALS  SUPPLY  CO.,  Inc. 

1400  HARMON  PLACE,  MINNEAPOLIS  3,  MINNESOTA 
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•REPRINTS* 

of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints— write 
us  for  prices. 

The  Huse  Publishing  Co. 

letterhead*  - Statements 
Envelopes  - Office  Forms  - Quality 
Printing  at  the  Right  Price 

Norfolk,  Nebraska 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

* ★ ★ 

A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 


BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  Made  to  Measure 
SHOE  CORRECTIONS  A SPECIALTY 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr.  Manager 
2300  So.  13th.  Lincoln  Telephone  No.  3-8585 


HOUSE  OF  DELEGATES 

(Continued  from  Page  412) 

LINCOLN— 

E.  J.  Shaughnessy,  North  Platte  ( D ) P 

James  V.  Carroll,  North  Platte  (A) 

MADISON  SIX— 

G.  B.  Salter,  Norfolk  (D) 

A.  C.  Barry,  Norfolk  (A) 

H.  S.  Tennant,  Stanton  (D) 

J.  D.  Reid,  Stanton  (A) 

R.  H.  Kohtz,  Bloomfield  (D) 

S.  R.  Neil,  Niobrara  (A) 

A.  E.  Mailliard,  Osmond  fD)__ 

M.  A.  Johnson,  Plainview  ( A ) 

I . L.  Thompson,  West  Point  (D) 

W.  D.  Hansen,  Wisner  (A) 

E.  E.  Curtis,  Neligh  (D) 

W.  W.  Graham,  Elgin  (A) 

MERRICK— 

NANCE— 

Kenneth  Dalton,  Genoa  (D) 

John  Hartsaw,  Genoa  (A) 

NEMAHA— 

P.  M.  Scott,  Auburn  (D( P 

NORTHWEST  NEBRASKA— 

Ben  C.  Bishop,  Crawford  (D) 

Roy  G.  Brown  (A) 


NUCKOLLS— 

C.  T.  Mason,  Superior  ( D | 

B.  L.  Brown,  Superior  (A) P 

OMAHA-DOUGLAS— 

J.  B.  Christensen.  Omaha  (D) P P P 

M.  E.  Stoner  ( A ) 

A.  J.  Offerman,  Omaha  (D) P P P P 

F.  J.  Mnuk  (A) 

D.  J.  Bucholz.  Omaha  ( D ) P p 

J.  H.  Brush  (A)  

R.  J.  Egan,  Omaha  (D) P P P P 

F.  C.  Nelson  (A) 

Sam  Swenson,  Jr..  Omaha  (D) P P P P 

W.  J.  Reedy  (A) 

J.  F.  Gross.  Omaha  (D) P P P P 

P.  T.  Pratt  (A) 

L.  V.  Hughes,  Omaha  (D) P P P 

J.  J.  O’Neill  (A) 

C.  R.  Hankins,  Omaha  (D) 

W.  D.  Wright  (A) 


OTOE  — 

D.  D.  Stonecypher,  Nebraska  City  fD)__  P P P P 

R.  C.  Fenstermacher,  Nebraska  City  (A) 

PAWNEE— 

H.  C.  Stewart,  Pawnee  City  (D) 

A.  B.  Anderson,  Pawnee  City  (A) 

PHELPS— 

H.  A.  MeConahay,  Holdrege  (D) P P 

Walter  Reiner,  Holdrege  (A) 

PLATTE— 

E.  E.  Koebbe,  Columbus  (D) P P P P 

H.  D.  Kuper,  Columbus  (A) 

POLK— 

Harley  Eklund,  O ceola  (D) 

C.  L.  Anderson,  Stromsburg  (A) 


RICHARDSON— 

W.  E.  Shook,  Shubert  (D) P P P P 

W.  V.  Glenn,  Falls  City  (A) 

SALINE  — 

L.  W.  Forney,  Crete  (D) P 

Paul  Huber,  Crete  (A) 

SAUNDERS— 

W'm.  Noyes,  Ceresco  ('D) P P P P 

M.  E.  Lathrop,  Wahoo  (A) 

SCOTTSBLUFF — 

C.  N.  Sorenson,  Scottsbluff  (D) F P 

J.  P.  Hayhurst,  Scottsbluff  (A) 

SEWARD— 

W.  Ray  Hill,  Seward  (D) P P P P 


R.  W.  Herpolsheimer,  Staplehurst  (A)  — 

SOUTHWEST  NEBRASKA  — 

THAYER— 

Louis  C.  Bunting,  Hebron  (D) 

R.  E.  Penry,  Hebron  (A) 

WASHINGTON 

Morris  Nielsen,  Blair  (D) P P P P 

C.  D.  Howard,  Blair  (A) 

WEBSTER 

YORK— 

H.  O.  Bell,  York  (D) P P 

R.  E.  Harry,  York  (A) 

Fritz  Teal,  Lincoln,  Speaker : P P P P 


P P P 
P P P 
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^J^onfeu  - J'ytahf 


Has  Been  Serving 
Both  the  Physicians 
and  Hospitals  of 
Nebraska  for 
32  Years. 


♦ ♦ * 
♦ ♦ 

♦ 


°w"9  These  Vears  of 

JEASANT  assoc,at,on 

Ve  Been  °™Y  <n,eres,ed 

,n  Presenting  You 

REUABLE  MERCHANDISE 

AND  SERVICE 

af  a Reasonable  Pr/ce  T,  . 

nce-  Th,s  Shall 
Continue  to  be  Our 

Business  Course 
f ,ease  Call  on  u<  f 

W.C.  o A'1*'  Service 

r *"*'■  ^ Yearly 

:::  °f  ^ <*  ^ 
hysia<ms  Thai  Aren, 

;n"eC,ed  Wi’h  business. 

Were  ^ >o  Do  Them 
'°r  A " Physicians. 


Donley-Stahl  Company,  Ltd. 

“T/ie  Hospital  and  Physicians  Supply  House  '' 

1331  "N"  Street  — Lincoln,  Nebraska 
Phone  2-3248 
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We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company,  j£f®iN0 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 


Building  “kA 

Lincoln's  Largest  Office  Building  and  Medical  Center 

and 

CAR-PARK 

For  the  convenience  of  physicians, 
dentists  and  their  patients. 


560  Car  Spaces 

You  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


Close  to  Lincoln's  department 
stores,  theaters  and  leading  hotel. 


More  than  half  of  the  Sharp  Building  is  designed  for  and  occupied 
by  leading  physicians  and  dentists  serving  families  throughout  Ne 
braska  and  the  Missouri  Valley. 


Schools  of  professional  nursing  in  the  United 
States  admitted  43,327  new  student  nurses  in  1953, 
an  increase  of  1.8  per  cent  over  1952,  it  was  an- 
nounced recently  by  John  H.  Hayes,  chairman  of 
the  Committee  on  Careers,  National  League  for 
Nursing,  2 Park  Avenue,  New  York,  N.Y.  Included 
in  this  group  are  students  from  3-year  diploma  pro- 
grams and  the  4 and  5-year  collegiate  programs. 
Together  these  total  1,148  state-approved  schools 
of  professional  nursing,  the  majority  of  which  are 
also  approved  for  full  or  temporary  accreditation 
by  the  National  League  for  Nursing. 

Almost  one-fourth  of  nursing  students  admitted 
in  1953  are  attending  schools  in  the  three  Middle 
Atlantic  states  — New  York,  New  Jersey,  and 
Pennsylvania;  approximately  the  same  proportion 
of  the  students  are  enrolled  in  schools  west  of  the 
Mississippi  River.  Although  at  first  glance  this 
seems  to  reflect  an  unusual  concentration  of  schools 
in  the  eastern  half  of  the  United  States,  it  is  not 
too  different  from  the  distribution  of  the  national 
population.  Approximately  20  per  cent  of  the  pop- 
ulation live  in  the  Middle  Atlantic  area  and  30  per- 
cent west  of  the  Mississippi.  State  by  state  analysis 
of  admission  of  professional  student  nurses  shows  an 
increase  of  785  students  over  the  previous  year  with 
increases  in  27  states  and  the  District  of  Columbia, 
one  state,  Montana  remaining  the  same,  and  de- 
creases in  20  states  and  the  territories  of  Hawaii  and 
Puerto  Rico. 

Throughout  1953,  as  a public  service  program  of 
the  Advertising  Council,  nursing  has  been  empha- 
sized as  a career  opportunity  that  knocks  twice — 
for  both  professional  and  practical  nursing.  A re- 


cent survey  of  215  schools  for  practical  nursing 
made  by  the  National  League  for  Nursing,  shows 
that  8,543  students  were  admitted  to  schools  of  prac- 
tical nursing  during  the  1952-1953  school  year. 
These  schools  are  either  state-approved  or  approved 
by  the  National  Association  for  Practical  Nurse  Edu- 
cation. 

Mr.  Hayes  pointed  out  that  estimates  indicate  that 
between  50,000  and  00,000  professional  nurses  and 
at  least  60,000  practical  nurses  are  needed  now  to 
meet  the  expanding  health  needs  of  the  country. 
The  high  school  grdauates  for  1953,  who  supply 
eligible  candidates  for  both  professional  and  prac- 
tical nursing,  have  at  last  out-numbered  those  of 
1942.  The  decline  in  the  intervening  years  was  due 
to  a lower  birthrate  during  the  depression  and  to 
the  withdrawals  from  high  schools  during  the  war 
years.  Mr.  Hayes  mentioned  that  at  present  six 
girls  out  of  every  100  high  school  graduates  enter 
nursing.  It  is  the  hope  of  the  Committee  on  Careers 
that  this  will  be  increased  to  nine  out  of  100 — a 
much  better  proportion  in  view  of  the  rising  demand 
for  well  prepared  nurses. 

The  national  student  nurse  recruitment  program 
conducted  by  the  Committee  on  Careers  of  the  Na- 
tional League  for  Nui’sing  is  sponsored  also  by  the 
American  Nurses’  Association,  the  American  Hos- 
pital Association,  and  the  American  Medical  Asso- 
ciation. These  organizations  along  with  the  Na- 
tional Foundation  for  Infantile  Paralysis  and  United 
Community  Defense  Services  support  .the  program. 
Committee  membership  also  includes  representatives 
of  a large  number  of  health,  welfare  and  civic  or- 
ganizations. 
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FREE  PRESCRIPTION  DELIVERY 


V. 


1 

A 


WRIGHT’S 


202  S.  13th— Sharp  Building 


PRACTICING  THE  PROFESSION  OF  PHARMACY 


SPLINT  & BRACE 
SHOP. . . 

Jack  O.  Casey,  Owner 

We  Make  and  Repair  All 
Types  of  Braces  and  Splints 

PROMPT  SERVICE 

1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 


When  You  Need  Medication 
for  Patients  in  Northeast 
Lincoln,  Call 

Mayo  Drug  Co. 

“The  Drua:  Store  on  the  Corner” 


Phone  6-2353  2700  North  48th 

— We  Deliver  — 

(Serving  Our  Community  for  31  Years) 
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NICK  PELS  Jailor  ; 

Fine  Custom  Made  Suits  and  Since  1912 
Coats  for  Men  and  Women 

ALSO - 


4 


PERSONAL 

CALLS 

Phone  2-1721 


Custom  Made  Shirts  for  Men 
Doctors'  and  Nurses'  Uniforms 
Approved 

Uniforms  for  Armed  Forces 


139  North  14th  St.  * 
Lincoln  8,  Nebr. 


NOVOCAIN  (PROCAINE  HYDROCHLORIDE) 
FOUND  VALUABLE  IN  DEGENERATIVE 
ARTHRITIS 

Twenty-two  of  31  patients  with  arthritic  condi- 
tions showed  “marked  and  prompt  relief  from  pain” 
within  two  weeks  after  oral  treatment  with  Novo- 
cain (Procaine)  was  started,  according  to  Drs.  Ru- 
bin Klein  and  Samuel  B.  Harris  of  the  Arthritis 
Clinic,  Greenpoint  Hospital,  Brooklyn,  N.  Y. 

Writing  in  the  New  York  State  Journal  of  Med- 
icine (53:2382,  December,  1953),  they  state  there 
is  no  drug  to  date  that  will  prevent  or  cure  arth- 
ritis. Present  drug  therapy  “helps  for  a limited 
time  but  cannot  be  continued  indefinitely  because 
of  toxicity.” 

Of  the  31  patients  given  Novocain  (Procaine) 
orally,  there  were  23  cases  of  degenerative  arthritis, 
two  of  rheumatoid  arthritis,  one  with  a combination 
of  both,  three  with  fibrositis,  one  with  polyarthritis 
and  one  with  calicified  bursitis.  The  doctors  state 
that  22  showed  marked  and  prompt  relief  within 
two  weeks.  A few  were  completely  relieved  in  two 
days,  although  most  required  from  one  to  two  weeks 
before  improvement  occurred. 

There  was  no  evidence  of  toxicity  or  addiction  in 
the  patients,  whose  ages  ranged  from  29  to  87, 
despite  doses  of  three  Gm.  a day  for  several  weeks 
in  some  cases,  the  article  states.  It  was  necessary 
to  continue  medication,  or  pain  would  return  within 
four  to  seven  days  after  Novocain  therapy  was 
stopped. 

“In  most  cases  the  dosage  could  be  cut  down  to 
a maintenance  level,  at  which  point  the  patient  would 
remain  symptom-free.” 

Concluding  that  Novocain  (Procaine)  “appears 
to  be  the  drug  of  choice”  in  treating  musculoskel- 
etal pain,  the  doctors  report  it:  alleviates  pain  and 

musclar  spasm  in  a large  percentage  of  cases;  is 
readily  available  and  inexpensive;  is  not  toxic  or 
habit-forming,  and  causes  no  blood  or  kidney 
changes. 

In  another  series  treated  with  Novocain  (Pro- 
caine) orally,  the  doctors  report  16  of  19  degener- 
ative arthritis  patients  showed  good  improvement. 


Health  education  is  an  aspect  of  all  education 
and  is  a life-long  process.  James  M.  Mackintosh, 
Prof.,  European  Conference  on  Health  Education  of 
the  Public,  London,  England,  April  10-18,  1953. 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

FOR  SALE  — Complete  25-bed  hospital  equip- 
ment including  drugs,  supplies,  kitchen  appliances 
and  3-station  call  system.  A bargain  for  a small 
community  hospital  at  $14,000.00  F.O.B.,  Sidney,  Ne- 
braska. Possession  December  next  at  latest.  B.  H. 
Grimm,  M.D.,  Sidney,  Nebr. 


FOR  SALE  — X-ray-Fluoroscope  Table  and  bucky 
unit.  Fairly  new  and  in  excellent  working  condi- 
tion. Complete,  $900.00  — H.  J.  Panzer,  M.D.,  Bas- 
sett, Nebraska. 


Fully  equipped  Internist’s  office  in  Lincoln  has 
hours  available  for  physician  desiring  to  share  facil- 
ities. Write  Box  32,  Nebi'aska  State  Medical  Asso- 
ciation, 1315  Sharp  Building,  Lincoln  8. 


WANTED  — Pediatrician  for  seven-man  group  in 
Midwestern  City.  Above  average  facilities  with  ex- 
cellent financial  opportunity.  Write  Box  33,  Ne- 
braska State  Medical  Association,  1315  Sharp  Bldg., 
Lincoln. 


WANTED  — Dei'matologist  for  seven-man  group 
in  Midwestern  City.  Above  average  facilities  with 
excellent  financial  opportunity.  Write  Box  34,  Ne- 
braska State  Medical  Association,  1315  Sharp  Build- 
ing, Lincoln. 


WANTED  — Replacement  for  18  months  in  West- 
ern Nebraska  small  town.  Partner  called  to  the 
service.  Write  Box  35,  Nebraska  State  Medical 
Association,  1315  Sharp  Building,  Lincoln,  Nebr. 


WANTED:  Physician  to  take  over  general  practice 
in  good  modern  south-west  Iowa  town.  2500  people 
in  area.  Modern  hospital  only  few  minutes  away. 
Opportunity  for  doctor  to  step  right  into  old  estab- 
lished unopposed  practice.  Former  doctor  called  to 
military  service.  Write  Box  36,  Nebraska  State 
Medical  Association,  1315  Sharp  Building,  Lincoln 
8,  Nebraska. 


PRACTICE  AVAILABLE  — Reporting  for  active 
duty  in  October.  Wish  to  secure  doctor  to  take  over 
excellent  general  practice.  Office  equipment  and 
house  available.  Box  37,  Nebraska  State  Medical 
Association,  1315  Sharp  Building,  Lincoln  8. 


WANTED  — Physician  to  take  over  excellent  gen- 
eral practice  in  large  eastern  Nebraska  city.  Office 
space,  equipment  and  records  also  available.  Write 
Box  38,  Nebraska  State  Medical  Association,  1315 
Shai'p  Building,  Lincoln  8. 


FOR  SALE  — Office  equipment,  beautifully  fur- 
nished home.  Finest  location  in  Nebraska.  Good 
schools  and  churches.  Pleasant  countryside.  Large 
practice  assured.  Gross  $40,000-$60,00().  Will  sac- 
rifice. Health  reasons.  Write  Box  39,  Nebraska 
State  Medical  Association,  1315  Sharp  Building,  Lin- 
coln 8. 


FOR  SALE  — Complete  set  of  office  equipment 
and  furniture.  Everything  needed  to  set  up  a prac- 
tice. Excellent  opportunity  for  young  doctor  just 
going  into  practice.  Everything  goes  for  $600.00. 
Write  Mrs.  R.  H.  Kerr,  Alma,  Nebraska. 


Mother’s  love,  care  and  affection  in  a home  away 
from  home,  under  R.  N.  supervision,  in  clean  whole- 
some surroundings,  in  association  with  exception- 
al children,  ages  infancy  to  kindergarten.  The 
Crest  8511  Hillcrest  Road,  RR  No.  7,  Hickman  Mills, 
Mo.  Telephone,  Delmar  9325. 


GENERAL  PRACTICE  AVAILABLE  — Reporting 
for  active  service  in  October.  Want  M.D.  immediate- 
ly to  take  over  extremely  active  practice  in  small 
town  in  heavily  populated  area.  Fifteen  miles  from 
new  hospital;  25  miles  from  Omaha.  Will  rent 
with  option  to  buy,  percentage  or  sell  — office  and 
house;  equipment  available.  Write:  R.  H.  Christ- 

ensen, M.D.,  Yutan,  Nebraska. 


FOR  SALE  — New  Spencer  Microscope  $275;  Auto- 
clave Sterilizer  $47;  large,  blond  executive  type 
modern  desk  $95;  Otoscopes;  examining  table;  2 
swivel  chairs;  2 sectional  bookcases;  floor  type 
scale.  Mrs.  E.  W.  Hancock,  3028  Puritan,  Lincoln, 
3-4362. 


PSYCHIATRISTS  WANTED  IN  MISSOURI— Nu- 
merous opportunities  exist  for  Psychiatrists  in  Mis- 
souri mental  hospitals  which  are  in  the  process  of 
expanding  medical  staffs.  Wide  choice  of  locations. 
Housing  available  at  institutions.  Candidates  rated 
on  prescribed  credentials.  Following  assignments 
available:  Physician  III,  $8,000-$12,000,  eligible  for 
examination  for  certification  by  American  Board 
of  Psychiatry;  Physician  II,  $7,000-$10,000,  three 
years  of  resident  training  in  psychiatry;  Physician 
I,  $6,000-$9,000,  two  years  medical  experience  in- 
cluding one  year  in  psychiatry.  Appointment  salary 
for  all  grades  will  depend  upon  qualifications.  Insti- 
tutions located  in  St.  Louis,  St.  Joseph,  Farmington, 
Nevada,  Marshall  and  Fulton  (within  commuting 
distance  of  Missouri  University  Medical  School 
which  is  now  being  organized  as  a 4-year  school). 
For  information  and  application  apply  to  Missouri 
Personnel  Division,  12th  Floor,  Jefferson  Building, 
Jefferson  City,  Missouri. 


In  tuberculosis  it  is  more  important  to  have  an 
agent  or  combination  of  agents  possessing  a long- 
sustained,  suppressive  effect  on  the  tubercle  bacillus 
than  it  is  to  have  a “bombshell”  effect  which  is 
quickly  dissipated.  Eli  H.  Rubin,  M.D.,  N.Y.S.  J. 
of  Med.,  June  15,  1953. 
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GREEN  GABLES 


The 

Dr.  Benjamin  F.  Bailey 
Sanatorium 

Lincoln  : : Nebraska 


MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D„  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.,  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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Prompt  Prescription  Service 

at  GOLD'S 

• Trustworthy  Pharmacists  ® Purest  Ingredients 


24-HOUR 

SERVICE 


Lincoln's  Bu»y 
Department  Store 


Tune  in  "Drama  of  Medicine" 
KFOR  — Mondays  — 7:45  p.m. 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 

OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Sot  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B).  5 cc.  of  each Set  4.5® 

35-606— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc.  Each  2.50 

32-102— ANTI-RHo  ( ANTI-D ) TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  6 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION. 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00. 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  Harvey 

Runty,  DeWitt.  Counties:  Gage, 

Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District  Councilor:  W.  Ben- 
thack,  Wayne.  Counties:  Knox, 

Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties: 
Burt,  Washington,  Dodge,  Platte, 
Colfax.  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties:  Saun- 

ders. Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties  : 
Cherry,  Keyapaha,  Brown.  Rock, 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler.  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier. Dundy.  Hitchcocfu 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawea. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) George  L.  Pinney,  Hastings C.  R.  Holm,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids Z.  R.  Boyd,  Albion 

Box  Butte  (12) F.  W.  Ford,  Hemingford B.  A.  Owens,  Hay  Springs 

Buffalo  (9) R.  E.  Johnston,  Kearney J.  E.  Nordstrom,  Shelton 

Burt  (5) L.  E.  Sauer,  Tekemah J.  G.  Allen,  Tekamah 

Butler  (6) L.  J.  Ekeler,  David  City D.  E.  Burdick,  David  City 

Cass  (2) R.  R.  Andersen,  Nehawka L.  N.  Kunkel,  Weeping  Water 

Ced.-Dix. -Dak. -Th. -Wayne  (4)  J.  R.  Keown,  Pender H.  J.  Billerbeck,  Randolph 

Cheyenne-Kimball-Deuel  (12)  G.  B.  Dorwart,  Sidney J.  A.  Federle,  Sidney 

Clay  (17) Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

Colfax  (5) L.  C.  Kavan,  Schuyler W.  J.  Kavan.  Clarkson 

Custer  (9) R.  L.  Blair,  Broken  Bow G.  T.  Erickson.  Broken  Bow 

Dawson  (9) J.  B.  Kile,  Eddyville M.  J.  Ayres,  Gothenburg 

Dodge  (5) C.  C.  Nelson,  Fremont R.  C.  Byers,  Fremont 

Fillmore C.  F.  Ashby,  Geneva 

Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Four  County  (9) Paul  Martin.  Ord Robert  J.  Fox,  Spalding 

Gage  (3) J.  C.  Nelson,  Wymore V.  L.  Branson,  Beatrice 

Garden-Keith-Perkins  (11) R.  E.  Benner,  Ogallala R.  L.  Thompson,  Grant 

Hall  (9) H.  C.  Anderson,  Gr.  Island A.  G Gilloon,  Gr.  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) W'.  C.  Bartlett,  Alma L.  G.  Agee,  Alma 

Holt  and  Northwest  (8) H.  J.  Panzer,  Bassett J.  E.  Ramsay,  Atkinson 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  O.  Hughes,  Fairbury K.  J.  Kenney,  Fairbury 

Johnson  (3) L.  J.  Chadek,  Tecumseh _J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

Lincoln  (11) A.  J.  Callaghan,  North  Platte J.  C.  Baker,  North  Platte 

Madison  Six  (4)- A.  E.  Mailliard.  Osmond F.  A.  Bulawa,  Norfolk 

Merrick  (5) , ,_  A.  D.  Brown.  Central  City Lee  C.  Holmes,  Central  City 

Nance  (5) Kenneth  R.  Dalton.  Genoa James  C.  Maly,  Fullerton 

Nemaha  (3) F.  M.  Tushla.  Auburn F.  I,.  Krampert,  Auburn 

Northwest  Nebraska  (8) L.  H.  Hoevet,  Chadron A.  J.  Courshon,  Chadron 

Nuckolls  (7) C.  T.  Mason,  Superior A.  I.  Webman,  Superior 

Omaha-Douglas  (1) A.  J.  Offerman,  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) W.  C.  Ramacciotti,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  Bivens,  Holdrege D.  W.  Jones,  Holdrege 

Platte  (5) E.  N.  Heiser,  Columbus E.  G.  Brillhart,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola C.  L.  Anderson,  Stromsburg 

Richardson  (3) W.  D.  Ketter,  Falls  City W.  E.  Shook,  Shubert 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Saunders  (6) Ivan  M.  French,  Wahoo ..—Stephen  E.  Wallace,  Wahoo 

Scotts  Bluff  (12) S.  P.  Wiley,  Gering. Wm.  Holmes,  Scottsbluff 

Seward  (6) R-  W.  Herpolsheimer,  Staplehurst James  R.  Frans,  Milford 

Southwest  Nebraska  (10) J.  H.  Donaldson,  Jr.,  McCook D.  H.  Morgan,  Jr.,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 
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EDITORIAL 

OMAHA  MID-WEST  ASSEMBLY 

Practitioners  of  medicine  in  Nebraska, 
general  or  special,  have  gradually  attained 
the  enviable  position  of  having  opportunities 
for  postgraduate  education  without  leaving 
their  own  state  or,  in  some  instances,  their 
own  communities.  A few  of  these  opportun- 
ities should  be  mentioned  lest  we  continue 
to  think  of  postgraduate  education  as  some- 
thing one  gets  only  by  traveling  to  far  away 
places  at  considerable  expense,  loss  of  time, 
interruption  of  practice,  and  general  incon- 
venience. 

Your  own  Nebraska  State  Medical  Asso- 
ciation provides  a rare  opportunity  for  post- 
graduate education  at  its  annual  session  in 
the  spring.  In  October  we  have  the  assembly 
of  the  Omaha  Mid-West  Clinical  Society. 
Scattered  throughout  the  year  there  are  the 
regional  postgraduate  lectures  at  half  a doz- 
en centers  in  various  parts  of  Nebraska; 
the  annual  scientific  conferences  of  the  Ne- 
braska Heart  Association ; the  Annual  Re- 
gional Meeting  of  the  College  of  Physicians ; 
regional  meetings  of  the  College  of  Surgeons ; 
the  intramural  postgraduate  teaching  at 
Creighton  University  School  of  Medicine  and 
at  the  University  of  Nebraska  College  of 
Medicine ; and  others  of  significant  import- 
ance. 

The  fact  that  these  medical  meetings  are 
close  to  home  should  not  diminish  their  value 
in  the  eyes  of  the  profession.  One  may  be 
influenced  by  the  pithy  old  saying  about 
greener  grass  on  the  other  side  of  the  fence. 
That  in  our  own  pasture  will  be  more  than 
we  can  digest.  Its  very  nearness  and  the 
ease  with  which  we  can  get  it  should  add 
materially  to  our  interest  in  these  otherwise 
excellent  postgraduate  courses. 


Next  month  we  will  be  again  privileged 
to  attend  the  annual  Assembly  of  the  Omaha 
Mid-West  Clinical  Society.  We  all  have  had 
the  opportunity  to  study  the  program  which 
was  published  in  the  September  issue  of  the 
Nebraska  State  Medical  Journal  and  copies 
of  which  have  been  mailed  to  each  of  us. 
We  have  seen  the  great  variety  of  clinical 
information  to  be  offered  by  a peerless  fac- 
ulty brought  to  our  door  from  the  far  corners 
of  the  continent.  This  is  another  opportun- 
ity we  should  not  miss. 

CONGRATULATIONS:  BLUE  SHIELD 

Guest  Editorial 

Ten  years  ago  the  members  of  the  Ne- 
braska State  Medical  Association  founded 
the  organization  that  we  now  know  as  the 
Blue  Shield  Plan.  Much  credit  is  due  the 
early  founders  for  their  work,  wisdom  and 
perserverance  in  the  early  and  difficult  years 
of  the  plan’s  development  and  growth.  Much 
credit  is  due  the  1,100  Participating  Physi- 
cians who  have  provided  the  service  and 
guaranteed  the  stability  and  performance  of 
the  Plan. 

Almost  200,000  Nebraskans  now  enjoy 
Blue  Shield  protection  — that  is  one  out  of 
every  seven  persons  in  Nebraska  is  now  a 
Blue  Shield  member. 

Nebraska’s  Blue  Shield  was  one  of  the 
pioneer  Blue  Shield  Plans  and  was  one  of 
the  founders  and  charter  members  of  the 
Blue  Shield  Commission,  the  National  co- 
ordinating agency  of  all  77  Blue  Shield 
Plans. 

Ten  years  ago  there  were  doubts  that  the 
Doctors  could  develop  and  successfully  op- 
erate a prepayment  sickness  insurance  plan. 
The  years  have  given  a positive  answer  in 
clear  unmistakable  tones.  The  Plan  as  con- 
ceived and  developed  has  been  an  outstand- 
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ing  success  and  has  performed  an  excellent 
unselfish  community  service  for  the  people 
of  this  state.  You  may  well  be  proud  of 
Nebraska  Blue  Shield  and  the  high  position 
it  enjoys  in  the  confidence  and  trust  of  the 
public.  This  public  trust  assumed  by  the 
medical  profession  continues  to  grow  and 
gain  public  approval  and  acceptance.  The 
Plan  is  efficiently  and  capably  managed, 
which  is  demonstrated  by  the  fact  that  more 
than  83  cents  out  of  every  dollar  paid  in 
dues  is  returned  to  the  subscriber  in  the 
form  of  benefits.  At  the  same  time  adequate 
reserves  are  being  accumulated  and  the  Plan 
is  in  a very  sound  financial  position. 

The  next  few  years  will  demand  as  good, 
if  not  better  guidance,  leadership  and  co- 
operation on  the  part  of  the  Doctors,  if  the 
plan  is  to  grow  and  prosper  and  assume  its 
proper  place  in  the  general  Voluntary  Health 
Insurance  movement.  We  will  need  medical 
leaders  and  statesmanship  of  the  first  order, 


if  we  are  to  maintain  our  proper  position  in 
this  rapidly  growing  and  changing  sphere. 
We  will  need  doctors  who  have  a keen  per- 
ception of  their  responsibilities  - — - ethical, 
economic  and  medical,  if  we  are  to  maintain 
direction  and  guidance  of  economics  in  the 
field  of  medicine. 

Service  benefit  contracts  are  in  demand 
and  can  only  be  delivered  by  doctor-spon- 
sored plans.  Our  new  “Preferred  Service” 
benefit  contracts  are  realistic  in  their  in- 
come limits  and  benefit  provisions,  and 
should  provide  a truly  satisfactory  medical 
insurance  program. 

Let  us  all  recall  what  Blue  Shield  has  ac- 
complished for  the  people  and  the  profession 
to  date.  Let  us  all  continue  to  work  together 
in  the  future  to  maintain  this  fine  record 
of  accomplishments  for  our  future  mutual 
welfare. 

ARTHUR  J.  OFFERMAN 
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Rehabilitation 

of  the  Hemiplegic *t 


These  authors  emphasize  the  fact  that  a large 
number  of  hemiplegic  patients  can  be  rehabilitated  to 
a worthwhile  degree.  They  point  out  the  social  and 
economic  value  of  this  accomplishment,  to  say  nothing 
of  the  human  worth  to  the  patient.  After  urging  the 
earliest  possible  institution  of  this  therapy,  they  pro- 
ceed to  give  the  reader  an  insight  into  its  details. 

EDITOR 

INTRODUCTION 

IT  HAS  been  estimated  that 
there  are  at  any  one  time  ap- 
proximately a million  hemiple- 
gic patients  with  varying  degrees  of  disa- 
bility. The  usual  pattern  in  the  manage- 
ment of  this  condition  is  somewhat  as  fol- 
lows: a patient  has  the  cerebral  vascular 

catastrophe,  and  an  attempt  is  made  to  dis- 
cern whether  it  is  due  to  thrombosis,  hem- 
orrhage, or  embolism ; further  investigation 
is  made  to  ascertain  the  underlying  etiologic 
factors.  After  the  phase  of  initial  expectant 
observation,  during  which  therapy  such  as 
stellate  ganglion  block  might  be  tried,  the 
physician  and  family  hopefully  wait  for  the 
return  of  function.  The  patient,  in  the  mean- 
time, may  become  irritable  and  frustated  be- 
cause of  his  disability.  Later,  he  may  be- 
come faulty  in  habits  and  entirely  disinter- 
ested. The  friends  and  relatives  visit  for  a 
time  but  then  may  start  consoling  them- 
selves with  the  thought  that  the  patient  no 
longer  really  appreciates  company  and  they 
subsequently  may  cease  coming.  Members 
of  the  family  slowly  reconcile  themselves  to 
a difficult  and  prolonged  nursing  problem 
which  may  continue  for  ten  to  twenty  years. 
As  Warren' 11  has  said,  “From  the  patient’s 
point  of  view  nothing  could  be  worse  nor 
more  useless;  from  the  relatives’  and  friends’ 
point  of  view,  nothing  more  tragic ; and 
from  a community’s  point  of  view,  nothing 
more  uneconomic.” 

In  contrast  to  this  dismal  picture  are  the 
results  experienced  by  centers  where  a def- 
inite effort  has  been  made  to  rehabilitate 
such  patients'2’ 3).  As  Benton(4)  points  out, 
the  results  from  an  active  approach  to  the 

^Presented  before  the  Nebraska  Heart  Association  on  March 
11,  1954. 
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matter  indicate  that  the  outlook  of  the  hemi- 
plegic is  far  from  hopeless  if  intelligent  case 
selection  is  used.  He  states  that  an  average 
of  ninety  per  cent  of  such  patients  can  be 
rehabilitated  in  six  to  eight  weeks  to  the 
point  of  discharge  from  the  hospital  with 
high  scores  in  the  activities  of  daily  living. 
Approximately  one  third  of  these  can  be 
placed  effectively  in  selected  vocational  ac- 
tivities. The  patients  who  fail  to  improve 
with  a rehabilitation  program  are  those  who 
are  unable  to  comprehend  directions,  or  those 
who  have  repeated  cerebral  vascular  insults. 
However,  no  patient  should  be  disqualified 
as  an  undesirable  candidate  for  rehabilitation 
until  he  has  been  given  an  adequate  course 
of  therapy. 

The  good  results  which  are  obtained  in 
many  centers  are  partially  due  to  the  care- 
ful selection  of  the  cases  for  the  active  re- 
habilitation program.  That  patient  whose 
downward  progression  will  proceed  at  a more 
rapid  rate  than  the  retraining  program  can 
improve  him,  obviously  is  not  a candidate 
for  rehabilitation.  This  fact  should  be  un- 
derstood by  both  the  physician  and  the 
family.  In  this  particular  category,  usually 
there  are  patients  whose  hemiplegia  is  a re- 
sult of  an  inoperable  brain  tumor.  Also, 
any  patient  who  does  not  have  the  motivation 
or  the  will  power  to  be  retrained  will  not 
receive  the  maximum  benefits  of  a rehab- 
ilitation program  ; for  one  should  remember 
that  it  is  not  what  the  physician  does  for  the 
patient  as  much  as  what  the  patient  learns 
to  do  for  himself  that  spells  success.  On  the 
other  hand,  it  would  be  a serious  error  to 
interpret  the  depression  and  loss  of  interest 
shown  by  the  patient  following  a cerebral 
vascular  accident  as  necessarily  implying  a 
lack  of  motivation. 

Warren'1  > emphasizes  the  importance  of 


October,  1954 


415 


assuring-  the  patient,  as  soon  as  possible, 
that  he  can  continue  to  make  improvement 
and  that  he  can  be  re-educated  to  use  his 
paralyzed  extremities.  It  is  difficult  for  any 
of  us  to  imagine  the  feelings  of  a healthy  in- 
dividual who  suddenly  finds  himself  com- 
pletely immobilized,  unable  to  speak,  and  per- 
haps already  certain  in  his  own  mind  that  he 
will  not  recover.  Too  frequently  the  physi- 
cian tends  to  minimize  the  patient’s  condi- 
tion in  order  to  allay  anxiety.  We  recognize 
that  it  is  unwise  to  generalize  as  to  how  one 
should  approach  this  matter.  Frequently  it 
is  better  to  tell  the  patient  frankly  that  he 
has  had  a stroke,  and  at  the  same  time  assure 
him  that  with  proper  re-education  he  will 
make  considerable  improvement.  This  sim- 
ple approach  in  itself  tends  to  allay  much  of 
the  anxiety  which  is  precipitated  by  the  pa- 
tient’s recognition  that  he  has  had  a stroke, 
and  frequently  helps  to  initiate  the  full  co- 
operation of  the  patient,  which  is  necessary 
for  the  success  of  a rehabilitation  program(5- 
6). 

WHEN  SHOULD  MEASURES  OF 
REHABILITATION  BEGIN? 

This  depends  upon  the  nature  of  the  cere- 
bral vascular  accident.  If  the  cause  of  the 
hemiplegia  is  thrombosis,  there  is  certainly 
no  reason  why  it  cannot  be  started  within 
two  or  three  days  or  as  soon  as  the  patient 
has  regained  consciousness.  If  it  has  been 
due  to  cerebral  hemorrhage,  frequently  one 
must  wait  two  to  three  weeks  before  start- 
ing an  active  program.  However,  the  recent 
trend  has  been  to  cut  this  down  to  shorter 
intervals,  and  to  institute  therapy  as  soon 
as  the  patient  regains  consciousness  and  abil- 
ity to  cooperate.  There  seems  to  be  no  re- 
liable evidence  that  starting  the  rehabilita- 
tion program  early  jeopardizes  the  patient’s 
outlook;  on  the  contrary,  there  is  much 
greater  harm  to  be  done  by  delaying  these 
measures. 

EARLY  TREATMENT 

Often  it  is  thought  that  rehabilitation 
measures  involve  transporting  the  patient  to 
the  physical  therapy  department.  Actually, 
the  earliest  rehabilitation  procedures  should 
be  instituted  while  the  patient  is  still  in 
bed(7).  These  consist  of  such  measures  as 
the  following: 

1.  Foot  drop  should  be  prevented  by  footboards 
or  a posterior  leg  splint. 

2.  A pillow  should  be  placed  in  the  axilla  of  the 
involved  upper  extremity  to  limit  the  adduction  and 
the  internal  rotation  of  the  upper  extremity. 


3.  Quadriceps  muscle  setting  should  be  instituted 
to  maintain  muscle  strength.  Gluteal  tightening, 
pelvic  roll  and  deltoid  setting  should  also  be  taught 
the  patient. 

4.  Sandbags  or  a posterior  splint  should  prevent 
outward  rotation  of  the  involved  lower  extremity. 

5.  The  patient  should  sit  up  in  bed  as  soon  as 
possible.  This  is  very  important  in  order  that  the 
sense  of  balance  be  maintained.  This  can  be  readily 
accomplished  by  having  a strap  or  a braided  rope, 
tied  to  the  foot  of  the  bed,  by  which  the  patient  can 
pull  himself  with  his  good  arm  to  the  sitting  posi- 
tion. 


6.  An  overhead  frame  from  which  pulleys  are 
suspended  should  be  employed  so  that  pulley  exer- 


FIGURE  1 

Showing  patient’s  legs  suspended  in  slings  for  early  pulley 
exercise?. 


cise  can  be  used  to  mobilize  the  paralyzed  upper 
extremity.  This  prevents  the  development  of 
shoulder-ankylosis  and  aids  in  the  development  of 
reciprocal  pattern  of  motion  in  the  extremities.  The 
prevention  of  the  painful  shoulder  is  most  important 
in  the  total  rehabilitation  of  the  patient.  If  this 
complication  does  develop,  it  will  inhibit  much  of 
the  progress  the  patient  can  make  and  prolong  the 
time  spent  in  the  rehabilitation  of  the  patient.  As 
soon  as  possible,  it  is  important  to  encourage  the 
patient  to  use  the  unaffected  arm  to  exercise  the 
paralyzed  extremities  and  increase  their  range  of 
motion.  If  the  patient  has  so-called  loss  of  body 
image,  this  becomes  a greater  problem. 

7.  Similarly,  slings  can  be  suspended  by  pulleys 
from  an  overhead  frame,  as  in  Figure  1,  so  that  the 
paralyzed  lower  extremity  can  be  exercised.  In  the 
early  stages,  these  exercises  will  require  some  as- 
sistance by  the  nurse  or  the  physical  therapist. 
However,  it  should  be  the  policy  that  the  patient 
start  exercising  by  himself  as  soon  as  possible.  It 
is  unwise  to  leave  general  orders  concerning  this 
type  of  program.  Instead,  the  schedule  of  the  day’s 
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activities  of  the  patient  should  be  given  the  nursing 
staff.  In  this  way  it  is  more  likely  to  be  accom- 
plished. 

LATER  PHASE  OF  THERAPY 

The  next  steps  in  rehabilitation  will  depend 
upon  the  available  facilities.  If  one  has  a 
physical  therapy  division  in  the  hospital — 
one  that  is  well  oriented  in  the  matter  of  gait 
retraining  and  muscle  re-education  — the 
patient  should  be  referred  to  this  division  as 
soon  as  possible  so  that  there  will  be  proper 
supervision  of  these  activities.  In  the  phys- 


FIGUKE  2 

Patient  with  left  hemiplegia  walking  in  parallel  bars  with 
aid  of  a short  leg  brace. 

ical  therapy  department  the  pulley  exercises 
usually  are  continued  and  more  intensive  ex- 
ercises are  instituted  for  the  strengthening 
of  the  various  muscle  groups.  These  include 
resistive  exercises  for  the  quadriceps  and  the 
dorsiflexors  of  the  foot.  These  can  be  ac- 
complished by  special  apparatus;  however, 
simple  sand  bags  attached  to  the  extremities 
serve  satisfactorily.  Likewise,  complete  mus- 
cle testing  and  evaluation  are  done  to  deter- 
mine the  activities  which  can  be  performed 
in  daily  living. 

In  a well  organized  rehabilitation  center, 


a number  of  special  techniques  can  be  util- 
ized ; however,  all  of  these  are  based  on  the 
concepts  of  retraining  paralyzed  muscles  and 
of  strengthening  uninvolved  muscles  so  that 
the  latter  perform  the  tasks  previously  per- 
formed by  paralyzed  muscles. 

Since  it  is  well  known  that  return  of  func- 
tion usually  occurs  earliest  in  the  lower  ex- 
tremities, all  effort  should  be  directed  to 
secure  proper  ambulation.  It  is  best  done 
with  parallel  bars,  as  illustrated  in  Figure  2. 
The  patient  first  practices  standing  while 
supported  by  the  parallel  bars  and  then  shifts 
his  weight  from  one  leg  to  the  other.  When 
his  sense  of  balance  has  returned,  it  is  time 
for  him  to  start  walking  again.  This,  of 
course,  is  done  with  a reciprocal  motion.  As 
the  right  hand  is  extended  along  the  parallel 
bar,  the  left  lower  extremity  is  brought  for- 
ward, and  as  the  left  hand  is  advanced  along 
the  parallel  bar,  the  right  lower  extremity 
is  brought  forward. 

In  order  to  accomplish  this,  the  patient 
may  need  a brace  since  it  is  unwise  to  allow 
a patient  to  walk  with  a foot  drop.  If  the 
quadriceps  is  very  weak,  it  may  be  neces- 
sary to  utilize  a long  leg  brace  at  first  in 
order  to  give  stability  to  the  entire  leg.  Then, 
as  the  patient  progresses,  the  brace  may  be 
shortened  by  simply  having  the  brace  maker 
remove  the  upper  portion  of  the  long  leg 
brace.  It  is  stated  that  if  a patient  is  able 
to  lift  the  leg  an  inch  off  his  bed  during  the 
early  stages,  he  probably  will  be  able  to  walk 
again. 

After  the  patient  has  learned  to  walk  with 
parallel  bars,  he  then  is  allowed  to  proceed 
about  the  ward  with  crutches,  assisted  by 
the  therapist.  These  crutches  may  be  of 
different  types,  depending  upon  the  individ- 
ual’s needs.  As  he  improves,  he  then  is 
taught  to  walk  on  slanting  surfaces  and  has 
further  training  in  climbing  stairs  and  step- 
ping up  and  down  curbs.  This  is  necessary 
since  it  is  practically  impossible  for  a patient 
to  go  anywhere  these  days  without  encoun- 
tering steps  or  curbs. 

These  same  procedures  can  be  very  satis- 
factorily accomplished  by  placing  kitchen 
chairs  with  their  backs  to  each  other  so  that 
the  patient  can  practice  walking  between 
them(8).  When  this  is  done,  the  same  re- 
ciprocal method  of  motion  should  also  be 
employed.  During  this  period  of  training  in 
ambulation,  continued  efforts  must  be  made 
with  exercises  to  strengthen  the  quadriceps. 
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Also,  the  active  pulley  exercises  for  the  upper 
extremity  are  continued  in  order  to  prevent 
the  painful  shoulder  and  contracture  that  so 
frequently  occurs. 

Throughout  all  of  this  particular  program 
it  is  important  to  continue  to  build  the  pa- 
tient’s morale  and  to  acquaint  him  with  the 
progress  he  is  making.  Such  little  measures 
as  having  the  patient  regularly  wear  shoes 
instead  of  bedroom  slippers  are  important. 
Likewise,  he  should  be  dressed  as  early  as 
possible  for  part  of  the  day.  Definite  effort 
must  be  directed  toward  teaching  him  how 
to  accomplish  the  activities  of  daily  living. 
These  include  such  things  as  teaching  the 
patient  to  dress  and  to  feed  himself  with  the 
use  of  the  uninvolved  upper  extremity.  He 
is  also  taught  to  care  for  his  daily  toilet 
needs. 

Occupational  therapy  is  utilized  as  the  pa- 
tient progresses.  This  may  be  in  the  form 
of  diversional  therapy,  but  the  Occupational 
Therapy  Department  is  best  utilized  if  specif- 
ic muscle  strengthening  is  incorporated  with 
the  therapy  offered  the  patient. 

During  this  period,  reorientation  in  regard 
to  future  activities  is  important.  Here  the 
physician  must  utilize  the  services  of  the 
medical  social  worker  and  those  who  are  in- 
terested in  vocational  training.  Frequently 
the  patient  will  have  to  take  a sedentary 
job  rather  than  the  one  he  had  before  his 
stroke.  Housewives  must  be  given  practice 
in  home  economics.  All  of  these  things  in- 
volve a proper  assessment  of  the  psycho- 
social potential  of  the  individual.  There  is 
no  one  better  fitted  to  handle  this  role  than 
the  physician  who  is  in  charge  of  the  case 
since  he  knows  the  many  factors  which  are 
involved.  Likewise  too,  he  can  best  make 
the  family  see  the  progress  that  the  patient 
has  made,  and  develop  the  proper  acceptance 
of  the  patient  before  he  returns  to  the 
family  circle. 

As  we  mentioned  before,  in  various  cen- 
ters thirty  to  forty  per  cent  of  properly  se- 
lected cases  are  returned  to  gainful  employ- 
ment'G),  and  eighty-five  to  ninety  per  cent 
are  able  to  take  care  of  the  activities  of  daily 
living(3).  To  many  this  may  not  seem  to  be 
a momentous  achievement  but  one  should  not 
forget  that  restoring  a patient  to  independ- 
ence in  daily  living  means  releasing  another 
member  of  society  to  become  a productive 
and  earning  member  of  society.  When  we 


compare  the  end  results  of  therapy  with 
other  physical  disabilities,  we  must  recog- 
nize that  the  results  of  rehabilitation  ec- 
onomically, psychically,  and  socially  pay  big 
dividends. 

SUMMARY 

Some  of  the  problems  of  rehabilitation  of 
the  cerebrovascular  accident  have  been  dis- 
cussed. 

Early  evaluation  and  therapy  at  the  bed- 
side is  recommended. 

Emphasis  is  placed  on  the  need  of  auxil- 
iary services  in  a team-approach  to  the 
problem  of  rehabilitation  of  the  hemiplegic; 
yet  the  physician  must  be  the  key  figure  in 
directing  the  entire  program. 
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MEDICAL  SCHOOLS’  RESPONSIBILITY 
FOR  CONTINUATION  EDUCATION 

Although  other  medical  organizations  could  par- 
ticipate, it  is  primarily  the  duty  of  the  medical 
school  to  provide  opportunities  for  continuation  med- 
ical education  for  physicians,  according  to  Dr.  Wal- 
ter S.  Wiggins  in  an  article  appearing  in  the  May 
issue  of  The  Journal  of  Medical  Education. 

A medical  school,  states  Dr.  Wiggins,  should  be 
judged  on  the  quality  of  medicine  practiced  by  its 
graduates  throughout  their  lifetimes,  instead  of  on 
their  ability  at  the  time  of  graduation.  Since  this 
is  the  case,  the  medical  school  should  assume  re- 
sponsibility for  keeping  physicians  up  to  date,  stim- 
ulating hospitals  to  provide  additional  services  for 
good  quality  medical  care  and  for  the  education  of 
ancillary  personnel. 

Dr.  Wiggins  criticizes  the  practice  of  relying  too 
much  on  longer  and  more  frequent  lectures  as  the 
stream  of  medical  knowledge  grows  wider.  He 
feels  that  a sounder  way  to  inspire  interest  in  con- 
tinuation medical  education  would  be  “to  bring  to- 
gether the  student,  the  patient  and  the  teacher; 
or  the  student,  the  teacher  and  the  laboratory,  and 
be  less  concerned  with  counting  the  slumbering 
heads  of  registrants  at  our  continuation  courses.” 

Dr.  Wiggins  suggests,  “We  should  utilize  facts  in 
teaching  so  that  concepts  may  be  learned  and  hope 
that  the  concepts  are  what  remains  after  the  facts 
that  have  been  taught  are  forgotten.” 
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Rehabilitation  of  the 

Laryngectomized  Patient 


The  idea  of  inability  to  communicate  by  speech 
after  the  contemplated  removal  of  the  larynx  un- 
doubtedly terrorizes  the  average  patient.  Knowledge 
that  one  can  learn  to  communicate  by  voice  after 
laryngectomy  must  make  the  ordeal  easier.  The  sys- 
tem of  rehabilitation  described  by  Mr.  Waldrop  be- 
gins, preferably,  by  preoperative  education  of  pa- 
tient and  his  family.  The  author  states  that  success 
has  been  attained  in  over  two  hundred  cases. 

EDITOR 

THE  St.  Luke’s  Speech  Rehabili- 
tation Service  is  a service  offer- 
ing complete  rehabilitation  pro- 
cedures in  the  communication  area  to  pa- 
tients referred  by  the  medical  and  allied 
agencies.  Our  present  staff  consists  of  a 
director,  one  full-time  assistant,  two  part- 
time  assistants  and  three  volunteer  workers. 
The  procedures  presented  here  are  those 
which  have  been  successful  in  the  rehabilita- 
tion of  over  two  hundred  laryngectomized 
patients 

The  rehabiltation  of  the  laryngectomized 
patient  presents  three  distinct  problems  for 
both  the  patient  and  his  family:  first,  the 

education  and  preparation  prior  to  surgery; 
second,  the  adjustment  to  the  hospital  pro- 
cedure ; and  third,  the  post  surgical  read- 
justment. « We  at  St.  Luke’s  believe  that 
close  co-operation  between  the  patient  and 
his  family,  the  surgeon  and  hospital  staff, 
and  the  speech  service  is  essential  in  solving 
these  problems. 

In  solving  the  first  of  these,  the  educa- 
tion and  preparation  of  both  patient  and 
family,  one  of  the  two  following  plans  is 
pursued.  If  time  permits  both  the  patient 
and  his  family  are  referred  to  the  service 
by  the  surgeon  after  making  his  diagnosis 
and  prognosis.  At  this  time  they  are  given 
an  orientation  in  which  the  needed  adjust- 
ments are  discussed,  stressing  the  overlaid 
function  of  the  speech  mechanism,  the  fact 
that  speech  is  a learned  process  which  man 
has  developed  due  to  his  superior  intelli- 
gence. The  anatomical  structures  normally 
used  are  explained,  and  the  point  stressed 
that  speech  can  be  superimposed  on  any 
sound  that  can  be  placed  in  the  oral  cavity. 
The  various  methods,  both  mechanical  and 
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natural,  are  explained  and  recordings  and 
movies  of  successfully  rehabilitated  patients 
are  shown  to  them. 

An  appointment  is  then  made  for  the  pa- 
tient to  meet  and  talk  with  one  of  our  re- 
habilitated patients  who  has  developed  fluent 
speech.  This  usually  occurs  after  hospitali- 
zation, while  awaiting  surgery. 

If  time  does  not  allow  the  above  procedure 
to  be  followed  the  surgeon  sends  us  a copy 
of  the  operative  procedure,  which  may  be 
our  introduction  to  the  case.  We  then  see 
the  patient  as  soon  as  practicable  after  sur- 
gery and  invite  the  family  to  my  office  to 
become  acquainted.  As  much  of  the  above 
plan  is  presented  as  possible  including  the 
visit  of  a fluent  laryngectomized  speaker. 

In  all  of  these  appointments  the  psycholo- 
gical problem  of  depression  of  the  patient  or 
over-sympathetic  protection  by  the  family 
is  met  by  suggestions  that  the  various  prob- 
lems be  faced  and  solutions  be  found  by 
cooperation. 

The  importance  of  the  second  problem, 
that  of  adjustment  to  the  hospital  proced- 
ure, is  proven  by  the  statement  of  doctors 
that  they  refer  patients  to  St.  Luke’s  for 
the  experienced  nursing  care  that  they  re- 
ceive as  well  as  for  the  skill  of  the  surgeon. 

We  participate  in  the  training  of  the 
nursing  staff  by  presenting  orientation  lec- 
tures to  the  staff  nurses  from  time  to  time. 
In  the  education  of  student  nurses  an  hour 
lecture  following  several  hours  by  the  sur- 
geon and  surgical  nurse  is  presented  to 
nursing  school  class  prior  to  their  assign- 
ment to  the  surgical  floors.  In  these  lectures 
the  entire  rehabilitation  procedure  is  out- 
lined and  suggestions  are  given  for  prepar- 
ing the  patient  psychologically  to  anticipate 
the  training  period.  The  value  of  this  staff 
training  is  evidenced  by  the  interest  shown 
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by  the  staff  in  the  patient’s  progress  as  well 
as  by  the  patient’s  interest  in  reporting  his 
progress  to  the  staff. 

An  effort  is  made  to  arrange  for  another 
visit  of  a rehabilitated  patient  during  the 
convalescent  phase,  and  if  members  of  the 
family  are  interested  they  are  invited  to 
visit  one  or  more  of  our  group-sessions 
where  they  meet  other  patients  and  their 
families.  The  psychological  lift  of  the  fami- 
ly in  meeting  the  families  of  patients  who 
are  in  training  is  remarkable. 

We  are  of  the  opinion  that  the  practice 
of  beginning  the  patient’s  training  before  he 
is  discharged  should  be  followed  where  pos- 
sible. If  there  are  no  complications  the  sur- 
geon suggests  that  we  present  the  funda- 
mentals of  producing  the  pseudo-phonation 
on  the  last  day  or  so  of  hospitalization.  The 
patient  who  can  produce  a few  sounds  at 
this  time  is  much  less  likely  to  become  de- 
pendent upon  writing  or  the  buccal  whisper. 
If  this  can  be  accomplished  by  the  sugges- 
tion that  he  swallow  air  and  “burp”  or 
belch  it  back,  this  is  done.  However,  a recent 
study  listed  as  one  of  the  reasons  for  failure 
that  of  being  told  he  “must  learn  to  belch”. 

An  attempt  is  made  to  teach  the  trapping 
of  the  air  in  the  pharynx,  just  below  the 
crico-pharyngus  area,  or  pseudo-glottis,  by 
a forced  lingual-velarpharyngal  closure  ac- 
companied by  the  contraction  of  the  con- 
strictor pharyngis  muscles.  The  trapped 
air  is  then  released  as  an  audible  pseudo- 
phonation  by  the  relaxation  of  the  above 
areas  as  in  forming  the  oral  cavity  to  pro- 
duce the  syllable  ah.  This  is  called  the 
pharyngeal  method  by  some(1).  It  is  di- 
vorced from  the  normal  breathing  mec- 
hanism, and  independent  control  of  the  air 
passing  in  and  out  of  the  stoma  is  taught 
as  soon  as  possibe.  No  attempt  to  use  the 
chest  or  abdominal  muscles  is  suggested.  If 
the  patient  is  unsuccessful  in  these  attempts, 
the  swallowing  or  inspirational  methods  are 
tried.  However,  if  none  of  these  meet  with 
success  he  is  taught  to  produce  the  unvoiced 
consonants  P,  T,  K,  S,  and  SH  and  then 
words  such  as  “scotch”  and  “coke”  in  order 
that  he  have  the  satisfaction  of  accomplish- 
ment from  the  beginning. 

If  complications  arise  during  convales- 
cence the  above  procedure  is  withheld  until 
the  surgeon  refers  the  patient  to  us  for 
training  often  several  weeks  after  hospitali- 
zation. 


The  third  problem,  that  of  adjustment 
after  hospitalization,  in  many  ways  is  the 
most  difficult.  However,  as  soon  as  the 
psuedo-phonation  is  mastered  it  is  relatively 
simple  to  produce  all  of  the  English  vowels. 
These  are  followed  by  single  syllable  words, 
then  multi-syllable  words  and  finally  phrases 
and  short  sentences.  Telegraphic  speech 
must  be  used  at  the  outset. 

During  all  of  the  training  the  ability  to 
relax  all  the  muscles  not  actually  used  in 
speaking  is  practiced  in  order  to  develop  as 
near  normal  speech  as  possible.  The  family 
is  cautioned  to  treat  the  patient  as  a normal 
person,  but  at  the  same  time  not  to  place 
too  many  demands  on  his  new  voice,  remem- 
bering that  he  is  developing  speech  as  a 
child  does,  nouns  first,  then  verbs,  pronouns 
and  adverbs  with  the  connecting  words  com- 
ing later. 

The  training  at  St.  Luke’s  is  presented 
either  by  private  instruction  or  by  group- 
therapy  or  a combination  of  the  two,  which 
is  tailored  to  the  personality  of  the  indivi- 
dual. Some  patients  require  individual  in- 
struction while  others  thrive  on  group-par- 
ticipation, learning  from  each  other  and  en- 
joying the  comments,  suggestions,  and  en- 
couragement of  those  more  advanced  than 
they. 

Patients  living  in  the  Chicago  area  are 
requested  to  report  for  weekly  appointments, 
and  two  group-sessions  a week  are  held  for 
those  desiring  to  come  more  often.  The 
average  time  consumed  in  developing  a us- 
able voice  is  from  four  to  eight  weeks.  An 
attempt  is  made  to  approximate  a flat  or 
package  fee  for  the  group  procedure  in  order 
to  combat  the  fear  of  prohibitive  cost.  Con- 
siderable success  has  been  had  with  patients 
outside  of  the  Chicago  area  by  having  them 
come  to  Chicago  for  a week  of  intensive 
daily  training.  This  is  followed  by  a few 
weeks  of  practice  at  home  with  other  visits 
of  a few  days  for  coaching  to  develop  flu- 
ency, as  needed. 

When  fluency  is  approached  with  either 
of  the  above  plans  a study  of  phonetics  is 
presented  based  on  the  patient’s  educational 
background.  This  helps  relieve  the  desire  to 
develop  loudness  or  volume  since  careful 
enunciation  adds  more  to  the  intelligibility  of 
the  English  language  than  loudness.  Con- 
siderable time  must  be  spent  on  phrasing, 
and  we  think  this  is  the  stage  at  which 
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syncronization  between  breathing  and  the 
trapping  of  the  air,  which  has  been  proven 
in  recent  studies*  2>,  is  developed.  As  fluency 
is  developed  the  trapping  of  the  air  becomes 
more  or  less  automatic  although  fluent 
speech  is  developed  only  after  months  of 
practice. 

It  has  been  our  experience  that  a teach- 
ing staff  consisting  of  both  speech  thera- 
;pists  and  laryngectomized  lay  teachers 
places  the  patient  in  a more  receptive  learn- 
ing situation  than  one  using  either  the 
therapist  or  lay  teacher  alone.  The  lay 
teacher  provides  sympathetic  advice  and 
illustrates  what  can  be  accomplished  thus 
combating  the  patient’s  skepticism.  The 
therapist  can  adapt  the  training  plan  to  the 
individual  needs  of  the  patient  much  better 
than  the  lay  teacher.  Techniques  used  in 
therapy  with  other  voice  disorders  have  en- 
abled us  to  develop  a pitch  more  approaching 
that  of  normal  speech. 

In  addition  to  the  development  of  skills  in 
communication  the  patient  has  environmen- 
tal adjustments  to  make.  The  family  and 
friends  must  accept  the  situation  and  treat 
the  patient  as  they  did  prior  to  surgery.  If 
he  becomes  dependent  on  others  the  desire 
to  speak  will  be  lacking.  At  the  outset  the 
demands  on  him  for  communication  should 
be  limited  but  should  increase  as  his  speech 
improves. 

The  employer  or  business  and  professional 
associates  should  be  informed  that  the  pa- 
tient can  return  to  his  former  duties.  This 
has  been  proven  in  practically  every  case. 

Let  me  summarize  these  various  adjust- 
ments by  citing  one  case  from  our  files  — 
that  of  a young  lady  29  years  of  age.  The 
surgeon  referred  her  to  me  for  an  orienta- 
tion appointment  the  day  following  his  diag- 
nosis but  the  appointment  was  cancelled  by 
her  the  next  morning.  She  entered  the  hos- 
pital a few  days  later,  and  upon  the  insis- 
tance  of  the  surgeon  came  to  my  office  at 
which  time  movies  of  our  successfully  reha- 
bilitated women  patients  were  shown  to  her. 
She  seemed  much  relieved  upon  learning 
that  the  stoma,  with  tube  inserted,  could 
be  hidden  by  her  clothing.  She  willingly 
submitted  to  surgery  in  February,  1953. 
She  was  visited  several  times  during  hos- 
pitalization and  met  one  fluent  female  laryn- 
gectomized speaker.  Fundamental  exercises 
were  given  her  prior  to  discharge  with  the 


suggestions  that  she  return  for  further 
training  the  day  of  her  next  visit  to  the 
surgeon,  because  she  did  not  live  in  the 
Chicago  area.  This  appointment  was  broken 
by  the  older  lady  with  whom  she  shares  her 
apartment,  no  explanation  being  given. 

Another  appointment  was  made  by  the 
surgeon  for  the  date  of  her  next  visit  but 
this  appointment  was  also  broken  by  letter 
written  by  the  friend  stating  they  were  both 
of  the  opinion  she  could  learn  to  communi- 
cate by  whispering. 

In  a conference  with  the  surgeon  it  was 
learned  that  she  had  confided  in  him  the 
fear  of  developing  objectionable  mannerisms 
she  had  noticed  in  other  laryngectomized 
speakers. 

We  wrote  her  directly  stating  that  she 
would  only  be  able  to  produce  the  unvoiced 
consonants  by  means  of  the  buccal  whisper; 
that  this  method  would  only  be  intelligible 
to  those  closely  enough  associated  with  her 
to  learn  to  read  her  lips ; that  the  manner- 
isms she  feared  were  mostly  those  of  older 
people  and  could  be  controlled  by  one  her 
age;  and,  finally,  that  she  should  have  been 
well  on  her  way  to  fluent  speech  by  this 
time  had  she  seen  and  worked  with  us. 

She  answered  that  she  would  see  me  the 
date  of  her  next  appointment  with  the  sur- 
geon. However,  by  this  time  approximately 
three  months  had  elapsed  since  surgery. 
She  kept  this  appointment  at  which  time 
she  learned  to  produce  the  pseudo-phonation. 
She  was  quite  pleased  with  her  progress  and 
decided  to  return  within  three  weeks  for  a 
period  of  intensive  study. 

She  kept  her  promise  and  at  the  end  of 
ten  days  of  intensive  private  and  group 
therapy  was  combining  words  and  short 
phrases.  After  approximately  a month  more 
of  practice  alone,  she  returned  for  further 
help  and  was  sent  home  with  practically 
fluent  speech  and  with  no  objectionable 
mannerisms. 

In  September  a letter  was  received  from 
the  Personnel  Department  of  the  manufac- 
turing firm  with  whom  she  had  been  em- 
ployed. The  letter  thanked  me  for  what  I 
had  done  for  her  but  stated  that  they  did 
not  know  in  what  capacity  they  could  use 
her.  This  was  answered  by  the  suggestion 
that  she  be  placed  in  the  same  position 
which  she  had  previously  held. 
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An  answering  letter  stated  the  matter 
would  be  referred  to  the  company  physician. 
This  information  was  given  to  her  surgeon 
who  corresponded  with  the  company  physi- 
cian and  in  due  time  I received  information 
from  the  Personnel  Department  that  she 
had  returned  to  work  in  the  department  in 
which  she  had  previously  worked — that  this 
presented  no  adjustment  problems  either 
with  her  or  those  with  whom  she  worked. 

Today  she  is  a normally  adjusted  young 
woman  more  concerned  over  the  twenty 
pounds  that  she  has  gained  since  returning 
to  work  than  the  fact  that  she  once  had  no 
desire  to  continue  living.  Her  friends  com- 

Rehabilitation 

^ Korea * 

During  World  War  II,  Dr.  Howard  A.  Rusk  orig- 
inated and  directed  the  AAF  Convalescent-Rehabilita- 
tion Program  for  which  he  received  the  Distinguished 
Service  Medal.  Since  the  end  of  the  war  he  has  been 
Professor  and  Chairman,  Department  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  University  College 
of  Medicine  and  an  Associate  Editor  of  THE  NEW 
YORK  TIMES.  Since  the  outbreak  in  Korea  in  1950, 
he  has  also  served  as  Chairman,  Health  Resources  Ad- 
visory Committee,  Office  of  Defense  Mobilization,  and 
Chairman,  National  Advisory  Committee  to  the  Selec- 
tive Service  System. 

Last  year.  Dr.  Rusk  made  two  visits  to  Korea  in 
March  and  August  for  the  American-Korean  Founda- 
tion, a non-profit,  non-political,  non-sectarian  organi- 
zation concerned  with  the  reconstruction  of  Korea,  of 
which  General  James  A.  Van  Fleet  is  the  Chairman 
and  Dr.  Milton  S.  Eisenhower  the  Honorary  Chairman. 
Recently,  Dr.  Rusk  was  elected  President  of  the  Foun- 
dation the  offices  of  which  are  located  at  345  East 
46th  Street,  New  York  22,  New  York. 

EDITOR 

YOU  can  travel  to  Korea  if  you 
get  permission  from  the  Far 
East  Command  and  a visa,  and 
once  you  do,  you  can  never  get  away.  You 
leave  a part  of  yourself  in  this  battered  but 
brave  little  nation,  and  you  keep  remember- 
ing things. 

You  remember  the  bitter  cold  in  the  make- 
shift, bombed-out  hospitals.  You  remember 
the  children  who  have  been  blinded  by  land 
mines  and  grenades,  the  veterans  who  have 

*Read  before  the  Lincoln  Lancaster  Medical  Conference 
March  11,  1954. 


mend  her  upon  her  radiant  personality  and 
the  fact  that  she  is  a better  conversation- 
alist than  she  was  prior  to  surgery.  She 
has  even  learned  to  whistle  in  the  bathroom. 

In  conclusion  it  is  our  opinion  that  the 
problems  arising  in  the  rehabilitation  of 
laryngectomized  patients  before  surgery, 
must  be  handled  individually.  No  set  proce- 
dure will  always  be  effective,  and  problems 
will  arise  which  require  the  close  cooperation 
of  all  persons  concerned  for  their  solution. 
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lost  arms  and  legs  in  combat,  and  the  old 
people  whose  suffering  has  given  them  age 
beyond  their  years.  You  remember  the  long 
lines  which  form  each  evening  at  dusk  in 
the  dusty,  crowded  city  of  Pusan  before  the 
gates  of  the  Swedish  Red  Cross  Hospital, 
Maryknoll  Clinic,  and  other  dispensaries  hop- 
ing that  the  next  day  they  will  receive  med- 
ical aid. 

But  you  also  remember  that  in  the  scores 
of  hospitals,  clinics,  orphanages,  and  schools 
you  visited  that  you  never  heard  a child  cry, 
a man  groan  in  pain,  or  a Korean  ask  for 
anything  but  a chance  to  get  off  his  knees 
and  continue  to  fight  against  Communism. 
You  remember  the  Children’s  Charity  Hos- 
pital in  Pusan  which  is  financed  by  the  Amer- 
ican military  members  of  the  Masonic  Lodge 
and  their  fellow-members  at  home.  You  re- 
member the  countless  hours  of  volunteer 
time  that  American  and  U.  N.  military  phy- 
sicians and  nurses  have  put  in,  voluntarily 
working  in  Korean  hospitals  and  teaching  in 
Korean  medical  and  nursing  schools.  You 
remember  seeing  the  over  twenty  thousand 
medical  textbooks  which  have  been  donated 
to  Korean  medical  schools  by  American  doc- 
tors. You  remember  the  one  million  dollars 
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in  drugs  donated  by  the  American  drug  in- 
dustry through  the  American-Korean  Foun- 
dation. You  remember  the  millions  of  dol- 
lars our  American  G.  I.’s  have  given  from 
their  own  small  pay  to  aid  the  Koreans,  and 
you  are  proud  to  be  an  American  and  an 
American  doctor. 

Korea’s  current  health  problems  started  in 
1945  when  the  nation  was  liberated  from 
Japanese  rule.  With  the  departure  of  the 
Japanese  professional  and  technical  health 
personnel  who  had  occupied  the  nation’s 
posts  of  responsibility  for  thirty-five  years, 
the  primary  need  was  for  competent,  trained 
personnel.  Through  Korea’s  own  resources 
and  outside  aid  from  such  groups  as  the 
Rockefeller  Foundation,  some  heartening  ad- 
vances were  made  in  training  of  personnel 
both  in  Korea  and  abroad. 

But  then  came  the  25th  of  June,  1950, 
when  North  Korea  made  an  unprovoked  at- 
tack on  South  Korea.  In  the  fighting  that 
followed,  in  which  the  tide  of  war  passed 
over  most  of  the  country  twice  and  some 
parts  four  times,  seventy  per  cent  of  the 
medical  facilities  were  destroyed.  Medical 
personnel  were  scattered,  many  killed,  and 
large  numbers  captured  by  the  Communists. 
Nearly  3,000,000  or  13  per  cent  of  the  pop- 
ulation became  refugees  or  displaced  persons. 
Civilian  casualties  totalled  nearly  one  million 
with  350,000  dead.  Water  supplies,  purif- 
ication plants,  and  environmental  health 
services  were  destroyed  or  irreparably  dam- 
aged. Inflation  of  currency  wrecked  the  fi- 
nancial structure  of  the  medical  and  health 
services.  Following  in  the  wake  of  destruc- 
tion came  the  inevitable  epidemic  of  typhoid, 
dysentery,  typhus,  smallpox,  and  encephali- 
tis. 

Through  emergency  measures,  the  offi- 
cials of  the  United  Nations  Civil  Assitance 
Command,  working  with  their  Korean  coun- 
terparts in  national  and  provincial  health 
departments,  have  achieved  one  of  the 
world’s  truly  remarkable  results  in  the  con- 
trol of  epidemic  diseases.  At  the  end  of  De- 
cember, 1953,  92  million  immunizations  had 
been  given  for  smallpox,  typhus,  and  typhoid, 
the  number  of  cases  of  these  diseases  had 
dropped  from  150,000  in  1951,  to  5,600  in 
1953,  and  the  death  rate  from  16,436  to 
682. 

The  situation  in  Korea  can  be  better  un- 
derstood if  its  problems  are  projected  onto 


any  Nebraska  city  of  25,000  such  as  Grand 
Island  or  Hastings. 

Demolish  one-fourth  of  the  houses  and  un- 
roof and  damage  another  fourth.  Destroy 
the  sewerage  and  water  systems  beyond  re- 
pair. In  this  city  there  are  1,250  people 
with  tuberculosis,  of  whom  300  are  acutely 
ill.  Ninety  per  cent  of  the  population  is  in- 
fected with  intestinal  parasites.  Several 
scores  of  persons  have  leprosy  or  are  blind. 
Everyone  is  hungry  on  an  1,800-calorie  diet 
and  cold  in  the  winter  when  there  is  fuel 
enough  only  for  essential  cooking.  To  meet 
all  the  medical  needs  of  these  poor  unfor- 
tunates, there  is  only  one  poorly  trained 
medical  practitioner.  Add  to  these  condi- 
tions fear,  anxiety,  and  despair,  and  you  have 
the  health  picture  in  Korea  today. 

Today,  through  governmental  programs 
such  as  the  United  Nations  Reconstruction 
Agencies,  the  Foreign  Operations  Adminis- 
tration, the  Korean  Civil  Assistance  Com- 
mand, and  the  Armed  Forces  Assistance  to 
Korea  Program,  the  long  range  plans  for 
Korea’s  reconstruction  are  underway.  Over 
and  above  this  “official"  assistance,  how- 
ever, the  people  of  Korea  need  assistance  on 
the  warm  friendly  voluntary  “people  to  peo- 
ple” basis  that  befits  comrades  in  arms 
against  Communism.  It  is  to  help  provide 
that  aid  that  the  American-Korean  Founda- 
tion was  formed  by  a group  of  our  leading 
business,  health,  welfare,  and  civic  leaders 
who  feel  that  we  in  the  United  States  owe  a 
tremendous  debt  to  the  Korean  people  for 
their  gallant  and  costly  stand  against  Com- 
munism, a stand  that  cost  them  more  casual- 
ties than  our  own  losses  in  World  War  I, 
World  War  II  and  the  Korean  conflict  com- 
bined. 

Since  inception,  the  people  of  America, 
through  the  American-Korean  Foundation, 
have  shipped  drugs  and  other  relief  items 
valued  at  3 million  dollars  to  Korea,  and  have 
made  cash  allocations  of  approximately  2 mil- 
lion dollars  to  support  medical  and  health 
activities. 

Here  are  some  of  the  projects  which  the 
AKF  is  sponsoring  in  health : 

HEALTH 

A rehabilitation  team,  consisting  of  a 
physical  therapist,  occupational  therapist, 
and  nurse,  has  been  provided  to  work  with 
and  train  Korean  personnel  in  hospitals  and 
clinics  in  the  Pusan  area  and  eventually  to 
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work  in  the  National  Rehabilitation  Centre 
at  Tongnae. 

General  support  grants  totaling  $65,000 
have  been  given  to  Korean  medical  schools. 

Over  30,000  medical  textbooks  and  refer- 
ence books  contributed  by  American  physi- 
cians have  been  sent  to  Korean  medical 
schools. 

Scholarship  funds  have  been  granted 
which  will  permit  full  maintenance  for  100 
medical  students  in  Korean  medical  schools. 

A tuberculosis  Control  Team  headed  by  a 
Korean  physician  trained  in  the  United 
States  and  consisting  of  Korean  physicians 
and  nurses  has  been  established  in  the  Min- 
istry of  Health. 

A Leprosy  Control  Team  headed  by  a 
Korean  physician,  who  is  receiving  training 
in  Hawaii  under  an  AKF  grant,  has  been 
established  in  the  Ministry  of  Health. 

A School  of  Public  Health  at  Seoul  Nation- 
al University  has  been  established  under 
AKF  auspices. 

Funds  have  been  supplied  to  send  two 
Korean  nurses  to  New  Zealand  and  two  to 
Hawaii  for  advanced  training. 

Funds  have  been  supplied  to  provide  nurs- 
ing education  consultant  services  to  Korean 
schools  of  nursing. 

Funds  were  provided  for  a one-month’s 
course  for  hospital  head  nurses  and  a post- 
graduate course  in  nursing  administration 
and  education  and  public  health  nursing. 

Grants  for  general  program  support  have 
been  given  to  eight  Korean  Schools  of  Nurs- 
ing. 

Funds  have  been  granted  to  meet  the  op- 
erational costs  for  one  year  of  a Korean  Na- 
tional Tuberculosis  Association. 

Jeep  station  wagons  have  been  provided 
for  the  Nursing,  Tuberculosis  Control,  and 
Leprosy  Control  Teams. 

Paper  was  provided  for  the  printing  of 
5 million  personal  innoculation  records. 

Two  full  maintenance  scholarships  were 
established  in  Korean  schools  of  nursing. 

Nursing  uniforms,  books,  and  general 
clothing  have  been  provided  for  the  Korean 
schools  of  nursing. 


A twenty-bed  ward  has  been  established 
in  Severance  Hospital. 

Emergency  grants  totaling  $25,000  were 
given  to  three  clinics  in  Pusan  to  meet  the 
added  load  caused  by  the  Pusan  fire. 

Eight  Korean  physicians  are  receiving 
graduate  training  in  the  United  States. 

One  of  the  most  inspiring  of  the  AKF’s 
projects  is  a recent  letter-appeal  made  to  the 
physicians  of  the  United  States  for  contribu- 
tions of  $20  each  to  provide  Korean  physi- 
cians with  individual  packages  containing 
six  yards  (enough  for  two  suits)  of  new  vir- 
gin wool  cloth,  the  necessary  findings,  and  a 
plastic  rain  coat.  Korean  physicians  are 
greatly  in  need  of  clothing.  They  prefer 
Western-style  suits,  but  the  average  height, 
weight,  and  build  of  a Korean  doctor  is  quite 
different  from  that  of  his  American  count- 
erpart. Korean  physicians  are  now  pri- 
marily wearing  used  clothing  contributed  by 
American  relief  agencies.  These  clothes  do 
not  fit  well  as  they  cannot  be  successfully 
altered. 

Korean  physicians  are  justifiably  proud 
of  their  profession  and  of  their  respected 
place,  and  the  provision  of  materials  for  new 
suits  will  be  of  great  psychological  and 
morale-value  to  them.  To  know  that  they 
have  been  given  in  friendship,  by  fellow 
physicians  in  the  United  States,  means  new 
courage  and  dignity.  With  the  materials, 
each  Korean  physician  receives  a letter  in 
Hangul  (the  Korean  language)  explaining 
that  the  package  is  a gift  from  an  American 
physician  and  a copy  in  Hanul  of  the  follow- 
ing: 

RESOLUTION  OR  EXPRESSION  OF 
APPRECIATION  TO  THE  PHYSICIANS 
OF  KOREA 

‘Whereas,  our  valiant  allies,  the  people  of 
Korea,  have  suffered  incalculably  since  the 
invasion  of  the  Republic  of  Korea  by  the 
Communist  North  Korean  People’s  Republic; 
and 

Whereas,  the  Individual  physicians  of  the 
Korean  Medical  Association,  a member  of 
the  World  Medical  Association,  have  shown 
great  courage  and  personal  sacrifice  against 
almost  insurmountable  odds  in  meeting  the 
medical  needs  of  their  people,  therefore  be  it 

Resolved,  that  the  House  of  Delegates  of 
the  American  Medical  Association,  in  session 
in  New  York  on  June  3,  1953,  express  to  the 
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physicians  of  Korea  and  the  Korean  Medical 
Association  our  deep  and  sincere  apprecia- 
tion and  admiration  for  their  personal  cour- 
age and  devotion  to  the  nation  and  their  ful- 
fillment of  the  highest  traditions  of  the 
medical  profession  and  our  firm  intention  to 
aid  our  colleagues,  the  physicians  of  Korea, 
both  in  substance  and  in  spirit.” 

Hundreds  of  American  physicians  have  al- 
ready responded  to  this  appeal  by  sending 
their  checks  for  $20  to  the  American- Korean 
Foundation,  34'5  East  46th  Street,  New  York 
17,  New  York. 


An  Isolated  Case 

of  Shigellosis 

in  the  Newborn  Nursery 

This  is  a report  of  a case  of  bacillary  dysentery 
that  developed  in  a newborn  infant,  infection  being 
from  the  mother,  during  delivery.  Spread  of  the  in- 
fection to  other  babies  in  the  nursery,  and  to  the 
personnel,  was  prevented,  and  the  infant  was  quickly 
cured.  Early  recognition  of  the  disease,  prompt  treat- 
ment, and  effective  isolation  of  the  patient  are  thought 
to  be  of  paramount  importance. 

EDITOR 

SHIGELLA  infections  are  usual- 
ly acquired  by  direct  contact 
with  infected  individuals  via 
the  gastrointestinal  tract.  Poor  sanitation, 
food  contaminated  by  soil,  poor  refrigera- 
tion, especially  during  the  summer  months, 
flies  and  other  insects,  pets,  rodents,  and 
other  sources  and  vectors  are  all  recognized 
as  factors  in  the  spread  of  shigella  infec- 
tions. Human  carriers  are  also  involved  in 
the  spread  of  the  infection,  and  are  general- 
ly found  in  sporadic  or  isolated  cases.  The 
three  main  groups  of  dysentery  organisms 
are  the  Shiga,  Flexner,  and  Sonne  groups 
which  may  be  differentiated  by  serological 
and  cultural  characteristics.  The  Flexner 
group  of  organisms  is  responsible  for  the 
majority  of  cases  in  this  country,  and  is 
divided  into  five  subdivisons  known  as  V,  W, 
X,  Y,  and  Z. 

We  wish  to  report  a recent  case  in  the 
nursery  at  the  University  of  Nebraska  Hos- 
pital in  which  a newborn  infant  was  infected 


Korea’s  health  needs  continue  to  be  urgent 
and  the  job  ahead  is  tremendous.  Through 
military  measures,  Communist  aggression 
has  been  halted,  but  the  same  vigor  and  de- 
termination that  marked  our  military  ef- 
forts must  now  be  devoted  to  the  economic 
and  social  reconstruction  of  this  war-deva- 
stated nation.  Otherwise,  we  may  lose 
through  the  “back-door”  what  we  have 
gained  at  a tremendous  expenditure  of  lives 
and  money.  As  Communism  thrives  on  pover- 
ty, disease,  and  ignorance,  adequate  health 
services  are  fundamental  if  Korea  is  to  be- 
come militarily,  economically,  and  politically 
secure. 


MATILDA  S.  MdNTIRE,  M.D.  and 
HERMAN  M.  JAHR,  M.D. 

Department  of  Pediatrics,  University  of  Nebraska  Hospital 
Omaha,  Nebraska 

by  the  mother  during  birth,  following  which, 
due  to  good  nursery  technique  and  strict 
adherence  to  the  program  of  nursery  care, 
there  was  no  general  spread  of  the  infec- 
tion. A complete  discussion  of  Shigellosis 
is  beyond  the  scope  of  this  report,  but  sta- 
tistics show  that  the  greatest  mortality  is 
under  two  years  of  age. 

Mrs.  B.,  age  26,  gravida  five,  para  four,  entered 
the  obstetrical  service  of  the  University  Hospital  on 
12/20/53,  at  term.  Past  histoiy  was  non-contribu- 
tory except  for  a bout  of  diarrhea  lasting  a day 
and  a half,  approximately  two  weeks  prior  to  the 
onset  of  delivery.  There  was  no  blood,  pus,  or 
mucus  noted  in  her  stools.  Her  serology  was  neg- 
ative; Rh  factor,  positive.  A baby  boy  was  de- 
livered spontaneously  from  LOA  position  at  9:30 
A.M.  on  the  day  of  admission.  The  infant  breathed 
and  cried  spontaneously.  Initial  physical  examin- 
ation revealed  a well  developed  normal,  full  term 
infant  weighing  eight  pounds,  one  and  a half  ounces. 

On  12/21/53,  the  infant  passed  two  loose  stools 
which  were  green  in  color  and  intermixed  with 
bloody  mucus.  Physical  examination  at  this  time 
revealed  no  abnormal  findings  or  signs  of  infec- 
tion. One  milligram  of  vitamin  K was  given,  and 
the  formula  was  changed  to  half  skim  milk;  the 
infant  was  placed  in  isolation.  A stool  culture  and 
blood  studies  were  ordered. 
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On  12/22/53,  there  were  five  loose  stools  con- 
taining bloody  mucus.  One  milligram  of  vitamin 
K was  again  given.  On  12/23/53,  blood  tinged  stools 
continued,  and  the  infant  was  given  penicillin,  100,- 
000  units  intramuscularly,  every  twelve  hours,  and 
dihydrostreptomycin  50  mg.  intramuscularly  every 
twelve  hours.  Loose  stools  continued  until  12/26/53, 
at  which  time  Streptomagma,  one-half  ounce  after 
each  stool,  was  administered.  The  blood  in  the 
stools  persisted  until  12/26/53,  at  which  time  the 
stools  changed  to  yellow-brown  with  an  occasional 
small  amount  of  mucus.  There  was  no  vomiting 
or  abdominal  distention  at  any  time,  no  elevation 
of  temperature,  and  the  infant  did  not  appear  ill 
although  the  weight  dropped  to  a low  of  seven 
pounds  on  12/26/53. 

Laboratory  findings  were  as  follows:  12/22/53, 
bleeding  time  IV2  minutes,  clotting  time,  3%  min- 
utes, prothrombin  time  19  seconds  (control  14  sec- 
onds), and  platelet  count  213,000;  on  12/23/53, 
bleeding  time  was  again  IV2  minutes  and  clotting 
time  4 minutes;  on  1/3/54,  a stool  culture  taken  on 
12/22/53,  was  reported  as  Shigella  paradysenteriae, 
Flexner  Type  II,  Type  W of  Andrewes  and  Inman. 

The  infant  was  transfered  to  the  pediatric  ward 
for  further  obseiwation.  He  showed  no  signs  of 
diarrhea,  was  eating  well,  and  starting  to  gain 
weight.  Agglutination  studies  were  carried  out  on 
1/4/54,  for  typhoid  H,  typhoid  O,  paratyphoid  A, 
paratyphoid  B,  Brucella  abortus,  and  Proteus,  all 
of  which  were  reported  as  negative.  Stool  cultures 
were  obtained  on  12/30,  12/31,  and  1/4/54,  all  of 
which  were  negative  for  intestinal  pathogens. 

The  infant  was  discharged  on  1/13/54,  weighing 
9 pounds,  2 ounces. 

The  mother  was  contacted  and  returned  to  Med- 
icine Clinic  on  January  22,  1954,  at  which  time 
Shigella  paradysenteriae,  Flexner  Type  II,  was  iso- 
lated from  her  stool  culture.  Physical  examination, 
except  for  moderate  obesity,  was  within  normal  lim- 
its as  was  a proctoscopic  examination.  She  was 
given  sulfadiazine,  one  gram  a day  for  ten  days, 
and  asked  to  return  to  the  clinic.  Both  mother  and 
infant  have  done  well  since  treatment,  and  have 
had  no  recurrence  of  symptoms. 

DISCUSSION 

Diarrhea  in  the  newborn  infant,  regardless 
of  underlying  cause,  always  demands  prompt 
attention.  While  in  the  majority  of  cases 
frequency  of  stools  in  these  young  infants 
is  of  a non-infectuous  nature,  mere  assump- 
tion that  intestinal  pathogens  are  unlikely 
to  be  found  may  invite  catastrophe.  The 
spread  of  these  organisms  from  infant  to 
infant  through  routine  nursery  care  before 
the  true  cause  has  been  established  has 
caused  may  preventable  deaths.  Dehydra- 
tion and  toxemia  may  develop  within  a few 
hours  after  an  onset  of  severe  diarrhea  and 
vomiting.  Alertness  and  vigilance  on  the 
part  of  the  nursery  personnel  will  go  far  in 
minimizing  these  dangers  through  early  dis- 
covery and  prompt  reporting  to  the  physi- 
cian who  can  institute  suitable  treatment. 


It  is  not  our  aim  to  discuss  specific  ther- 
apy of  diarrhea  in  the  newborn.  We  wish 
only  to  point  out  that  the  spread  of  infec- 
tion can  be  stopped,  even  in  a large  nursery, 
if  proper  precautions  are  instituted  in  time. 
In  the  case  here  presented  the  discovery  of 
the  Shigella  was  not  made  until  ten  days 
after  birth.  In  fact,  the  condition  was  at 
first  thought  to  be  due  to  partial  starvation 
associated  with  physiological  loss  in  weight. 
When  attempts  at  hydration  proved  ineffec- 
tive, we  suspected  a parenteral  infection  as- 
sociated with  a probable  upper  respiratory 
infection.  Stool  examinations  were  ordered 
in  an  attempt  to  rule  out  intestinal  infection 
rather  than  to  establish  it.  The  report  of 
Shigella  was  a complete  surprise. 

The  fact  that  the  other  infants,  as  well 
as  personnel  connected  with  the  nursery,  all 
escaped  infection  from  the  patient  proves 
that  orderly  and  careful  routine  is  worth  the 
effort.  The  rule  we  have  followed  for  years 
is  in  our  opinion  largely  responsible  for 
avoiding  epidemic  diarrhea  of  the  newborn. 
In  such  epidemics  several  infants  often  die 
before  the  infection  is  recognized.  Our  rule 
is  that  any  case  of  diarrhea  which  develops 
in  the  nursery  is  to  be  promptly  isolated 
and  treated  as  a potential  menace  to  others 
until  the  nature  of  the  malady  is  established, 
or  until  the  infant  recovers. 

SUMMARY 

A case  report  is  presented  in  which  Shigel- 
losis developed  in  an  infant  twenty  - four 
hours  old.  The  infant  apparently  had  been 
infected  by  the  mother  during  delivery.  The 
effectivenes  of  isolation  of  newborn  infants 
who  develop  diarrhea  in  the  nursery  is  dis- 
cussed. 
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CHAPTER  ADDED  TO  SAMA  ROSTER 

Although  SAMA’s  officers  and  staff  are  devoting 
their  greatest  efforts  towards  development  of  pro- 
grams at  the  local  and  national  levels,  they  wel- 
come the  opportunity  to  explain  the  background  and 
purposes  of  the  organization  to  students  at  non- 
affiliated  schools.  Other  information  relative  to 
non-chapter  schools  from  alumni  and  other  inter- 
ested persons  should  be  directed  to  the  SAMA  exec- 
utive offices  at  535  North  Dearborn  Street,  Chicago. 
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Organic  Signs  in 

Psychoses' 


It  is  commonly  accepted  that  the  psychoses  may 
be  divided  into  those  that  have  a definite  organic 
background  and  those  assumed  to  be  purely  psycho- 
genic. Doctor  Kelley  presents  experimental  data  tend- 
ing to  show  that  the  psychogenic  psychoses  also  have 
organic  changes  that  may  be  of  etiologic  importance. 

He  assumes  that  both  organic  and  psychogenic  factors 
act  in  this  category  of  mental  diseases. 

EDITOR 

SINCE  the  beginning  of  time,  it 
has  been  rather  difficult  for  peo- 
ple to  understand  the  exact  na- 
ture of  what  psychoses  really  are.  In  the 
beginning  it  was  commonly  believed  that  peo- 
ple who  were  mentally  ill  were  inhabited  by 
devils  or  the  Devil,  depending  on  the  relig- 
ious beliefs  of  the  person  who  happened  to 
be  observing.  For  that  reason,  in  the  olden 
days  it  was  customary  to  try  to  exorcise  the 
Devil  from  these  individuals,  and,  indeed, 
this  method  of  practice  has  persisted  even 
down  to  fairly  recent  times.  In  the  times  of 
Kraepelin,  the  great  effort  seemed  to  be 
toward  classifying  the  diseases  rather  than 
to  establish  their  real  etiology.  He  and  his 
coworkers  felt  there  was  a large  organic 
factor  in  the  cause  of  the  psychoses,  and 
this  thought  was  probably  largely  influenced 
by  the  discovery,  about  that  time,  of  bacteria 
as  the  cause  of  disease.  Up  to  and  including 
the  beginnings  of  Freud’s  work,  it  was  gen- 
erally believed  that  the  psychoses  were  or- 
ganic in  nature,  and,  indeed,  many  of  Freud’s 
contemporaries  still  believed  this  to  be  true. 
When  Freud  began  his  work,  his  dynamic 
sales  ability  and  the  enthusiasm  which  de- 
veloped concerning  his  somewhat  revolution- 
ary explanations  of  the  deep  seated  psycho- 
neuroses had  such  an  influence  on  psychia- 
try that  a good  many  of  his  advocates,  and 
even  other  men  who  did  not  adhere  to  his 
point  of  view  so  closely,  came  to  believe  that 
the  psychoses  were  prolonged  psychoneuros- 
es and,  for  that  reason,  were  completely  men- 
tal in  origin.  At  the  present  time,  the  psy- 
chiatric profession  is  divided  about  fifty- 
fifty  as  to  whether  or  not  the  psychoses  have 
organic  background  or  are  completely  psy- 
chogenic in  origin. 

Psychoses,  for  want  of  a better  definition, 
may  be  defined  simply  as  being  diseases  in 

*Read  before  the  Creighton  Spring  Assembly,  April  23,  1954. 
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which  a person  has  a more  or  less  prolonged 
departure  from  his  own  normal  way  of  act- 
ing, feeling,  and  thinking.  When  one  takes 
into  consideration  the  fact  that  the  brain  is 
a reflex  mechanism  in  the  same  sense  that 
the  spinal  cord  is  a reflex  mechanism,  only, 
of  course,  much  more  complicated,  one  can 
see  that  interruption  of  these  reflex  func- 
tions would  indicate  the  presence  of  organi- 
city  without  a possible  question  of  a doubt. 
A brain  is  required  to  receive  stimuli  from 
special  sense  organs,  for  example  the  ear, 
then  to  conduct  these  vibrations  to  deeper 
centers  for  reference,  and  finally  to  produce 
a response  in  the  form  of  an  answer.  Any 
interruption  of  this  function  would  indicate 
a lack  of  continuity  of  nerve  structure  which, 
of  course,  would  be  tantamount  to  saying  that 
the  patient  was  suffering  from  an  organic 
disorder.  The  organic  psychoses,  then,  would 
of  necessity  show  poor  orientation  as  to  time, 
place,  and  person,  disturbances  of  memory, 
lack  of  general  information  compatible  with 
the  person’s  intellectual  level  and  schooling 
background,  lack  of  ability  to  calculate  prop- 
erly, deficiencies  in  judgements  which  would 
be  consistent  with  their  thought  content,  dif- 
ficulties in  speech,  and  disturbances  in  in- 
sight. The  most  ardent  of  psychogeneticists 
believe  that  these  disturbances  in  what  is 
called  the  patient’s  sensorium  are  indications 
of  organic,  mental  syndromes  which  are  as- 
sociated with  actual  disturbances  in  the  con- 
tinuity of  nerve  structure. 

After  one  has  made  the  diagnosis  of  a 
mental  syndrome,  it  then  becomes  manda- 
tory that  he  determine  which  of  the  organic 
factors  are  responsible  for  it.  There  are 
seven  catagories  which  cover  all  of  the  neu- 
rological possibilities  in  brain  tissue,  and 
careful  evaluation  of  these  seven  factors 
will  enable  a psychiatrist  to  pinhole  the  or- 
ganic character  of  the  disease  of  the  brain 
which  he  is  studying.  Having  proved  that 
the  disorder  is  organic  in  character,  he  must 
then  consider  whether  or  not  the  disease  is 
traumatic,  inflammatory,  neoplastic,  vascular, 
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degenerative,  congenital,  or  metabolic.  It 
will  be  noted  that  the  psychoses  which  are 
characterized  by  these  out  and  out  organic 
signs  are  entirely  different  from  those  of 
the  patient  who  is  a schizophrenic,  a manic 
depressive,  or  an  involutional  melancholiac. 
These  people  all  present  normal  sensoria  and 
are  therefore  not  to  be  confused  with  the 
group  that  we  have  just  mentioned.  The 
interest  of  this  paper  is  largely  toward  the 
types  of  psychoses  which  do  not  present  out 
and  out  organic  signs  such  as  we  have  pre- 
viously described. 

There  are  many  characteristics  concerning 
the  remaining  psychoses  which  lead  an  in- 
dividual to  believe  that  there  is  an  organic 
factor  involved  in  their  etiology  as  well. 
First,  it  long  has  been  known  that  there  is 
a tendency  for  both  schizophrenia  and  manic 
depressive  psychoses  to  be  somewhat  fa- 
milial, though  the  definite  Mendelian  con- 
nections have  never  been  clearly  established. 
It  is  my  belief  that  the  reason  that  these 
Mendelian  characteristics  have  never  been 
established  is  that  there  are  two  factors  in 
the  etiology  of  the  so-called  psychogenic  psy- 
choses,— organic  and  psychogenic. 

Secondly,  methods  which  were  used  in  the 
treatment  of  patients  before  1935,  were  not 
very  effective  in  producing  remissions  either 
in  the  schizophrenic  or  the  manic  depressive 
patients.  The  manic  depressives,  as  a gen- 
eral rule,  would  go  through  a cycle  and  re- 
cover more  or  less  spontaneously  only  to 
have  the  trouble  reappear  at  a later  date. 
With  the  introduction  of  electric  and  insulin 
shock  therapy,  however,  remarkable  changes 
appeared  in  the  prognosis  in  schizophrenia 
and  the  psychomotor  psychoses  and,  for  the 
first  time  in  the  history  of  psychiatry,  the 
outlook  for  patients  who  were  presented  to 
the  psychiatrist  early  enough,  had  a favor- 
able trend.  Indeed,  it  has  been  said  that 
among  schizophrenics  90  per  cent  would  have 
a fair  chance  of  recovery  if  presented  for 
therapy  in  the  first  three  months,  80  per 
cent  if  presented  within  the  first  year,  60 
per  cent  if  presented  within  the  second  year, 
with  the  prognosis  for  cures  diminishing  un- 
til, at  five  years,  there  was  very  little  possi- 
bility that  the  patient  might  recover.  It 
must  be  said,  however,  that  there  are  some 
patients  who  have  been  sick  for  longer  per- 
iods of  time  than  that,  who  have  made  suc- 
cessful remissions.  One  is  struck  with  the 
fact  that  electric  and  insulin  shock  are  physi- 


ological methods  and  it  is  difficult  to  see 
how  a physiological  method  of  this  type 
could  be  influential  in  producing  a remission 
in  a purely  psychogenic  disorder. 

Thirdly,  the  incidence  of  schizophrenia,  for 
example  in  the  age  of  puberty,  or  in  the  long 
period  of  readjustment  which  occurs  toward 
the  end  of  a person’s  sexual  activity  is  sug- 
gestive of  some  connection  with  the  endo- 
crine system.  By  that  it  is  not  meant  to 
infer  that  the  factor  is  entirely  endocrine, 
but  that  some  connection  has  been  believed 
to  be  entirely  possible.  In  1949,  following 
advanced  work  done  in  New  York,  Dr.  Thom- 
assen,  a medical  student  at  Creighton  Un- 
iversity, did  rather  extensive  study  of  pa- 
tients as  to  their  blood  pressure  responses 
to  adrenalin  and  to  Mecholyl.  He  discovered 
that  there  was  quite  a marked  difference  in 
their  responses  to  both  of  these  drugs  when 
compared  to  the  responses  of  normal  individ- 
uals. For  example,  he  found  that,  in  normals, 
there  was  an  increase  of  about  80  mm.  of 
mercury  pressure  in  less  than  three  seconds 
after  five  minims  of  adrenalin  was  given  in- 
travenously. The  pressure  rapidly  returned 
to  normal.  He  discovered  that  in  normal  indi- 
viduals Mecholyl  produced  a drop  of  roughly 
40  mm.  of  mercury;  the  pressure  gradually 
returned  to  normal  at  the  end  of  the  twenty 
minute  period.  Those  afflicted  with  psy- 
chomotor psychoses,  however,  demonstrated 
a much  different  picture.  The  adrenalin 
response  was  normal,  but  the  response  to 
Mecholyl  was  prolonged  so  that  the  blood 
pressure  did  not  return  to  normal  for  periods 
as  long  as  forty-eight  hours.  In  the  affec- 
tive disorders  such  as  schizophrenia,  the 
blood  pressure  responses  to  adrenalin  were 
not  as  adequate  as  they  were  in  normal  in- 
dividuals, and  the  Mechoyl  response  was 
prolonged  over  periods  as  long  as  forty-eight 
hours,  as  well.  Indeed,  this  method,  if  it 
were  not  fairly  dangerous,  could  be  used  as  a 
diagnostic  criterion  in  determining  whether 
or  not  one  was  dealing  with  these  psychoses. 
One  must  be  cautioned,  however,  that  Mech- 
olyl is  a rather  dangerous  drug  to  use,  and  it 
can  have  bad  effects  if  not  properly  con- 
trolled. Dr.  Thomassen’s  work  was  very 
excellent,  and  he  laid  the  ground  work  for 
medical  students  at  Creighton  University 
who  are  writing  their  medical  theses  on  neu- 
rological and  psychiatric  subjects. 

Fourthly,  many  of  us  have  been  interested 
in  the  fact  that  women  who  have  had  re- 
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missions  from  schizophrenia  frequently  have 
periods  of  some  difficulty  in  their  mental 
states  during  menstruation.  Dr.  Riordan 
wrote  her  medical  thesis  on  changes  from 
the  normal  during  the  menstrual  cycle.  She 
found  some  rather  interesting  facts  which 
seem  to  bear  out  things  that  most  of  us  had 
noticed  clinically,  but  which  she  demonstrat- 
ed psychologically  by  the  use  of  tests  which 
could  be  registered  in  black  and  white.  These 
changes  in  normals  were  exaggerated  to  a 
much  greater  degree  in  the  psychotics,  and 
this  relationship  to  a possible  endocrine  etiol- 
ogy is  a subject  for  further  consideration. 
It  is  also  well  known  that,  very  frequently, 
schizophrenic  episodes  are  preciptated  by  the 
birth  of  a child ; and,  peculiarly  enough,  sev- 
eral patients  who  had  been  schizophrenic 
following  the  birth  of  a child  became  abso- 
lutely clear,  mentally,  during  gestation  with 
the  second  child,  only  to  relapse  as  soon  as 
the  child  was  born.  It  became  obvious  that 
there  was  a strong  possibility  of  some  rela- 
tionship between  these  psychoses  and  the  de- 
ficiencies of  organs  which  produce  ketoster- 
oids  in  the  urine.  Indeed,  it  was  found  in 
extensive  work  done  in  the  East  with  ketost- 
eroids  that  both  of  the  types  of  so-called 
functional  psychoses  had  diminished  ketost- 
eroid  output,  and  that  when  the  patients 
returned  to  normal  the  ketosteroid  output 
became  normal.  It  must  be  noted  at  this 
point  that  use  of  large  quantites  of  hormones 
which  are  excreted  as  ketosteroids  is  not 
sufficient,  to  cure  psychosis  per  se.  This 
leads  us  to  believe  that  there  may  be  still 
another  factor  involved. 

Fifthly,  it  is  interesting  to  note  that  those 
patients  who  are  given  electric  shock  show 
marked  increases  in  the  excretion  of  ket- 
osteroids in  the  urine.  This  is  also  true  fol- 
lowing insulin  therapy.  A psychiatrist  in 
Sweden,  believing  that  the  production  of 
these  hormones  was  important  in  the  cause 
of  the  depressive  psychoses,  decided  to  util- 
ize a new  method  of  increasing  pituitary  ac- 
tivity. He  made  use  of  radar  because  it  is 
capable  of  being  focused  at  a definite  point, 
and  employed  this  modality  to  raise  the  tem- 
perature of  the  hypothalamic  area.  He  found 
that  it  was  a fairly  effective  method  of  con- 
trolling and  curing  the  involutional  psychosis 
and  the  depressive  phase  of  the  manic  de- 
pressive psychosis.  True,  it  did  take  tre- 
mendously increased  time  as  compared  with 
conventional  methods  in  use  in  this  country, 
but  the  important  fact  was  that  this  method 


did  not  produce  the  so-called  death  threat 
which  has  been  blamed  by  the  psychogenetic 
psychiatrists  as  the  reason  for  cure  of  the 
so-called  functional  psychoses.  He  discov- 
ered that  those  patients  who  were  depressed 
had  a low  ketosteroid  output,  and  that  this 
ketosteroid  output  increased  with  the  use 
of  hypothalamic  radiation.  Indeed,  he  found 
that  all  of  those  patients  who  showed  an  ap- 
preciable rise  in  their  ketosteroid  output  had, 
also,  a remission  of  symptoms.  Those  pa- 
tients who  did  not  have  an  adequate  rise  in 
ketosteroid  output  did  not  have  a remission, 
and  were  not  capable  of  being  treated  by  this 
particular  method. 

During  the  last  two  years  Picard-Anni,  a 
medical  student  from  Panama,  and  Haight 
have  been  working  on  a project  with  me 
which  is  directed  at  a study  of  the  patient 
himself.  It  long  has  been  noted  clinically 
that  manic  depressive  patients  and  involu- 
tional patients  were  markedly  slowed  up ; 
that  is,  they  thought  more  slowly,  moved 
more  slowly,  and  all  of  their  actions  were 
taking  place  at  a slower  than  normal  rate. 
It  is  interesting  to  note  that  patients  with 
schizophrenia  who  were  depressed  did  not 
exhibit  this  phenomenon,  and  that  patients 
with  reactive  depressions,  which  were  psy- 
choneurotic in  nature,  also  were  not  slowed 
down.  The  success  these  young  men  had 
in  demonstrating  that  the  reaction  time  was 
reflected  by  changes  in  nerve  conduction 
time  is  little  short  of  phenomenal.  The  work 
is  fundamental  and,  I believe,  is  deserving 
of  considerable  commendation.  They  did 
their  work  by  testing  the  simple  reflex  arc, 
measuring  the  time-elapse  between  hitting 
the  quadraceps  tendon  and  the  production 
of  the  knee  jerk.  They  discovered  that  the 
reaction  time  in  depressed  patients  of  the 
involutional  and  the  manic  depressive  types 
was  markedly  increased,  in  some  cases  al- 
most to  twice  the  normal  rate  of  speed.  They 
discovered,  also,  that  in  the  few  patients  who 
were  tested  after  recovery  this  marked  in- 
crease in  conduction  time  had  been  reduced 
to  within  normal  limits.  They  also  discov- 
ered that  patients  who  were  depressed,  but 
were  schizophrenics,  as  well  as  those  who 
had  reactive  depressions,  were  not  slowed  up, 
and  in  many  cases  actually  had  shorter  than 
normal  conduction  time.  This  is  interesting 
in  investigative  psychiatry  because  of  the  im- 
plication that  the  increase  in  conduction  time, 
which  parallels  the  slowed  up  psychomotor 
(Continued  on  Page  438) 
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PRESIDENT  OF  BLUE  SHIELD  COMMISSION 
COMMENDS  NEBRASKA  MEDICAL  SERVICE 

Arthur  J.  Offerman,  M.D. 

President  of  Nebraska  Medical  Service 
Omaha,  Nebraska 

Dear  Doctor  Offerman : 

I note  that  Nebraska  Medical  Service  will  celebrate  its  Tenth  Anniversary,  October 
19,  1954.  It  is  with  great  pleasure  that  I extend  to  you  and  your  Board  of  Directors  and 
Staff  my  congratulations  on  ten  years  of  ever  expanding  service  to  the  people  of  Nebraska. 

The  policies  and  practices  established  by  Nebraska  Medical  Service  at  the  beginning  are 
worthy  of  commendation.  The  wisdom  exhibited  in  the  original  and  present  composition 
of  The  Board  of  Directors  by  inclusion  of  representatives  of  the  public  and  business  life  of 
your  State,  in  my  opinion  is  important  to  the  successful  operation  of  a Voluntary  Non  Prof- 
it Prepayment  Plan.  Such  composition  enhances  the  public’s  confidence  in  the  Plan  and 
utilizes  the  skills  and  knowledge  that  are  so  valuable  and  not  usually  possessed  by  those  of 
the  medical  profession. 

Your  ever  expanding  benefits  and  variable  contracts  offered  to  the  citizens  of  Ne- 
braska, supported  by  the  sound  philosophy  of  service,  is  to  be  commended. 

The  confidence  placed  in  Nebraska  Medical  Service  by  the  Medical  Profession,  as 
proven  by  85%  participating  cooperation  of  the  physicians  of  your  State,  is  a vital  factor 
in  your  successful  growth  and  actuarial  soundness. 

The  cooperation  and  active  interest  displayed  by  the  Nebraska  State  Medical  Asso- 
ciation in  the  affairs  of  Nebraska  Medical  Service,  can  not  be  over-emphasized. 

The  Tenth  Anniversary  of  Nebraska  Medical  Service  is  indicative  that  your  Plan  was 
one  of  the  Blue  Shield  Plans  that  entered  upon  and  explored  an  unchartered  course  of  serv- 
ice. There  were  few  actuarial  data  or  precedents  established  in  the  field  of  Prepayment 
Health  Insurance  in  1944.  Therefore  the  courage  and  faith  which  was  implemented  into 
dynamic  activity  deserves  recognition  and  highest  commendation. 

The  ever  expanding  and  liberalization  of  your  benefits  and  types  of  contracts  com- 
mensurate with  the  discovered  needs  of  the  Public,  culminating  in  The  Service  Contract, 
has  proven  the  mental  adaptability  and  spirit  to  serve  by  those  men  who  have  guided 
your  successful  and  laudatory  ten-year  history. 

In  no  small  measure  your  achievement  has  been  made  possible  by  the  close  cooperative 
liaison  with  the  Blue  Cross.  The  fundamental  philosophy  of  Blue  Shield  and  Blue  Cross 
is  identical.  It  is  only  by  joint  cooperation  that  efficient,  economical,  and  complete  pre- 
payment health  protection  is  brought  to  its  fullest  fruition. 

My  most  sincere  congratulations  and  best  wishes  for  continued  expanding  service  to 
the  people  of  Nebraska. 

L.  Howard  Sc-hriver,  M.D.,  President 

Blue  Shield  Commission 

(National  Association  of  Blue  Shield  Plans) 
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PRESIDENT  EARL  F.  LEININGER 


The  Nebraska  Medical  Service,  which  is  Blue  Shield,  is  celebrating  its  10th  Anniver- 
sary this  month. 

I feel  that  I have  a message  that  is  very  important  to  every  doctor  in  Nebraska. 
Blue  Shield  was  born  ten  years  ago,  on  October  19,  1944.  Like  some  of  our  great  men, 
or  even  our  nation,  it  had  a very  humble  beginning.  Thanks  to  the  founding  fathers  and 
those  who  have  been  responsible  for  its  growth,  they  were  and  are  men  with  a vision. 

Born  of  necessity,  it  is  now  generally  accepted  as  a part  of  us  in  the  business  side 
of  our  medical  lives.  Blue  Shield  is  our  own  organization  which  is  directed  by  our  own 
members.  It  is  Nebraska  doctors’  answer  to  socialized  medicine,  and  1 am  sure  that  it 
has  given  an  excellent  account  of  itself. 

In  the  organization’s  early  years  we  were  asked  to  sign  the  participating  agreement. 
I remember  that  this  request  was  not  accepted  too  kindly,  but  through  the  years  and  due 
to  the  good  business  methods  used,  1 am  informed  that  the  participating  agreement  is  now 
accepted  100  per  cent.  Also  due  to  the  good  business  methods  and  growth  of  the  organ- 
ization, the  payments  for  the  various  services  have  been  liberalized.  As  I look  over  the 
schedules  of  benefits  from  several  other  states,  which  give  us  a good  cross-section  of  Blue 
Shield  benefits,  I am  sure  that  Nebraska  Blue  Shield  can  be  very  proud  of  the  benefits 
it  offers.  It  compares  very  favorably  with  the  very  best. 

Doctors  as  a class  are  insurance-minded  because  they  know  that  insurance  today 
means  assurance  tomorrow.  Every  physician  knows  that  it  is  his  duty  to  care  for  the 
physical  and  mental  burdens  of  his  patients  and  in  this  changing  economic  structure  he  has 
learned  that  a third  duty  is  to  assist  them  with  their  financial  problems  pertaining  to  their 
illness.  Nebraska  doctors  have  assumed  this  duty  when  they  founded  and  promoted  Blue 
Shield.  A Blue  Shield  service  program  is  the  one  enterprise  that  builds  a tangible  solid- 
arity among  physicians  in  the  job  of  demonstrating  the  ability  of  the  profession  to  meet 
its  basic  responsibility  to  the  public. 

The  individual  doctor  is  more  than  just  a receiving  agent  for  Blue  Shield  checks.  He 
is  a vital  part  of  the  show.  Indeed,  he  is  the  ultimate  underwriter  of  the  whole  business. 
What  this  dynamic  enterprise  becomes  in  the  future  will  largely  depend  upon  the  interest 
that  each  physician  takes  in  it  from  this  time  on. 

Blue  Shield  is  an  important  institution  in  our  state  and  it  is  with  pride  and  pleasure 
that  the  Nebraska  State  Medical  Association  extends  congratulations  on  its  10th  Anniver- 
sary. 

I urge  every  doctor  in  Nebraska  to  give  this  growing  institution  his  support. 


E.  F.  Leininger,  M.D.,  President 
Nebraska  State  Medical  Association 
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TEN-YEAR  HISTORY  OF  NEBRASKA  BLUE  SHIELD 
SHOWS  STEADY  GROWTH  AND  PROGRESS 


Step-by-step  expansion  of  coverage  and  contin- 
uous adaptation  to  the  medical  needs  of  the  public 
have  characterized  history  of  Nebraska  Medical 
Service. 

Organized  first  by  the  Omaha-Douglas  County 
Medical  Society  and  chartered  on  October  19,  1944, 
the  Nebraska  Surgical  Plan  began  operation  in 
Omaha  and  Douglas  County  only.  In  May,  1944, 
the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  unanimously  approved  the  Plan 
for  state-wide  operation. 

In-Hospital  Medical  Care  benefits  were  added  to 
the  schedule  in  1946,  and  the  Plans  name  was 
changed  to  Nebraska  Medical  Service.  It  was  one 
of  the  charter  members  of  the  national  association 
of  Medical  Care  Plans.  This  association,  now  known 
as  Blue  Shield  Medical  Care  Plans,  Incorporated, 
serves  as  the  accrediting  and  coordinating  agency 
for  the  77  non-profit,  physician-sponsored  medical 
care  plans. 

The  Service  Benefit  feature  of  Blue  Shield  was 
unanimously  approved  by  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  in  1947, 
and  Nebraska  physicians  gave  their  support  to  the 
program  by  signing  the  Participating  Physician’s 
Agreement,  pledging  to  accept  Blue  Shield  fees  as 
payment  in  full  for  scheduled  services  to  Blue 
Shield  members  whose  annual  incomes  were  under 
$1,800  (single)  and  $2,600  (family). 

To  make  Blue  Shield  membership  available  to  per- 
sons who  were  not  eligible  for  Employee  Group  en- 
rollment, Non-Group  Individual  membership  was 
developed  and  offered  in  1949.  This  enabled  a new 


segment  of  Nebraskans  — the  self-employed  and 
rural  population — to  obtain  coverage  for  medical 
expenses. 

In  May,  1952,  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  adopted  a reso- 
lution to  increase  the  annual  income  limits  for  Blue 
Shield  Service  Benefits  to  $2,400  (single)  and  $3,200 
(family).  Physicians  again  indicated  their  approval 
of  the  Service  Benefit  principle  by  signing  the 
Amendment  to  the  Participating  Physician’s  Agree- 
ment, putting  into  effect  the  provision  of  Service 
Benefits  on  the  basis  of  the  higher  income  limits. 

A resolution  directing  the  Blue  Shield  Board  of 
Directors  to  develop  a Preferred  Service  contract 
was  unanimously  approved  by  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association  in 
May,  1954.  This  contract,  with  a schedule  of  pay- 
ments approximately  fifty  pei-cent  higher  than  the 
Standard  schedule,  was  designed  to  provide  Service 
Benefits  to  members  whose  annual  incomes  are 
$4,000  (single)  and  $5,500  (family).  By  offering 
the  Preferred  contract  in  addition  to  the  standard 
coverage,  Blue  Shield  makes  it  possible  for  approxi- 
mately eighty-five  percent  of  the  employed  persons 
in  Nebraska  to  obtain  medical  care  on  the  Service 
Benefit  basis. 

Because  of  capable  administration,  the  Plan  has 
made  consistent  additions  to  reserves,  and  it  is  in 
a sound  financial  condition.  The  experience  data 
accumulated  through  its  ten  years  of  operation 
provide  the  information  upon  which  the  Plan  may 
base  future  expansion  of  coverage  and  increased 
service  to  the  people  of  Nebraska. 
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Baby  Business  /* 

Big  Business 

Birth:  The  Universal  Miracle* 


A company  formed  to  enter  the  baby  business 
might  be  classified  by  the  Government  as  "Small 
Business".  There  is  all  the  romance,  the  designing, 
and  the  pleasure  one  would  encounter  in  "Big  Bus- 
iness". There  is  planning  and  anticipation;  there  is 
pain  and  joy;  there  is  failure  and  success;  often  there 
is  sadness.  There  is  financial  outlay  followed  by  a 
long  waiting  period  before  the  dividends  begin.  Any 
single  company  may  seem  like  a "Little  Business", 
but  Doctor  Sage  adds  up  the  totals  in  a masterful 
manner  to  prove,  in  a most  entertaining  way,  that 
"Baby  Business  is  Big  Business". 

EDITOR 

EVERYTIME  your  clock  ticks  a 
baby  is  born  somewhere  in 
the  world.  In  the  United  States 
a baby  is  born  every  eight  seconds.  Each 
morning'  the  world  has  55  thousand  new 
mouths  to  feed — a statistic  which  some 
people  find  frightening.  Dr.  Wm.  Snow,  an 
English  minister,  is  one  of  those.  He  re- 
cently said  that  some  form  of  international 
birth  control  is  inevitable,  adding  in  his  own 
words:  “It  may  come  by  pestilence,  famine, 
atomic  obliteration  or  by  general  consent. 
The  latter  means  babies  by  license  only  on 
the  authority  of  a world  parliament.”  We 
can  scarcely  subscribe  to  the  good  minister’s 
sentiments. 

Here  in  Omaha  we  had  8,402  births  last 
year;  36,963  births  in  Nebraska,  and  3,889,- 
000  in  the  U.S.A  Practically  99  per  cent  of 
births  in  this  area  occur  in  hospitals  and  we 
would  call  your  attention  to  the  fact  that 
hospitals  are  the  5th  largest  industry  in 
these  United  States.  There  are  nearly  8,000 
hospitals  in  this  country. 

How  good  a job  is  the  physician  doing  in 
increasing  our  population  by  over  3 million 
babies  each  year?  In  1926,  seven  mothers 
out  of  every  1,000  died  at  childbirth.  Last 
year  the  rate  was  only  one  in  a thousand. 
In  Nebraska  the  rate  is  even  lower — 0.65 
per  thousand,  in  1951 — a figure  of  which 
we  are  justly  proud.  Better  prenatal  care, 
better  care  at  the  time  of  delivery,  more 
deliveries  in  the  hospitals,  new  tools  in  our 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1953. 


EARL  C.  SAGE,  M.D. 

Omaha,  Nebraska 

armamentarium,  more  frequent  blood  trans- 
fusions, account  for  this  miraculous  im- 
provement. 

Woman’s  biologic  destiny  — childbearing 
and  child-rearing — means  big  business  for 
everybody — mostly,  I might  add,  for  the  hos- 
pitals. 

Says  Paul  Selby,  vice-president  of  the  Na- 
tional Consumer  Finance  Association, 
“There  are  25  per  cent  more  families  in  the 
buying  field  today  than  there  were  in  1940.” 
That’s  woman’s  destiny,  working  for  the 
merchant. 

The  birth  of  the  Lucille  Ball — Desi  Arnaz 
baby,  practically  on  television,  created  quite 
a stir.  This  parturitional  “gimmick”  started 
quite  a few  wheels  turning  and  we  don’t 
mean  just  the  four  wheels  of  the  baby  car- 
riage. The  Lucy  merchandising  line  started 
last  October  1952  (three  months  before  the 
child’s  birth).  Two  thousand  eight  hundred 
retail  outlets  began  selling  Lucille  Ball 
dresses,  sweaters,  blouses,  and  aprons ; dit- 
to for  Desi  Arnaz  smoking  jackets  and 
robes.  There  also  appeared  1 Love  Lucy 
dolls,  and  I Love  Lucy  pajamas  for  men  and 
women.  In  one  month  30,000  dresses,  32,000 
aprons,  and  35,000  dolls  crossed  the  count- 
ers. The  pajamas  were  gone  in  two  weeks, 
and  the  Christmas  rush  disposed  of  another 
85,000  dolls.  Last  week,  bedroom  suites  were 
introduced;  in  two  days  sales  of  $500,000 
were  racked  up. 

Still  to  come  are  Lucy  (and  presumably 
Desi)  layettes  and  nursery  furniture,  Desi 
sport  shirts,  Desi  Denims,  Lucy  lingerie  and 
costume  jewelry,  and,  somehow  a desk  and 
a chair.  From  all  of  these,  Desilu  will  reap 
five  per  cent  of  the  gross.  Unfortunately 
most  parents  cannot  capitalize  to  this  extent 
when  they  have  a new  addition  to  the  family. 

How  much  does  it  cost  to  have  a baby  ? 
Ninety-nine  per  cent  of  the  pregnant  wom- 
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en  are  hospitalized  for  delivery.  As  soon  as 
the  patient  registers  in,  there  is  a laboratory 
charge  of  $6.50.  As  soon  as  the  patient  falls 
into  labor  and  enters  the  delivery  room  there 
is  a $25.00  flat  fee  and  $10.00  anesthetic  fee. 
As  soon  as  the  baby  is  placed  in  the  nursery 
there  is  a $3.50  daily  charge  for  the  care 
of  the  newborn.  If  the  child  is  premature 
and  somewhat  asphyxiated  it  may  have  to  be 
put  into  the  air  lock  where  there  is  con- 
trolled temperature  and  humidity  and  a 
steady  supply  of  oxygen ; this  costs  $15.00  a 
day. 

We  recently  delivered  a young  lady  who 
desired  a single  room  and  bath ; the  daily 
rate  was  $18.50.  She  stayed  in  the  hospital 
seven  days,  so  the  first  week’s  bill  was 
$197.50.  That  figure  was  much  higher  than 
the  obstetrician’s  fee. 

It  is  safe  to  say  “the  cost  of  operation  of 
hospitals  has  extended  beyond  the  ceiling  of 
the  ability  of  most  persons  to  pay  for  what 
they  receive.” 

There  is  a hidden  cost  in  the  baby  business 
too.  Babies  born  to  servicemen  in  the  four 
lowest  pay-grades  cost  us  taxpayers  122  mil- 
lion dollars  during  the  six-year  period. 

Early  in  World  War  II,  difficulties  in  pro- 
viding obstetric  and  pediatric  care  to  the 
families  of  servicemen  led  to  establishment 
by  Congress,  in  July  1943,  of  the  Emergency 
Maternity  and  Infant  Care  Program,  pop- 
ularly known  as  EMIC.  The  program  was  na- 
tionwide in  scope,  continued  until  July  1, 
1949,  and  during  this  time  spent  $108,000,- 
000  for  1,169,000  maternity  patients  and 
$14,000,000  for  217,000  infants.  Eligibility 
for  the  program  was  limited  to  the  four 
lowest  pay-grades  in  the  services,  upon  ap- 
plication by  wife  of  the  serviceman. 

As  Hal  Boyle  said,  “The  biggest  problem 
in  the  world  today  is  people  and  the  biggest 
problem  about  people  is  that  there  are  more 
of  them  in  the  world  every  year.” 

There’s  proof  of  this  right  here  at  home 
in  our  schools.  Harry  Burke  stated,  in  the 
summer  of  1953,  that  the  1949-predictions 
on  Omaha  birth  rates  had  proved  too  con- 
servative— 1,600  births.  He  remarked  that 
resulting  school  enrollments  “will  exceed  ex- 
pectations by  almost  10  per  cent.  There  is 
no  certainty  when  the  rate  of  increase  will 
stop.”  This  Fall  there  were  2,000  additional 
pupils,  45  additional  teachers,  3 new  ele- 


mentary schools,  and  3 additions  to  existing 
schools. 

The  U.S.  Commissioner  of  Education,  Lee 
M.  Thurston,  said  there  would  be  a record 
of  36,949,700  students  enrolled  in  schools 
and  colleges  during  the  1953-54  academic 
year. 

This  would  be  two  million  more  than  the 
previous  record  of  34,933,100  set  last  school 
year. 

It  is  estimated  that  private  and  public 
elementary  schools  will  enroll  29,931,000 
children  this  coming  year,  with  more  than 
3 million  entering  the  first  grade.  This  fall 
the  United  States  will  be  short  about  345 
thousand  public  elementary  and  secondary 
school  classrooms. 

In  Oklahoma  City  the  kids  enjoyed  classes 
in  a circus  tent;  San  Bernardino  County, 
California,  solved  its  classroom  shortage  by 
using  10  big  yellow  busses.  In  Atlanta, 
Georgia,  4,000  children  were  going  to  classes 
in  churches,  scout  huts,  apartment  buildings, 
and  in  park  department  recreation  build- 
ings. 

As  Prof.  W.  C.  Korfmacher  of  St.  Louis 
University  put  it,  “the  fertile  forties  have 
produced  a terrible  shortage  of  school  build- 
ings and  teachers.  As  a result  the  grade 
school  may  be  shortened  to  six  years,  high 
school  to  3 years  and  college  to  3 years.” 
Moreover,  the  school  shortage  is  certain  to 
continue.  The  reason:  the  high  birth  rate 
immediately  after  the  second  World  War. 
Based'  on  latest  surveys,  it  now  appears 
that,  by  1960,  the  number  of  students  at- 
tending elementary  schools,  high  schools, 
and  colleges  will  increase  by  10  million  over 
the  present  total.  This  means,  unless  the 
school-building  program  is  tremendously 
accelerated,  the  classroom  shortage  will  be- 
come more  and  more  acute.  (Newsweek, 
Sept.  7,  1953). 

Even  the  Maternity  Ward  at  the  big  Cook 
County  Hospital  in  Chicago  was  over-taxed 
in  July,  1953.  In  that  month,  1,051  babies 
were  born,  and  because  of  overcrowding  they 
had  to  shut  down  except  for  dire  emer- 
gencies . 

Another  news  item  of  October  16,  1953: 
Mighty  G.  E.  Underestimates  Busy  Stork, 
But  Pays  Off.  New  York:  Let  it  never  be 
said  that  the  General  Electric  Company  bites 
off  more  than  it  can  chew.  The  firm 
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promised  five  shares  of  stock  to  every  baby 
born  Thursday  to  its  employes.  It  was  a 
stunt  to  mark  G.  E.’s  seventy-fifth  anniver- 
sary. The  company  figured  on  paying  may- 
be a dozen  or  so  kids.  But  ninety-two  had 
been  born  before  the  end  of  the  business 
day  — that’s  seven  times  as  many  stock- 
holders as  G.  E.  started  with  seventy-five 
years  ago.  It  figures  to  cost  the  company 
stock  worth  forty  thousand  dollars.  “Gen- 
eral Electric  stands  on  its  offer”,  was  the 
last,  rather  frantic  report  from  headquart- 
ers. The  guy  who  thought  up  the  idea  is  a 
bachelor. 

On  August  10,  1953,  the  baby  business 
brought  our  nation’s  population  up  to  160 
million.  The  country  grows  by  almost  300 
people  an  hour.  Omaha’s  population  has 
grown  by  nearly  15,000  since  the  1950  fed- 
eral census  was  taken. 

Up  to  1953  we  had  thirteen  Diplomats  of 
the  American  Board  of  Obstetrics  & Gyneco- 
logy in  Omaha.  Two  more  men  were  added 
to  this  list  this  year:  Walter  Cotton  and 
Wm.  Rumbolz.  Our  congratulations  to  them. 
It  gives  me  pleasure  to  introduce  the  young- 
er men  who  are  in  training  in  this  specialty 
in  our  two  Medical  Schools: 

At  Creighton  we  have:  Leo  B.  McGinty, 
Fred  Langdon,  Donald  Fangman,  James  Mc- 
Nerthney. 

At  the  University  of  Nebraska  College  of 
Medicine  we  have:  George  M.  Horner,  Colin 
B.  Schack  and  Ramona  J.  Middleton. 

Incidentally,  while  we  have  spent  these 
twenty  minutes  together,  150  babies  were 
born  in  these  United  States.  We  are  adding 
over  ten  thousand  new  babies  to  our  popula- 
tion every  single  day!  This  is  why  we  con- 
tend that  baby  business  is  big  business. 
This  ever  increasing  population  creates 
many  problems  but  we  will  be  big  hearted 
and  allow  you  to  form  your  own  solutions. 


ORGANIC  SIGNS  IN  PSYCHOSES 

(Continued  from  Page  429) 

activity  of  the  psychotic,  is  generalized  in  its 
effects  on  the  body  rather  than  localized 
to  the  brain  itself.  It  is  entirely  possible 
that  this  represents  a physiological  change 
in  the  entire  body  which,  of  course,  implies 
an  organic  factor. 

In  summary,  we  have  tried  to  point  out 
that  there  are  organic  factors  which  are 


necessary  in  the  production  of  psychoses.  In 
fairness,  it  must  be  added  that,  were  this 
the  only  factor,  all  patients  who  congenitally 
had  this  organic  factor  should  become  men- 
tally ill.  This  is  not  the  case.  It  must,  there- 
fore, be  assumed  that  there  is  a second  fac- 
tor, and  it  is  entirely  possible  and  probable 
mental  strain  which  has  been  commonly  as- 
sociated with  the  beginnings  of  these  dis- 
eases in  the  past.  It  is  entirely  possible  that 
the  psychogeneticists  are  half  wrong,  but 
then  again  they  also  may  be  half  right.  It 
is  common  knowledge  among  psychiatrists 
that  patients  with  psychogenic  psychoses  do 
much  better  in  retaining  their  state  of  well 
being  if  followed  up  with  adequate  psycho- 
therapy. This  could  only  be  directed  at  the 
psychogenic  causes  of  the  disorder.  In  con- 
clusion, it  must  be  remembered  that  the  pur- 
pose of  this  paper  is  to  show  that  organic 
factors  are  necessary  in  the  etiology  of  psy- 
choses of  all  types,  but  that  they  alone  do  not 
tell  the  whole  story. 


RECORD  NUMBER  OF  PHYSICIANS 
LICENSED  TO  PRACTICE  MEDICINE 

An  all-time  record  number  of  physicians — 218,- 
522  — were  licensed  to  practice  medicine  in  the 
United  States  at  the  close  of  1953,  it  was  disclosed 
in  the  52nd  annual  report  on  medical  dicensure  of 
the  American  Medical  Associations’  Council  on  Med- 
ical Education  and  Hospitals. 

Of  this  total,  156,333  were  engaged  in  private 
practice,  6,677  were  engaged  in  full-time  research 
and  teaching  and  were  physicians  employed  by  in- 
surance companies,  industries,  and  health  depart- 
ments, 29,161  were  interns  and  residents  in  hos- 
pitals and  those  engaged  in  hospital  administra- 
tion, 9,311  were  retired  or  not  in  practice  and  17,040 
were  in  government  service. 

According  to  the  report,  during  1953  there  were 
14,434  licenses  to  practice  medicine  issued  by  the 
48  states,  the  District  of  Columbia,  Alaska,  Canal 
Zone,  Guam,  Hawaii  and  Puerto  Rico  — an  increase 
of  1,206  over  the  number  issued  during  1952  and  the 
third  largest  number  issued  in  the  history  of  this 
country.  Of  this  total,  6,565  were  granted  after 
written  examination  and  7,869  by  reciprocity  or 
endorsement  of  state  licenses  or  the  certificate  of 
the  National  Board  of  Examiners.  The  majority  of 
those  issued  by  reciprocity  or  endorsement  were 
to  already  licensed  physicians  who  moved  their  prac- 
tice from  one  state  to  another. 

The  data  presented  in  the  report  showed  that 
last  year  7,276  physicians  received  their  first  license 
to  practice  medicine.  In  the  same  period  there  were 
approximately  3,421  deaths  of  physicians  reported, 
so  that  there  was  a net  gain  of  3,855  in  the  physi- 
cian population  in  the  United  States  and  its  teiTi- 
tories  and  outlying  possessions.  During  1952,  there 
was  a net  gain  of  2,987. 
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TUBERCULOSIS  ABSTRACTS 

TUBERCULOSIS  SURVEY  AND  THE 
GENERAL  PRACTITIONER 

In  the  first  six  months  of  1952,  as  a general 
practitioner  in  private  practice,  I took  X-ray  films 
of  the  chest  of  89  patients  in  the  3 to  76-year- 
age  group  in  my  office  and  discovered  four  cases 
of  active,  advanced  tuberculosis  in  patients  aged 
19  to  55  years,  which  necessitated  immediate  hos- 
pitalization; in  addition,  there  were  two  cases  of 
silicosis.  All  of  these  were  taken  on  14  by  17  film. 
The  percentage  of  diagnoses  was  approximately 
4.4. 

In  contrast  to  this  let  us  examine  the  figures 
from  a mass  chest  X-ray  survey  in  this  metropoli- 
tan community. 

In  April  and  May  of  1952  mobile  X-ray  units 
operated  throughout  southeast  Washington,  D.C. 
In  a period  of  six  weeks,  10,830  chest  pictures 
were  taken  on  microfilm.  These  represented  both 
males  and  females  whose  ages  ranged  from  15  to 
45  years  and  who  came  voluntarily  to  the  units. 
Upon  examination  of  the  films  the  tuberculosis 
association  requested  511  to  return  to  the  clinic 
for  repeat  X-ray  examinations  on  larger  film;  and 
of  this  number,  165  persons  were  studied  more 
completely  by  means  of  sputum  examination,  sedi- 
mentation rate,  and  other  diagnostic  procedures. 
Twenty-seven  cases  of  tuberculosis  “in  some  form 
or  another”  were  detected  and,  of  these,  exactly 
10  cases  of  active  tuberculosis  were  uncovered, 
in  addition  to  the  three  cases  of  far-advanced  tu- 
berculosis necessitating  hospitalization. 

Let  us  consider  the  vast  scope  of  the  survey,  the 
number  of  X-ray  films  made,  and  the  amount  of 
time  (6  to  8 hours  daily  except  Sunday)  required 
to  reveal  13  cases  of  active  tuberculosis,  three  re- 
qiring  hospitalization.  This  is  approximately  one 
tenth  of  one  per  cent,  a small  figure  for  so  large 
an  investment. 

It  is  unlikely  that  either  of  the  groups  X-rayed 
is  a sample  representative  of  the  total  population 
of  this  area.  The  group  examined  in  the  mobile 
units  contained  only  the  middle-age  range  and 
represented  only  those  persons  who  had  been 
reached  by  the  publicity,  who  wished  to  come,  and 
who  were  able  to  come.  No  device  for  random 
selection  was  employed.  Likewise,  the  group  of 
patients  examined  in  my  office  could  scarcely  be 
considered  an  unbiased  sample  either,  if  for  no 
other  reason  than  that  they  were  all  sick  people. 
Nevertheless,  the  disparity  between  the  percentages 
of  active  tuberculosis  in  the  two  groups  is  sufficient 
cause  for  reflection.  If  three  far-advanced  cases 
are  found  in  a public  survey  of  10,830  people 
and  four  such  cases  are  found  in  89  of  a general 
practitioner’s  patients,  which  is  the  better  place  to 
look  for  possible  tuberculosis? 

One  of  the  best  survey  areas  still  untapped  by 
the  physicians  or  other  surveys  is  in  the  hospitals 
themselves.  It  should  be  routine  and  required  prac- 
tice to  have  a chest  X-ray  film  taken  of  every 
patient  admitted  to  any  hospital.  Herein  is  the 
most  important  of  all  groups  for  chest  X-ray 
surveys.  The  potential  detection  of  minimal  tubei-- 
culosis  is  most  important  from  the  standpoint  of 


complete  cure  and  recovery,  more  so  than  far- 
advanced  tuberculosis. 

Statistical  data  will  bear  out  the  fact  that,  if  a 
routine  X-ray  film  of  the  chest  were  made  for 
every  patient  admitted  to  the  various  hospitals, 
many  cases  of  otherwise  unsuspected  tuberculosis 
would  be  uncovered  as  well  as  other  pulmonary 
and  cardiac  diseases.  The  percentage  rate  of  cases 
found  might  possibly  be  similar  to  that  seen  in 
private  practice. 

The  general  practitioner  cannot  afford  to  fail 
to  seize  his  opportunity  to  detect  these  cases.  He 
has  a public  responsibility  to  do  so  in  light  of  the 
above  figures,  which  indicate  that  if  he  does  not, 
no  volunteer  survey  will  or  can  detect  them. 
There  are  certain  persons,  sick  and  well,  who  will 
not  be  included  in  any  general  survey,  whether  it 
be  for  pulmonary  disease,  cancer,  heart  trouble, 
or  diabetes.  These  are  usually  the  youngsters  under 
15  years  and  the  older  folk  of  55  years  and  up. 
Such  individuals  generally  are  seen  only  when 
they  become  ill  and  seek  their  physicians  for  treat- 
ment or  advice.  Their  complaints  may  be  minor, 
but,  nonetheless,  this  is  the  time  to  examine  these 
patients  for  other  diseases,  and  general  practition- 
ers are  the  ones  to  make  such  examinations.  They 
should  look  for  signs  and  symptoms  other  than 
those  relating  to  the  patient’s  main  complaint 
(which  often  is  trivial)  and  be  alert  for  diseases 
of  the  lungs  and  other  organs.  Their  examination 
should  include,  in  addition  to  the  physical  examina- 
tion, an  X-ray  film  of  the  chest,  a blood  pressure 
estimation,  a blood  count,  and  a urinalysis.  Only 
thus  can  the  physician  fulfill  his  obligation  to  the 
patient. 

Most  patients  can  be  convinced  of  the  value  of 
a routine  X-i'ay  examination  of  the  chest.  Usually 
an  indirect  and  casual  approach  is  all  that  is  neces- 
sary. Even  when  the  consultation  concerns  only 
a simple  complaint  or  one  in  no  way  related  to 
the  respiratory  or  circulatory  system,  it  is  a rare 
patient  who  objects,  for  example,  to  a suggestion 
that  he  have  his  blood  pressure  checked,  or  who 
fails  to  give  an  amicable  reply  to  the  question, 
“Do  you  smoke?”  From  these  one  may  gently 
lead  up  to  the  important,  “When  did  you  last 
have  your  chest  X-rayed?”  Such  direction  of  the 
consultation  can  nearly  always  result  in  not  only 
the  X-ray  examination,  but  also  a urinalysis  and 
cardiac  examination. 

However,  this  ease  of  persuasion  cannot  be 
attributed  entirely  to  the  physician’s  skill.  We 
must  thank  our  advertising  media  for  creating 
a health-conscious  public.  Such  tractability  in  pa- 
tients indicates  that  at  least  part  of  their  “sales 
resistance”  to  preventive  medicine  has  already 
been  dissipated.  Yet  it  seems  but  a short  time  ago 
that  the  obstinate  patient  was  the  customary  one. 
His  refusal  of  each  procedure  suggested  was  al- 
most automatic.  He  had  to  be  almost  herded  into 
the  X-ray  room;  obtaining  a blood  specimen  or 
basal  metabolism  rates  were  absolutely  out.  The 
physician  escaped  frustration  only  when  the  pa- 
tient was  too  sick  to  object,  and  then  it  was  usually 
too  late  for  any  px-ocedure.  As  recently  as  1940, 
this  sort  of  patient  did  not  think  laboratory  pro- 
cedures were  worth  the  outlay  in  either  time  or 

(Continued  on  Page  450) 
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Coming  Meetings 

CLINICAL  SESSION  OF  THE  AMERICAN  MED- 
ICAL ASSOCIATION,  November  29-December  2, 
1954,  Miami,  Florida. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  Sixth 
Congress,  Honolulu,  Hawaii,  October  7-18,  1954. 

CRIPPLED  CHILDREN’S  CLINICS— 

October  9,  O’Neill,  High  School 
October  23,  Wayne,  Benthack  Hospital 
November  6,  Alliance,  St.  Joseph  Hospital 
November  20,  Ogallala,  Elks  Club 
December  4,  McCook,  St.  Catherine  Hospital 
December  11,  Hastings,  Mary  Lanning  Hospital 


1843-1910 


Organization  Section 

News  and  Views 

FROM  THE  OMAHA  WORLD-HERALD— 

The  American  Medical  Education  Founda- 
tion recently  announced  the  names  of  9 Ne- 
braska doctors  as  winners  of  its  Award  of 
Merit. 

They  are  Drs.  D.  A.  Dowell,  Harry  J.  Jen- 
kins, James  F.  Kelly,  Jr.,  James  F.  Kelly, 
Sr.,  L.  D.  McGuire,  J.  H.  Murphy,  and 
Wayne  M.  Hull,  all  of  Omaha.  Dr.  Walter 
Benthack,  Wayne,  and  Dr.  W.  S.  Ramaccot- 
ti,  Nebraska  City. 

FROM  THE  OMAHA  WORLD-HERALD— 

A 99-year-old  Nebraska  physician,  who  re- 
tired five  years  ago,  came  to  Chicago  re- 
cently and  revisited  scenes  of  his  early  med- 
ical training  near  Cook  County  Hospital 
where  he  interned  50  years  ago. 

He  is  Dr.  Marion  W.  Spohn,  who  has  been 
living  in  Hebron,  Nebraska  since  he  quit 
the  active  practice  of  medicine  in  near-by 
Chester  in  1949.  Dr.  Spohn  told  a reporter 
he  wishes  he  could  live  his  life  over  because 
he  again  would  be  a doctor,  and  the  second 
time  he  would  have  a chance  to  “do  things 
right.”  He  said  when  he  first  started  to 
practice  physicians  “knew  practically  noth- 
ing.” 

Dr.  Spohn  said  some  physicians  today  may 
be  a little  too  quick  with  the  knife,  but  he 
added : “Surgeons  today  are  doing  so  much 
good  I cannot  criticize  them.” 

FROM  THE  COLUMBUS  TELEGRAM— 

The  Hawaiian  Ti  plant,  used  mainly  up 
to  now  to  make  grass  skirts  and  native 
liquor  may  be  a valuable  source  of  a very 
rare  sugar  called  levulose. 

The  Grove  Farm  Company  sugar  planta- 
tion on  Kauai  island,  has  planted  about  12 
acres  of  Ti  to  investigate  the  possibility  of 
extracting  levulose  for  marketing  the  prod- 
uct. The  pilot  plant  will  also  determine  the 
cost  of  production  and  aid  in  determining 
the  market  price  that  can  be  expected. 

Levulose  known  also  as  fructose  or  fruit 
sugar,  is  the  sweetest  of  all  sugars.  It  is 
currently  used  in  intravenous  feeding  and 
treatment  of  diabetes. 
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FROM  THE  VALENTINE  NEWS— 

The  Bureau  of  Indian  Affairs  is  launch- 
ing a greatly  expanded  disease  prevention 
program  designed  to  bring  the  benefits  of 
modern  sanitation  and  personal  hygiene  di- 
rectly into  Indian  homes  and  communities 
in  the  Western  States  and  in  the  native  vil- 
lages of  Alaska.  First  step  in  the  new  pro- 
gram is  a six-week  orientation  course  for 
20  young  Indian  sanitation  aide  candidates. 
Upon  completion  of  the  course  the  new  san- 
itation aides  will  be  assigned  to  duty  serv- 
ing reservation  areas. 

Field  work  under  the  program  will  con- 
sist primarily  of  meetings  and  demonstra- 
tions in  reservation  areas  to  instruct  Indian 
families  in  practical  sanitation  measures  and 
personal  hygiene  precautions.  Special  empha- 
sis will  be  given  to  the  development  and  pro- 
tection of  family  and  community  water  sup- 
plies, the  construction  and  maintenance  of 
low-cost,  fly-tight  privies  and  garbage  pits 
of  simple  design,  the  fly-screening  of  home 
and  the  control  of  insect  breeding  places. 

“Poor  health,”  Commissioner  G.  L.  Em- 
mons said  in  commenting  on  the  new  pro- 
gram, “is  one  of  the  most  important  fac- 
tors now  holding  back  many  thousands  of 
Indian  people  from  a full  realization  of  their 
potentialities  as  American  citizens  and  as 
human  beings.” 

NEW  BALLISTOCARDIOGRAPH  DEVELOPED— 

The  Air  Research  and  Development  Com- 
mand has  announced  that  the  physicists  and 
engineers  at  the  Wright  Air  Development 
Center’s  Aero  Medical  Laboratory  have  suc- 
ceeded in  eliminating  all  the  “spring  and 
damping”  qualities  of  the  human  body,  by 
compensating  mechanisms  built  into  the  bed. 
This  required  about  ten  years  study  and 
work.  As  a result,  the  tracings  obtained  on 
their  ballistocardiograph  give  a very  accur- 
ate measure  of  the  “acceleration  given  the 
blood  as  it  is  ejected  from  the  heart.”  The 
strength  and  time  characteristics  of  the 
heart’s  contraction  may  thus  be  accurately 
calculated. 

GAMMA  GLOBULIN  REGULATIONS 
CHANGED— 

The  Department  of  Health  of  Nebraska 
has  announced  a change  in  regulations  re- 
garding the  use  of  poliomyelitis  immune 


globulin.  It  may  now  be  administered  to 
individual  contacts  of  suspected  or  diagnosed 
cases  of  poliomyelitis,  whereas  it  was  re- 
served, previously,  for  members  of  exposed 
groups.  The  use  of  larger  doses  is  also 
recommended.  The  suggested  formula  for 
calculating  the  dose  is  0.2  cc.  per  pound  of 
body  weight,  up  to  30  cc. 

ARCH  DONOVAN  SAID— 

In  his  column  “In  Step  With  the  Sower,” 
back  in  April  when  the  Legislature  was  in 
session,  Arch  Donovan  said : 

“No  lobby  in  the  last  session  of  the  Legisla- 
ture was  more  powerful  than  the  medical 
association,  which  obtained  a quarter  mill 
levy  to  provide  expansion  of  the  medical  col- 
lege to  train  fewer  than  a dozen  more  doc- 
tors and  a few  more  nurses  and  technicians. 

“Chief  benefit  was  to  the  medical  profes- 
sion itself  in  that  it  would  provide  clinics 
where  they  could  keep  up-to-date  on  new 
techniques  in  treating  disease. 

“The  plan  as  proposed  would  make  the 
medical  profession  the  only  profession  sub- 
sidized by  the  taxpayers  to  keep  up-to-date 
in  their  own  calling.”  (There  was  more  of 
the  same.) 

One  wonders  if  these  statements  resulted 
from  deep  sound  thinking.  Perhaps  the  whole 
profession  was  maligned  because  Mr.  Dono- 
van does  not  like  one  or  two  of  us. 

A NEBRASKA  GRAD— 

Colonel  Robert  J.  Benford,  USAF  (MC), 
1934  graduate  of  the  University  of  Nebraska 
College  of  Medicine,  Editor,  U.  S.  Armed 
Forces  Medical  Journal,  presented  a paper  on 
“The  Development  and  Growth  of  Aviation 
Medical  Literature”  at  the  Third  Annual 
Meeting  of  the  French-Speaking  Branch  of 
the  Aero  Medical  Association  in  Zurich, 
Switzerland,  September  21,  1954.  He  also  rep- 
resented the  Department  of  Defense  at  the 
Fifth  International  Medical  Journalism  Meet- 
ing of  the  World  Medical  Association  in 
Rome,  Italy,  September  30,  1954. 

BEHIND  THE  IRON  CURTAIN— 

“.  . . Under  Soviet-sphere  state  capitalism, 
plant  physicians,  acting  almost  as  plant  ac- 
countants, predetermine  the  number  of  per- 
sons entitled  to  be  sick.  Under  such  a sys- 
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tem,  a worker  is  not  sick  when  he  feels  sick 
nor  when  the  physician  thinks  he  is.  Strin- 
gent orders  regulating  diagnostic  criteria 
show  that  in  Poland,  for  example,  no  fac- 
tory worker  with  a temperature  below  101  F 
can  be  certified  sick.  Furthermore,  the  pa- 
tient’s temperature  must  match  the  nature 
of  the  complaint ; for  influenza,  for  instance, 
it  cannot  be  below  or  above  101  F . . .” 
(J.  A.  M.  A.,  155:1313,  Aug.  7,  1954.) 

Every  physician  who  is  in  the  least  com- 
placent about  state  medicine  should  read  this 
article. 

BRUCELLOSIS,  A PRESUMPTIVE 
DIAGNOSIS— 

A precise  diagnosis  of  brucellosis  by  isola- 
tion of  the  causative  organism  from  the  pa- 
tient rarely  can  be  made.  A presumptive 
diagnosis  is  often  arrived  at  by  the  agglut- 
ination test.  The  reliability  of  agglutination 
tests  has  been  questionable  because  of  “in- 
discrimnate  preparation  of  Brucella  antigens 
by  individual  laboratories.”*  ‘‘Through  the 
efforts  of  the  committee  of  the  National  Re- 
search Council  a Brucella  antigen  standard- 
ized according  to  the  committee’s  recommen- 
dations will  soon  be  made  commercially 
available.  The  committee  has  also  recom- 
mended that  a titer  of  1 :320  or  higher  will 
yield  more  reliable  information  than  lower 
titers.”  (*J.  A.  M.  A.,  155:1336,  Aug.  7, 
1954.) 

ALIEN  PHYSICIANS  FILL 
HOSPITAL  VACANCIES— 

During  the  1953-54  school  year,  5,589 
foreign  physicians  held  appointments  as  in- 
terns, residents,  or  fellows  on  house  staffs 
of  the  800  civilian  hospitals  approved  for 
such  training  by  the  Department  of  State. 
Three  years  before,  the  total  was  2,072. 

NUMBER  OF  PHYSICIANS  IN  U.S. 

REACHES  NEW  HIGH— 

A record  graduation  of  6,861  physicians 
during  the  past  year  by  our  nation’s  med- 
ical schools  has  boosted  the  ratio  to  an  all- 
time  high  of  one  physician  for  every  730 
persons  in  the  United  States.  Today’s  physi- 
cian population  has  now  reached  approxi- 
mately 220,100.  Ten  new  four-year  med- 
ical schools  are  in  construction  or  planning 
stages  and  will  be  in  operation  within  the 
next  few  years. 


AMEF  NEARS  ONE  MILLION  MARK— 

Several  large  contributions  from  state 
medical  societies  have  boosted  the  American 
Medical  Education  Foundation  to  almost  a 
million  dollars,  or  half  way  to  its  1954  goal. 
These  large  contributions  came  about 
through  a ten-dollar  raise  in  dues  in  certain 
state  societies,  the  added  revenue  from  which 
was  for  the  AMEF. 

“TODAY’S  HEALTH”  SETS  NEW 
CIRCULATION  RECORD— 

With  its  October  issue,  “Today’s  Health” 
(the  popular  health  magazine  published  by 
AM  A)  will  reach  a circulation  of  more  than 
340,000  copies  — the  highest  circulation  in 
its  31  year  history. 

Much  of  this  increase  in  circulation  is 
due  to  the  diligent  efforts  of  the  Woman’s 
Auxiliary  which  has  promoted  subscription 
sales  at  the  national,  state  and  local  level. 
At  the  present  time,  “Today’s  Health”  may 
be  found  in  the  reception  rooms  of  more 
than  103,000  physicians  and  45,000  dentists 
in  all  parts  of  the  United  States  and  its  ter- 
ritories. Many  thousands  of  patients  see  it 
every  month. 

THE  MONTH  IN  WASHINGTON— 

Washington,  D.  C.  — When  the  84th  Con- 
gress convenes  in  January,  the  Eisenhower 
Administration  will  press  for  passage  of  at 
least  two  bills  that  failed  to  get  through  last 
session,  reinsurance  and  a new  program  of 
medical  care  for  military  dependents.  The 
former  was  decisively  defeated  in  the  House. 
The  latter  did  not  reach  a vote  in  either 
chamber. 

In  a radio  address  summing  up  his  Ad- 
ministration’s legislative  achievements,  Mr. 
Eisenhower  confirmed  that  he  was  prepared 
to  renew  the  fight  next  session  to  have  the 
federal  government  set  up  a system  for  re- 
insuring health  insurance  programs.  He  de- 
clared : “Health  reinsurance  we  are  going 

to  put  before  Congress  again  because  we 
must  have  a means  open  to  every  American 
family  so  that  they  can  insure  themselves 
cheaply  against  the  possibility  of  catastrophe 
in  the  medical  line.” 

There  have  been  no  indications  how  far 
the  Administration  would  go  in  amending 
the  reinsurance  bill  to  satisfy  its  critics.  It 
is  possible  also  that  if  all  objectionable  fea- 
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tures  were  removed  there  would  be  little  left 
of  the  bill. 

At  Senate  and  House  hearings,  reinsur- 
ance was  roundly  denounced  by  most  wit- 
nesses, for  a variety  of  reasons.  AMA’s 
position  was  that  reinsurance  wasn’t  needed 
because  private  funds  are  available  for  the 
limited  amount  of  reinsurance  that  could  be 
used,  and  that  in  addition  the  program  pro- 
jected the  federal  government  too  far  in 
the  direction  of  control  of  medical  care. 

Later  in  the  session,  Mr.  Eisenhower  him- 
self and  Mrs.  Hobby  made  every  effort  to 
win  over  critics  of  reinsurance,  and  to  force 
the  bill  through  Congress.  In  the  light  of 
these  efforts  — including  a nationwide  ra- 
dio appeal  by  Mrs.  Hobby  — the  defeat  of 
the  bill  in  the  House  of  Representatives  was 
regarded  as  one  of  the  most  surprising  suf- 
fered by  the  Administration  on  any  domestic 
legislation. 

Currently  Secretary  Hobby  and  Chairman 
Charles  Wolverton  of  the  House  Interstate 
and  Foreign  Commerce  Committee  are  at- 
tempting to  bring  together  all  parties  inter- 
ested in  health  legislation  to  see  if  a com- 
promise can  be  worked  out  on  reinsurance. 

Although  the  dependent  medical  care  bill 
wasn’t  passed,  this  fact  was  not  in  any  way 
regarded  as  a defeat  for  Mr.  Eisenhower. 
The  bill  was  offered  in  the  Senate  in  plenty 
of  time  for  action,  but  the  introduction  of 
the  House  bill  was  held  up  until  Defense 
Department  could  estimate  the  first  year’s 
cost,  eventually  set  at  $67  million.  At  any 
rate,  neither  Senate  nor  House  Armed  Serv- 
ices Committee  held  hearings  on  the  meas- 
ure. 

In  another  statement,  Mr.  Eisenhower 
made  it  clear  that  he  expects  the  next  Con- 
gress to  do  something  about  improving  and 
making  more  uniform  the  system  of  med- 
ical care  for  servicemen’s  families.  Congress, 
he  said,  “must  eventually  meet  certain  im- 
perative needs  of  the  members  of  the  armed 
forces.”  He  explained  that  servicemen  now 
“lack  adequate  medical  care  for  dependents. 
. . . It  is  most  important  that  these  needs 
of  the  armed  forces  personnel  serving  their 
country  often  in  remote  corners  of  the  world 
engage  our  serious  consideration.” 

Although  the  American  Medical  Associa- 
tion has  not  had  any  opportunity  to  testify 
on  the  dependent  care  plan  before  Congres- 
sional committees,  it  has  made  its  views 


known  to  the  Defense  Department.  In  gen- 
eral the  AMA  is  not  opposed  to  Defense  De- 
partment proposals  that  a more  uniform  sys- 
tem be  worked  out,  and  that  the  federal  gov- 
ernment bear  most  of  the  cost.  On  one  im- 
portant point,  however,  the  recommenda- 
tions of  the  department  and  of  the  Associa- 
tion are  in  direct  conflict.  The  department 
would  have  the  military  medical  departments 
themselves  furnish  dependent  medical  care 
wherever  they  could,  with  service  families 
going  to  private  physicians  and  private  hos- 
pitals only  where  the  uniformed  physicians 
couldn’t  handle  them.  The  Association,  on 
the  other  hand,  proposes  that  dependents 
be  cared  for  by  the  military  medical  depart- 
ments only  where  civilian  medical  facilities 
are  inadequate  to  furnish  proper  care. 

Federal  officials,  meanwhile,  are  busy  pre- 
paring to  put  into  effect  the  new  health  bills 
passed  by  Congress.  Basic  state  allotment 
percentages  have  been  worked  out  for  the 
new  Hill-Burton  program  (for  facilities  oth- 
er than  complete  hospitals)  and  for  the  ex- 
panded vocational  rehabilitation  program. 
The  Internal  Revenue  Bureau  is  about  to  is- 
sue detailed  instructions  to  taxpayers  re- 
garding changes  in  medical  expense  deduc- 
tions and  other  benefits  in  the  new  tax  law. 


Announcements 

CONTINUATION  COURSE  FOR 
GENERAL  PHYSICIANS— 

The  University  of  Minnesota  announces  a 
continuation  course  in  Infectious  Diseases 
for  Physicians  which  will  be  held  at  the  Cen- 
ter for  Continuation  Study  next  November 
18  to  20.  Practical  and  fundamental  aspects 
of  the  diagnosis  and  management  of  infect- 
ious diseases  of  all  types  will  be  taken  up. 
Guest  speakers  will  be  Doctors  Harry  Eagle, 
Chief,  Section  of  Experimental  Therapeutics, 
National  Microbiological  Institute,  National 
Institutes  of  Health,  Bethesda,  Maryland ; 
and  Ellard  M.  Yow,  Assistant  Professor  of 
Medicine,  Baylor  University  School  of  Med- 
icine, Houston,  Texas.  Dr.  Eagle  will  also 
present  the  annual  Journal-Lancet  Lecture 
on  Thursday  evening  November  18.  The 
course  will  be  presented  under  the  direction 
of  Dr.  W.  W.  Spink,  Professor,  Department 
of  Medicine,  and  members  of  the  faculty  of 
the  University  of  Minnesota  Medical  School 
and  the  Mayo  Foundation  will  complete  the 
faculty.  Lodging  and  meal  accommodations 
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are  available  at  the  Center  for  Continuation 
Study. 

ANOTHER  VAN  METER  PRIZE  OFFERED 
FOR  GOITER  ESSAY— 

The  American  Goiter  Association  again 
offers  the  Van  Meter  Prize  Award  of  three 
hundred  dollars  and  two  honorable  mentions 
for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the 
thyroid  gland.  The  award  will  be  made  at 
the  annual  meeting  of  the  Association  which 
will  be  held  in  Oklahoma  City,  April  28,  29, 
and  30,  1955.  If  interested,  write  John  C. 
McClintock,  M.D.,  Secretary,  The  American 
Goiter  Association,  1491/)  Washington  Ave., 
Albany,  N.Y. 

CONFERENCE  ON  SILICOSIS  AND 
OCCUPATIONAL  CHEST  DISEASES— 

A conference  on  silicosis  and  diseases  of 
the  chest  of  occupational  origin,  jointly  spon- 
sored by  the  McIntyre  Research  Foundation 
of  Toronto,  Canada,  and  the  Saranac  Labor- 
atory of  Saranac  Lake,  New  York,  has  been 
arranged  for  Feb.  7,  8,  and  9,  1955,  in  the 
Town  Hall  at  Saranac  Lake.  Doctors,  scien- 
tists, and  businessmen  concerned  with  the 
problems  of  “occupational  chest  diseases,” 
from  anywhere  in  the  world,  are  invited  to 
attend.  For  information  address  Mr.  Nor- 
man R.  Sturgis,  Jr.,  Saranac  Laboratory, 
Saranac  Lalce,  N.  Y. 

GASTROENTEROLOGICAL  CONVENTION  AND 
POSTGRADUATE  COURSE— 

The  Nineteenth  Annual  Convention  of  the 
National  Gastroenterological  Association  and 
the  First  Annual  Convention  of  the  Ameri- 
can College  of  Gastroenterology  will  be  held 
at  The  Shoreham,  in  Washington,  D.C.,  on 
Oct.  25,  26  and  27,  1954.  This  will  be  fol- 
lowed, on  Oct.  28,  29,  and  30,  by  the  Sixth 
Annual  Course  in  Postgraduate  Gastroenter- 
ology, directed  by  Doctors  Owen  H.  Wangen- 
stein  and  I.  Snapper.  The  scientific  sessions 
are  open  to  all  physicians  without  charge.  The 
Postgraduate  Course  will  be  open  only  to 
those  who  have  matriculated  in  advance.  For 
further  details,  write  National  Gastroenter- 
ological Association,  33  West  60th  Street, 
New  York  23,  N.  Y. 

CLINICAL  CONGRESS  AMERICAN 
COLLEGE  SURGEONS  TO  MEET— 

“The  largest  and  most  widely  instructive 
meeting  of  surgeons  in  the  world”  will  be 


held  in  Atlantic  City,  N.  J.,  November  15 
to  19.  This  will  be  the  40th  Annual  Clinical 
Congress  of  the  American  College  of  Sur- 
geons. If  interested  in  attending,  write  for 
details  to  Charles  deT.  Shivers,  Atlantic  City, 
N.  J. 

SECTIONAL  MEETINGS,  COLLEGE 
OF  SURGEONS— 

Sectional  meetings  have  been  scheduled 
by  the  American  College  of  Surgeons  in  the 
following  cities,  on  the  dates  shown.  De- 
tailed information  will  be  released  at  a later 
date.  Galveston,  Texas;  Buccaneer  and 
Galvez  Hotels;  Jan.  17-19,  1955.  Cleve- 
land, Ohio;  Hotels  Cleveland  and  Hollen- 
den;  Feb.  21-24.  Providence,  Rhode  Island ; 
the  Sheraton-Biltmore ; March  3-5.  Nash- 
ville, Tenn.;  Dinkler-Andrew  Jackson  and 
Auditorium;  April  4-6.  Sun  Valley,  Idaho ; 
Sun  Valley  Lodge ; April  18-20.  Winnipeg, 
Manitoba;  The  Fort  Garry;  April  25-26. 


Nebraska  State  Services  for 
Crippled  Children 

Dr.  Ernest  W.  Hancock,  Chief  of  the  Of- 
fice of  Services  for  Crippled  Children  in  the 
State  Division  of  Public  Welfare  since  the 
earliest  days  of  the  program  in  Nebraska, 
died  suddenly  on  July  26,  1954.  The  newly 
appointed  Chief  of  the  Office  is  Dr.  Frank 
A.  Stewart,  Lincoln  pediatrician. 

Dr.  Stewart  is  a native  Nebraskan  and  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  is  certified  by  the  Amer- 
ican Board  of  Pediatrics,  and  is  a member 
of  the  American  Academy  of  Pediatrics.  He 
served  for  three  years  as  a medical  officer 
in  the  Navy,  was  resident  in  pediatrics  at 
the  University  Hospital  in  Ann  Arbor,  Mich- 
igan, and  in  private  pediatric  practice  in 
Newport,  Rhode  Island  and  Colorado 
Springs,  Colorado,  before  returning  to  Ne- 
braska, in  1951. 

Nebraska  has  recognized  the  medical  needs 
of  physically  handicapped  children  for  many 
years.  A first  step  in  accepting  responsibil- 
ity for  service  was  taken  in  1905,  when  the 
Orthopedic  Hospital  in  Lincoln  was  opened. 
In  a special  session  in  1935,  the  Nebraska 
Legislature  enacted  legislation  to  enable  the 
state  to  take  advantage  of  Federal  funds  ap- 
propriated through  the  Social  Security  Act, 
to  be  used  for  the  extension  of  services  to 
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crippled  children,  particularly  to  those  in 
“rural  areas  and  areas  of  special  need.” 
State-wide  clinic  service  for  children  initiated 
by  the  Elks  Lodge  in  Nebraska  was  com- 
bined with  the  State  Services  at  that  time. 
In  May,  1937,  the  program  of  Services  to 
Crippled  Children  was  integrated  with  the 
Orthopedic  Hospital  program  when  the  re- 
sponsibility for  providing  the  services  was 
assigned  to  the  Board  of  Control. 

In  the  early  days  of  the  program  Dr.  Han- 
cock served  as  medical  consultant  and  was 
later  appointed  Chief  of  Staff,  serving  in 
this  capacity  until  his  death.  Much  credit 
for  the  success  of  the  program  in  Nebraska 
must  be  attributed  to  Dr.  Hancock’s  contin- 
uous work  in  coordinating  the  various  activi- 
ties. Under  his  leadership  the  program  has 
become  a valuable  source  of  service  for  our 
handicapped  children  and  a helpful  resource 
for  the  physicians  who  must  deal  with  these 
children. 

The  service  now  functions  as  an  Office  in 
the  State  Division  of  Public  Welfare,  and  is 
administered  by  the  State  Board  of  Public 
Welfare.  Services  are  available  to  children 
under  21  years  of  age  who  are  suffering 
from  orthopedic  conditions  which  offer 
promise  of  recovery  or  improvement.  Other 
types  of  crippling  conditions  are  accepted  for 
service  as  funds  and  facilities  permit,  such 
as  cleft  palate,  harelip,  burn-contractures, 
exstrophy  of  the  bladder,  rheumatic  heart 
and  congenital  heart  disease.  The  program 
objective  is  to  provide  for  these  handicapped 
children  complete  medical,  nursing,  and  so- 
cial services. 

Permanent  clinics  at  the  Othopedic  Hos- 
pital in  Lincoln  and  at  the  University  Med- 
ical School  Dispensary  in  Omaha,  and  itin- 
erant clinics  in  eight  clinic  areas  throughout 
the  state  are  used  for  diagnostic  services. 
In  attendance  at  these  clinics  are  one  or 
more  orthopedists,  a pediatrician,  two  social 
workers,  a physical  therapist,  and  a repre- 
sentative from  the  State  Department  of  Vo- 
cational Rehabilitation.  Follow-up  service 
for  children  receiving  treatment  is  provided 
through  the  facilities  of  the  clinics  also. 

Orthopedic  and  cerebral  palsied  patients 
are  treated  at  the  Orthopedic  Hospital  in 
Lincoln ; rheumatic  fever  and  congenital 
heart-patients  are  cared  for  at  the  Univer- 
sity Hospital  in  Omaha.  Heart-cases  requir- 
ing surgery  are  referred  to  the  Children’s 
Memorial  Hospital  in  Chicago.  Repair  of 


cleft  palate  and  harelip  and  follow-up  orth- 
odontic care  is  provided  through  other 
special  facilities. 

An  Information  Pamphlet  describing  the 
program  of  Services  for  Crippled  Children 
will  be  available  soon  and  will  be  sent  to 
physicians  throughout  the  State. 

The  State  Division  of  Public  Welfare,  the 
Staffs  of  the  Office  of  Services  for  Crippled 
Children  and  the  Orthopedic  Hospital,  and  all 
of  the  affiliated  services  are  deeply  grate- 
ful to  the  physicians  of  Nebraska  for  their 
excellent  cooperation  in  maintaining  the  ef- 
fectiveness of  this  constructive  program. 


News  From  Our  Medical  Schools 

The  University  of  Nebraska  College  of 
Medicine  in  Omaha  announces  the  appoint- 
ment of  three  full-time  men  who  will  join 
its  faculty  September  1. 

Doctor  Roy  Groves  Holly  has  been  named 
Professor  of  Obstetrics  and  Gynecology.  At 
present  he  is  attending  physician  at  Minne- 
apolis General  Hospital  and  Associate  Pro- 
fessor of  Obstetrics  and  Gynecology  at  Uni- 
versity Hospital  in  Minneapolis. 

Doctor  Gordon  Everett  Gibbs  will  be  As- 
sociate Professor  of  Pediatrics.  He  is  now 
Associate  Professor  of  Pediatrics  at  the  Uni- 
versity of  Maryland. 

Doctor  Merle  McNeil  Musselman  will  as- 
sume duties  as  Associate  Professor  of  Sur- 
gery. He  is  Instructor  in  Surgery  at  the  Uni- 
versity of  Michigan,  Director  of  Surgery  at 
Wayne  County  General  Hospital  in  Eloise, 
Michigan,  and  Consultant  in  Surgery  at  the 
Veterans  Administration  Hospital  in  Ann 
Arbor. 

Doctor  John  R.  Schenken  has  been  ap- 
pointed Chairman  of  the  Department  of 
Pathology.  Doctor  Schenken  is  President 
of  the  American  Society  of  Clinical  Patholo- 
gists and  of  the  International  Congress  of 
Clinical  Pathologists. 

On  July  1 Doctor  James  W.  Benjamin  as- 
sumed duties  of  the  newly  created  post  of 
Assistant  Dean  of  the  College  of  Medicine. 
Doctor  Benjamin  was  formerly  Assistant 
Dean  and  Professor  of  Anatomy  at  the  New 
York  University  School  of  Medicine. 

The  Nebraska  Psychiatric  Institute  and 
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the  University  of  Nebraska  College  of  Med- 
icine have  recently  appointed  the  following 
men  to  their  staffs. 

Doctor  Harold  R.  Martin  will  be  Clinical 
Director,  Adult  Inpatient  Service  at  the  In- 
stitute and  Assistant  Professor,  Neurology 
and  Psychiatry  at  the  College.  Doctor  Mart- 
in conies  from  the  Institute  of  Living,  Hart- 
ford, Conn. 

Doctor  J.  W.  Rose  will  be  Psychiatrist, 
Children’s  Service,  at  the  Institute  and  As- 
sistant Professor,  Neurology  and  Psychiatry, 
at  the  College.  Doctor  Rose  comes  from 
Oneida  Child  Guidance  Center,  Utica,  New 
York. 

Doctor  LaVern  Strough  will  be  Clinical 
Director,  Adult  Outpatient  Service,  at  the 
Institute  and  Assistant  Professor,  Neurol- 
ogy and  Psychiatry,  at  the  College.  Doctor 
Strough  was  formerly  Chief  of  the  Mental 
Health  Clinic  for  the  Veterans  Administra- 
tion. 

Doctor  Franklvn  Arnhoff  will  be  Clinical 
Psychologist  at  the  Institute  and  Instructor, 
Medical  Psychology  at  the  College.  Dr.  Arn- 
hoff comes  from  Northwestern  University. 

Human  Interest  Tales 

Dr.  Paul  Martin,  Ord,  was  recently  appointed 
Valley  County  physician. 

Dr.  Richard  Gelwick,  Falls  City,  has  opened  his 
medical  offices  in  St.  Paul. 

Dr.  Mark  Rhode,  former  resident  of  Decatur,  has 
opened  his  medical  offices  in  Buhl,  Idaho. 

Dr.  A.  C.  Colman,  Chappell,  has  resumed  his  prac- 
tice after  a year  and  a half  absence  due  to  ill  health. 

Dr.  and  Mi-s.  G.  E.  Charlton,  Norfolk,  spent  their 
summer  vacation  at  Lake  Lac  La  Croix,  Minnesota. 

Dr.  John  R.  Thompson,  Auburn,  has  been  named 
college  physician  at  Peru  State  Teachers  College. 

Dr.  R.  L.  Cassel,  Fairbury,  has  returned  from 
active  duty  and  has  resumed  his  practice  in  Fair- 
bury. 

Dr.  H.  D.  Myers,  Schuyler,  has  been  re-elected 
chairman  of  the  Colfax  Chapter  of  the  American 
Red  Cross. 

Dr.  Morris  Margolin,  Omaha,  was  recently  named 
governor  of  Nebraska  for  the  American  Diabetes 
Association. 

Dr.  Wm.  Barelmann,  Omaha,  is  now  associated 
with  Drs.  A.  W.  Anderson  and  R.  H.  Scherer  of 
West  Point. 

Dr.  Robert  J.  Wallace,  O’Neill,  has  enlisted  in 
the  Air  Force  and  has  reported  for  duty  at  Mont- 
gomery, Alabama. 

Dr.  J.  Harry  Murphy,  Omaha,  attended  the  In- 
ternational Poliomyelitis  Conference  in  Rome,  Italy, 
which  met  in  September. 


Dr.  F.  M.  Bell,  Grant,  was  honored  at  the  Perkins 
County  Fair,  in  August,  for  his  50  years  of  med- 
ical service  to  that  community. 

Dr.  Robert  Koefoot,  Grand  Island,  will  be  in  the 
offices  of  Dr.  Byron  Brown,  Superior,  on  Thursday 
afternoons,  as  a surgical  consultant. 

Dr.  Virginia  Stuermer,  Lincoln,  has  joined  the 
faculty  of  the  Yale  School  of  Medicine  in  the  De- 
partment of  Obstetrics  and  Gynecology. 

Dr.  Wilmar  Kamprath  and  his  wife  Coll  Kamp- 
rath  who  also  holds  a Doctor  of  Medicine  degree 
will  open  their  practice  of  medicine  in  Utica. 

Dr.  John  R.  Schenken,  Omaha,  has  been  named 
chairman  of  the  Department  of  Pathology  of  the 
University  of  Nebraska  College  of  Medicine. 

Drs.  L.  J.  Ekeler  and  W.  C.  Niehaus,  David  City, 
have  announced  plans  to  construct  a new  clinic 
building.  Tentative  completion  date  is  January  1, 
1955. 

Dr.  Henry  J.  Caes,  Dayton,  Ohio,  has  joined  the 
staff  of  the  Mary  Lanning  Memorial  Hospital  in 
Hastings  as  pathologist  and  director  of  labora- 
tories. 

The  members  of  the  Elkhorn  Valley  Medical  So- 
ciety met  recently  at  the  Norfolk  Country  Club  for 
a morning  of  golf  and  an  afternoon  of  professional 
discussions. 

Dr.  Harold  S.  Morgan,  Lincoln,  spent  two  weeks 
in  Switzerland,  in  July,  where  he  presented  a paper 
at  the  International  Congress  of  Gynecology  and 
Obstetrics,  at  Geneva. 

Dr.  Maurice  Frazer,  Lincoln,  has  been  elected 
px-esident-elect  of  the  Rocky  Mountain  Radiolog- 
ical Society.  The  Society  held  its  Annual  Session 
in  Denver  during  August. 

The  new  doctor’s  clinic  building  in  Stromsburg 
is  expected  to  be  completed  by  November.  Dr. 
Dean  F.  Hammond,  Chetek,  Wisconsin,  will  occupy 
the  building  upon  completion. 

Dr.  Curtis  McCallister,  Ansley,  was  honored  at  a 
recent  meeting  of  the  Ansley  American  Legion  for 
his  many  years  of  service  to  his  county.  Dr.  Mc- 
Callister is  a Major  in  the  Army. 

The  Wolbach  Community  Club  is  in  the  process 
of  planning  a one  day  celebration  in  honor  of  Dr. 
A.  H.  Holm,  who  will  have  practiced  medicine  in 
Wolbach  a half  century  next  spring. 

Dr.  August  Swanson,  former  York  resident,  was 
a member  of  a team  of  three  specialists  that  was 
sent  to  Anchorage,  Alaska,  to  aid  in  the  fight 
against  the  upsurge  of  polio  during  August. 

Mr.  Charles  Stiefvaster,  Kearney,  has  received  a 
patent  number  for  an  operating  room  accessory. 
He  was  asked  to  design  such  an  accessory  for  the 
maintenance  of  a good  position  during  all  lateral 
procedures.  The  instrument  is  being  used  at  the 
Good  Samaritan  Hospital  in  Kearney. 


The  segregation  of  mental  patients  with  tuber- 
culosis should  present  no  different  problem  in  most 
mental  institutions.  While  separate  buildings  for 
these  patients  are  preferable,  a considerable  degree 
of  segregation  can  be  provided  in  special  wards  of 
buildings  housing  other  patients.  Julius  Katz,  M.D., 
Editorial,  NTA  Bulletin,  February,  1954. 
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The  Woman's  Auxiliary 

The  fall  Board  Meeting  of  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical 
Association  will  be  held  Monday,  September 
27th,  10:00  a.m.,  at  the  Blackstone  Hotel, 
House  and  Garden  rooms,  in  Omaha.  There 
will  be  a luncheon  at  12 :30  p.m.,  and  the 
meeting  with  convene  for  a three-minute 
report  from  each  board  member. 

TARGETS  — FOR  TRAFFIC  SAFETY 

Subject:  Child  Safety. 

Slogan:  WATCH  OUT  FOR  KIDS! 

In  1953,  4,400  children  under  the  age  of 
15  were  killed  in  motor  vehicle  accidents, 
and  225,000  were  injured.  The  problem  is 
brought  sharply  into  focus  in  September 
when  millions  of  children  throng  the  streets 
in  their  annual  trek  back  to  school. 

THE  REMEDY:  COOPERATIVE  AC- 
TION. 

There  is  no  simple  remedy  for  the  prob- 
lem of  traffic  accidents  involving  children. 
It  takes  the  combined  efforts  of  everyone 
concerned  — parents,  motorists,  the  schools, 
and  children  themselves  to  bring  about  ef- 
fective results. 

RULES  FOR  PARENTS 

1.  Remember,  your  own  behavior  in  traf- 
fic is  the  BIG  INFLUENCE  in  your  chil- 
dren’s behavior.  Drive  always  as  if  you 
were  teaching  someone  to  drive ; walk  with 
the  green  light,  looking  both  ways  first. 

2.  Find  out  what  traffic  safety  educa- 
tion your  children  are  receiving  at  school 
and  coordinate  your  own  instruction  with 
it.  Conflict  between  home  and  school  in- 
struction confuses  children. 

3.  See  that  your  children  play  only  in 
approved  play  areas  and  impress  upon  them 
the  danger  of  playing  in  the  street  or  near 
moving  traffic. 

4.  Children  should  be  taught  to  use  roller 
skates,  tricycles,  bicycles,  scooters,  and  wag- 
ons with  skill,  and  be  required  to  practice 
saftey  rules  when  using  them. 

5.  Impress  children  with  the  importance 
of  traffic  safety  rules,  so  they  will  give  un- 
questioning respect  and  obedience  to  them. 

RULES  FOR  MOTORISTS 

1.  Expect  the  unexpected  from  children. 


Keep  a constant  look-out;  even  when  clear- 
ly in  view,  their  actions  are  unpredictable. 

2.  School  areas  are  danger  spots.  When 
near  them  be  alert  for  signs,  signals,  traffic 
police,  patrol  boys  and  for  children  them- 
selves. 

3.  Decrease  your  speed  and  increase  your 
vigilance  when  you  drive  near  playgrounds 
or  in  residential  areas. 

4.  Don’t  compete  with  bike  riders.  Give 
them  a break. 

RULES  FOR  CHILDREN 

1.  Traffic  officers,  school  patrols,  traf- 
fic signs  and  signals  are  your  friends.  Obey 
them  and  they  will  keep  you  safe  in  traffic. 

2.  Observe  the  rules  learned  in  school 
about  crossing  streets  safely  and  playing 
only  in  safe  places. 

3.  When  going  to  and  from  school,  take 
the  safest  route. 

4.  If  there  are  no  sidewalks,  walk  on  the 
left  side  of  the  road  facing  traffic. 

5.  Use  roller  skates,  tricycles,  wagons, 
and  scooters  on  the  sidewalk  only;  never 
in  the  street  or  road. 

6.  Know  and  practice  the  rules  for  safe 
bicycle  riding. 

If  there  is  any  news  or  information  that 
any  of  the  county  auxiliaries  would  like 
printed  in  the  Nebraska  State  Medical  Jour- 
nal during  this  coming  year,  please  type, 
double  space  and  mail  to  Mrs.  Donald  Purvis, 
3310  South  29th,  Lincoln,  Nebraska,  before 
the  7th  of  the  month. 

MRS.  DONALD  F.  PURVIS. 

Publicity  Chairman. 


CMC  WATER-SOLUBLE  FILMS 
PLASTICIZED  WITH  GLYCERINE 

A new  type  of  packaging  film  — a water-soluble 
film  consisting  of  a water-soluble  salt  of  carboxy- 
methyl  cellulose  plasticized  with  30-100  parts  of 
plasticizer  per  100  parts  of  CMC  salt  — is  revealed 
in  a recent  patent  (U.  S.  2,668,120).  The  plasticizer 
combination  given  is  35-65%  glycerine,  the  balance 
being  sorbitol. 

This  film  opens  up  the  possibility  of  packaging 
such  products  as  soap,  soup  concentrates,  detergents, 
sugar,  dehydrated  foods,  pharmaceuticals,  etc., 
which  are  generally  added  to  water  in  fixed  amounts, 
in  use-size  packages  that  can  be  tossed  into  the 
proper  quantity  of  water.  The  new  skin  for  such 
packages  is  stronger  than  existing  water-soluble 
films  like  gelatins,  glues,  etc.,  and  is  essentially 
odorless,  tasteless  and  non-toxic. 
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Greetings  from  Past  Presidents 

This  column,  for  October,  is  a continua- 
tion of  Doctor  Palmer  Findley’s  narrative 
of  his  personal  experiences  and  knowledge 
of  the  pioneer  in  medical  practice  in  the 
West.  This  is  the  fifth  installment. 

THE  NEBRASKA  DOCTOR 
by 

Palmer  Findley,  M.D. 

Omaha.  Nebraska 

THE  PIONEER  DOCTOR 

(Continued) 

(The  preceding  installments  have  dealt 
with  the  education  and  highlights  of  prac- 
tice of  the  Author’s  father,  David  Findley. 
The  present  installment  continues  that  nar- 
rative, and  begins  that  of  his  own  exper- 
iences. ) 

The  story  of  a doctor’s  life  is  not  complete 
without  a generous  recognition  of  the  part 
played  by  the  doctor’s  wife.  With  seven 
children  to  care  for  and  little  help  to  be  had, 
one  can  well  understand  how  great  were  the 
demands  upon  her.  They  filled  her  waking 
hours  and  often  disturbed  her  sleep.  There 
was  scarcely  a time  when  one  or  more  of  the 
children  was  not  sick.  But  there  was  more 
than  the  rearing  of  a family  to  fill  her  wak- 
ing hours  and  often  to  disturb  her  sleep: 
There  were  the  never  ending  demands  upon 
the  doctor;  often  he  would  be  in  the  coun- 
try, Martha  not  knowing  where  he  was  nor 
when  he  would  return.  Brawny  farmers, 
complaining  women,  and  sickly  children 
waiting  in  the  the  “living  room’’  put  their 
horses  in  the  stable  and  ate  of  Martha’s 
cooking.  They  waited  for  hours,  sometimes 
for  a day  and  well  into  the  night ; and  when 
the  doctor  returned  and  their  needs  were 
attended  to  they  often  went  away  without 
paying  for  professional  services,  much  less 
for  board  and  room.  Such  was  the  life  of 
the  doctor  and  his  wife  in  the  early  days. 
It  was  grinding  at  times  and  at  times  ex- 
asperating, but  there  was  no  other  way, 
and  David  and  Martha  carried  on  for  a score 
of  years  with  little  rest  and  seldom  a holi- 
day. 

Like  William  MacLure  of  Drumtochty,  the 
pioneer  doctor  “was  at  the  beck  and  call 
of  every  man,  woman,  and  child  in  a wild, 
straggling  country,  year  in  and  year  out, 
in  the  snow  and  in  the  heat,  in  the  dark  and 
in  the  light,  without  a holiday  save  at  long 


intervals.”  He  was,  of  necessity,  self-re- 
liant for  there  were  no  specialists  on  whom 
he  could  call  for  counsel,  no  hospitals,  no 
trained  nurses.  Well  may  he  have  said,  as 
did  William  MacLure  at  the  close  of  his  long 
career : “A’  did  what  A’  cud  to  keep  up  with 
the  new  medicine  but  A’  had  little  time  for 
readin’  an’  nane  for  travelin’.  A’m  the  lost 
o’  the  auld  schule,  and  A’  ken  as  weal  as 
enbody  that  A’  wasna  so  dainty  and  fine 
mannered  as  the  town  doctors.”  Untutored 
in  the  science  of  medicine,  he  gave  the  best 
that  was  in  him,  and  ended  his  long  career 
respected  for  his  sterling  qualities. 

“It  was  his  mission  in  life  to  see  humanity 
at  its  worst,  to  be  at  the  beck  and  call  of 
everyone  in  need.  He  was  familiar  with 
the  sordid,  loathsome,  elements  of  life  and 
was  ever  standing  between  the  living  and  the 
dead.  He  fought  bravely  on  when  all  the 
cards  were  stacked  against  him;  his  fail- 
ures were  on  every  gossip’s  tongue,  his  suc- 
cesses were  little  known,  his  pay  never  com- 
mensurate with  his  services  and  often  not 
paid  at  all.  So  down  through  the  years  he 
went,  like  St.  Patrick,  driving  the  snakes  of 
disease  before  him;  like  Pan  followed  by 
the  children  who  in  pain  knew  the  sweetness 
of  his  smile.” 

“Like  unto  the  Great  Physician  he  had 
gone  among  them  healing  the  sick,  wending 
his  way  through  the  Valley  of  Shadows  but 
seldom  reaching  the  mountain  peaks  of  con- 
tentment. . . . He  had  served  as  no  other  man 
could  serve  and  when  he  lay  down  his  tools 
he  was  made  to  know  by  his  friends  that  he 
had  filled  his  little  niche  in  their  hearts  and 
was  leaving  the  world  a better  and  happier 
place  in  which  to  live  and  a safer  place  in 
which  to  die.” 

When  I came  to  Omaha,  in  1906,  the  doc- 
tors in  our  larger  cities  were  still  in  the 
horse  and  buggy  era  while  in  the  rural  com- 
munities, particularly  in  the  western  portion 
of  the  state,  they  were  experiencing  many 
of  the  hardships  of  an  earlier  generation. 
My  territory  embraced  the  state  of  Nebras- 
ka, western  Iowa,  South  Dakota  and  the 
northern  parts  of  Missouri  and  Kansas.  In 
order  to  conserve  my  time  for  my  duties  in 
Omaha,  my  out  of  town  calls  were  usually 
made  at  night.  At  first  I went  to  my  dest- 
ination by  train  and  later  by  automobile. 
Paved  roads  were  a rarity  and  there  were 
few  if  any  signs  to  guide  me  on  my  way. 
As  a result,  I not  infrequently  found  myself 
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wandering  about  in  the  dead  of  night  with 
no  sense  of  direction.  Happily,  there  were 
no  serious  mishaps,  and  I always  managed 
to  arrive  at  my  destination  without  undue 
loss  of  time. 

Many  of  my  cases  were  in  farm  houses, 
and  many  of  the  operations  and  deliveries 
were  done  on  kitchen  tables,  by  lamplight. 
With  my  nurse  assisting  me  in  the  operation, 
the  family  doctor  administering  the  anes- 
thetic, and  the  husband  holding  a lighted 
kerosene  oil  lamp,  every  conceivable  prob- 
lem in  obstetrics  and  gynecology  was  en- 
countered. To  this  day  I am  at  a loss  to 
account  for  the  success  of  these  procedures 
unless  it  be  that  one  can  accomplish  the  im- 
possible if  necessity  requires.  To  be  sure 
there  were  many  times  when  all  did  not  go 
well.  A case  in  point  comes  to  mind.  Dr. 
Smith  of  Albion  had  called  me  to  operate  for 
acute  appendicitis.  The  operation  was  per- 
formed in  a farm  house  shortly  after  mid- 
night. The  patient,  a very  fleshy  woman, 
was  lying  on  a kitchen  table,  Dr.  Smith  was 
administering  the  anesthetic,  my  nurse  was 
assisting  me,  and  the  husband  of  the  pa- 
tient was  holding  a kerosene-oil  lamp.  1 
had  completed  the  abdominal  incision  and 
was  searching  for  the  appendix  when  the 
husband  fainted,  fell  to  the  floor  and  we 
were  in  total  darkness.  Fortunately  Dr. 
Smith  had  a spotlight  in  his  buggy  which 
he  hurriedly  brought  and  held  with  one  hand 
while  administering  the  anesthetic  with  the 
other  hand.  The  operation  was  then  re- 
sumed and  all  went  well  with  the  patient. 

Much  of  the  credit  for  the  favorable  re- 
sults in  those  early  days  must  be  accorded 
to  the  able  assistance  of  my  surgical  nurse, 
and  to  the  family  doctor  who  directed  the 
post  operative  care  of  the  patient’  For  the 
rest  we  will  give  credit  to  Divine  Provi- 
dence. 

In  the  days  when  the  automobile  was  com- 
ing into  its  own  there  were  few  filling  sta- 
tions. I was  returning  from  a consultation 
in  northern  Kansas.  The  hour  was  four  a.m. 
when  I found  myself  in  a small  village  and 
out  of  gas.  In  my  prediciment  I recalled 
that,  when  a boy,  my  mother  placed  the  oil 
can  outside  the  kitchen  door  to  be  filled  by 
the  oil  man.  With  this  in  mind  I told  my 
driver  to  go  to  the  back  of  the  houses  in 
search  for  a can  of  gasoline  and  when  he 
had  found  it  to  put  the  gasoline  in  my  tank. 
On  the  back  porch  of  the  first  house  he  vis- 


ited there  was  a five  gallon  can  full  of  gas- 
oline. He  put  it  into  my  tank,  I gave  him 
money  to  place  under  the  can,  and  soon  we 
were  on  our  way. 

In  the  early  days  puerperal  sepsis  was  a 
common  occurrence,  and  there  was  little  that 
could  be  done  to  save  the  mothers  from  the 
ravages  of  this  malady.  Only  when  there 
was  retained  placental  tissue  or  a pelvic  ab- 
scess could  any  effective  relief  be  obtained. 
To  account  for  the  prevalence  of  sepsis  I 
am  inclined  to  believe  that  repeated  vaginal 
examinations  in  the  course  of  a prolonged 
labor  were  largely  responsible.  This  was 
particularly  true  before  rubber  gloves  were 
worn.  Now,  with  antibiotics,  and  with  effi- 
cient hospital  technics,  puerperal  sepsis  has 
been  all  but  eliminated,  and  childbirth  has 
been  robbed  of  its  terrors. 


Deaths 

Ernest  W.  Hancock,  M.D.,  Lincoln.  Doctor  Han- 
cock died  unexpectedly  on  July  26th,  at  the  age  of 
sixty  years.  He  had  practiced  medicine  in  Lin- 
coln, as  a pediatrician,  since  1925.  The  doctor  was 
born  in  Toronto,  Canada,  received  his  A.B.  degree 
from  the  University  of  North  Dakota,  in  1915,  and 
his  M.D.  from  Northwestern  University  School  of 
Medicine  in  1917.  He  served  as  a Captain  in  the  Med- 
ical Corps  of  the  Canadian  Army  for  fourteen  months 
during  World  War  I.  He  completed  his  postgrad- 
uate work  in  pediatrics  at  the  University  of  Minne- 
sota in  1925.  Doctor  Hancock  is  survived  by  his, 
wife,  Eldrice;  two  daughters,  Sylvia,  of  Lincoln,  and 
Mrs.  William  J.  Bauwsma,  of  Champaign.  111.;  two 
sons,  Doctor  Ernest  William  of  Boston,  and  Roger 
Nelson  of  Lincoln;  two  brothers,  two  sisters,  and 
his  mother,  Mrs.  Grace  Hancock  of  Vancouver,  B.  C. 

R.  Davis  Roadruck,  M.D.,  San  Francisco,  Califor- 
nia. Doctor  Roadruck,  a native  of  Nebraska,  was 
forty-eight  years  old  at  the  time  of  his  death,  Aug. 
23.  In  1948,  the  doctor  was  associated  with  the 
Norfolk  State  Hospital’s  staff.  He  is  survived  by 
a daughter,  Joan;  parents,  Mr.  and  Mrs.  Charles 
Roadruck;  and  sister,  Mrs.  Ray  Hampton,  all  of 
Omaha. 

Marion  W.  Spohn,  M.D.,  Hebron.  Doctor  Spohn 
was  ninety-nine  years  old  at  the  time  of  his  death, 
August  23rd.  He  had  practiced  medicine  in  Chester 
for  fifty-three  years,  and  had  been  retired  since 
1950,  and  had  been  living  in  Hebron.  His  death 
occurred  at  the  home  of  his  granddaughter,  in  Oma- 
ha. 

Joseph  E.  Uridil,  M.D.,  Hastings.  Doctor  Uridil 
died,  unexpectedly,  at  his  home  in  Hastings  on 
July  16.  He  had  been  in  the  practice  of  medicine 
and  surgery  over  forty  years.  The  doctor  is  sur- 
vived by  his  wife,  Lucille;  two  sons,  Jack  of  Kene- 
saw  and  Joseph  E.,  Jr.,  of  LaFayette,  Ind. ; and  one 
daughter,  Mrs.  Madelaine  Adams,  of  Cambridge. 
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Silas  Gilbert  Allen,  Stanton.  Doctor  Allen,  eighty 
years  old,  died  on  July  6.  He  had  practiced  med- 
icine in  Nebraska  for  fifty-four  years.  Doctor  Al- 
len was  born  near  Harlan,  Iowa,  educated  at  Wood- 
bine Normal  College  and  at  The  Omaha  Medical 
College.  He  began  practice  as  house  physician  at 
the  Omaha  Methodist  Hospital,  after  which  he 
practiced  at  Clarkson,  Scottsbluff,  and  finally,  for 
the  past  thirty-one  years,  at  Stanton.  Doctor  Allen 
is  survived  by  his  wife  Louise;  one  daughter,  Mrs. 
Lowell  F.  Maxwell  of  Jamestown,  N.  Y.;  one  son, 
S.  G.,  Jr.  of  Kimball;  five  grandchildren;  and 
four  sisters. 

Dean  S.  Woodard,  M.D.,  Watsonville,  Calif.  Doc- 
tor Woodard  was  born  in  Hampton,  Nebraska,  April 
2,  1886,  and  died  at  his  California  home  on  Aug.  6. 
The  doctor  attended  the  University  of  Nebraska 
and  the  St.  Louis  University  Medical  School,  w.here 
he  received  his  medical  degree,  in  1912.  He  is  sur- 
vived by  his  brother,  Doctor  Jas.  M.  Woodard  of 
Aurora  and  a sister,  Mrs.  Cora  Lane  of  Salem, 
Oregon. 

Carroll  D.  Evans,  M.D.,  Oxford.  Doctor  Evans 
died  in  Oxford  on  September  second,  at  the  age  of 
sixty-two.  He  attended  the  University  of  Nebraska, 
the  University  of  Pennsylvania,  and  the  Jefferson 
Medical  College  from  which  he  received  his  Doctor 
of  Medicine  degree.  The  doctor  practiced  his  profes- 
sion in  the  city  of  his  birth,  Columbus,  for  many 
years.  He  served  in  the  medical  department  of  the 
army  in  World  War  I and  II,  and  commanded  a unit 
of  the  Nebraska  National  Guard  for  a time.  He 
had  practiced  in  Oxford  for  the  past  ten  years. 
Survivors  are  his  daughter,  Mrs.  James  Rodibaugh 
of  Mentone,  Ind.;  two  sisters,  Mrs.  Nell  McHenry 
of  Oxford,  and  Mrs.  C.  Randall  Bear  of  Eugallie, 
Fla.;  and  two  grandchildren. 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  Page  439) 

money.  It  is  a relief  that  this  obstacle  of  ignorance 
is  fast  disappearing. 

With  his  way  being  prepared  for  him  by  the 
publicity  drives  of  preventive  medicine  groups, 
the  general  practitioner  can  now  do  more  to  detect 
unsuspected  disease  than  can  any  other  individual 
or  organization.  He  sees  85  per  cent  of  the  medi- 
cal patients  in  this  country.  He  is,  therefore  mor- 
ally obligated  to  become  thoroughly  familiar  with 
all  feasible  diagnostic  procedures  and  equipment, 
to  employ  such  procedures  and  equipment  himself 
if  possible,  and,  if  not,  to  refer  his  patients  to 
someone  who  can.  The  success  of  preventive  med- 
icine and  the  constant  vigilance  of  the  general 
practitioner  are  inescapably  correlated.  And  this 
vigilance  must  not  be  sporadic  — it  must  embrace 
all  patients.  A careful  and  complete  history,  phys- 
ical examination,  and  X-ray  examination  of  the 
chest  should  be  as  much  routine  as  is  the  medical 
history. 

— By  I.  Phillips  Frohman,  M.D.,  Medical  Annuals  of  the  District 
of  Columbia,  March,  1953. 


THE  PROBLEM  OF  TUBERCULOSIS 
IN  PSYCHOTICS 

Case  finding  of  active  tuberculosis  is  at  such 
a high  level  of  efficiency  in  this  country  that  it 
can  well  be  asked  why  we  allow  a dangerous 
focus  of  tuberculosis  infection  to  go  inadequately 
explored  and  reluctantly  treated. 

This  focus  comprises  the  patients  who  are  hos- 
pitalized in  institutions  for  the  mentally  ill.  The 
danger  of  exposure  of  psychotic  patients  to  tubercle 
bacilli  is  serious  and  its  importance  to  society  is  but 
dimly  realized.  It  is  near  to  absurdity  to  make 
great  effort  to  find  tuberculosis  in  the  general 
population  and  to  ignore  it  in  the  psychotics.  The 
number  of  tuberculous  patients  varies  with  differ- 
ent institutions,  but,  on  the  whole,  it  is  much  higher 
than  in  the  general  population.  Various  theories 
are  offered  to  account  for  this  increased  incidence: 
that  the  psychotic  undergoes  some  kind  of  meta- 
bolic change  in  which  a failure  of  resistance  ren- 
ders him  an  easy  victim  of  the  disease;  that  the 
psychosis  causes  a person  to  eat  poorly,  to  become 
dilapidated,  and  to  be  careless  of  himself;  or  that 
he  is  in  intimate  contact  with  undiscovered  cases 
of  active  tuberculosis.  Probably  all  factors  are  ac- 
tive. Whatever  the  reason,  the  incidence  of  tu- 
berculosis is  greatest  in  those  patients  who  have 
been  hospitalized  for  five  years  or  more. 

When  the  psychotic  is  identified  and  placed  in 
an  institution,  he  is  too  often  dismissed  from  mind. 
The  psychotic  himself  has  withdrawn  from  the 
world  of  reality  and  from  acceptable  human  activity. 
But  the  phthisiologist  may  not  withdraw  from  the 
vexatious  reality  presented  by  the  tuberculous 
psychotic.  Hopelessness  has  no  place  in  treatment 
of  mental  illness.  Psychotics  can  and  frequently 
do  recover;  and,  having  recovered,  they  are  at  a 
grievous  disadvantage  if  they  must  be  hospitalized 
for  the  tuberculosis  which  they  acquired  while  un- 
der treatment  for  the  psychoses. 

Every  form  of  diagnostic  procedure  should  be 
carried  out  with  psychotic  patients.  Whether  it  is 
sputum  collection,  extraction  of  gastric  contents, 
roentgenograms  of  the  chest,  planigrams,  fluor- 
oscopy, or  bronchoscopy,  it  can  be  done.  Free  use 
of  sedation  may  be  employed  successfully  with  any 
diagnostic  procedure.  The  patient  must  never  be 
allowed  to  order  his  own  regimen  by  defeating  the 
efforts  of  his  physician. 

There  are  no  statistics  regarding  the  difference 
in  infectiousness  between  the  psychotic  tuberculous 
patients  and  the  nonpsychotic.  The  impression, 
however,  is  that  the  former  are  more  infectious 
because  many  are  dilapidated;  and  to  discover  them 
is  both  difficult  and  time  consuming.  Tuberculosis 
can  make  great  advances  between  yearly  roentgeno- 
grams. 

Our  impression  of  the  course  of  tuberculosis 
in  the  mentally  ill  cannot  as  yet  be  reinforced  by 
statistical  data.  There  has  been  an  impression,  how- 
ever, that  tuberculosis  in  the  mentally  ill  is  more 
indolent,  less  responsive  to  treatment,  and  it  is 
more  prone  to  relapse.  Whether  this  would  be 
true  if  tuberculous  psychotics  could  be  treated  un- 
der ideal  conditions,  is  uncertain;  but  our  results 
indicate  that  the  course  of  tuberculosis  in  the  men- 


450 


Nebraska  S.  M.  J. 


tally  ill  relates  directly  to  the  care  and  attention 
given  to  prevention  and  treatment. 

The  history  of  illness  given  by  a psychotic  may 
be  surprisingly  accurate,  or  it  may  be  misleading, 
irrevelant,  and  absurd;  or  there  may  be  no  history 
at  all.  Diagnosis  must  often  depend  on  factors 
other  than  the  history.  The  physician  must  main- 
tain a high  “index  of  suspicion”  for  the  disease, 
and  all  personnel  must  be  thoroughly  indoctrinated 
to  watch  for  changes  of  attitude  and  behavior  in 
patients.  If  the  physician  is  alert  to  the  valuable 
information  brought  to  him  by  nurses,  aides,  and 
others  who  come  in  contact  with  patients,  he  will 
be  quick  to  order  the  roentgenogram.  Diagnostic 
methods  should  then  be  followed  as  closely  as  with 
nonpsychotics.  The  patient  may  not  be  cooperative 
but,  with  persuasion,  gentle  handling,  and  with 
proper  sedation  and  timing,  the  desired  film  can 
be  obtained.  Patients  vary  in  their  mood,  and  there 
are  frequent  intervals  when  they  are  cooperative. 
Refusal  to  eat  is  a frequent  occurrence  among 
psychotics.  The  resulting  loss  of  weight  should  be 
a warning  signal  to  the  physician. 

The  problems  presented  in  the  treatment  of  tuber- 
culous psychotics  resemble  those  of  diagnosis,  but 
the  difficulties  are  greater.  The  patterns  of  treat- 
ment for  the  psychotic  must  be  the  same  as  those 
for  the  nonpsychotic. 

Rest  is  still  the  basis  of  treatment.  Great  care 
is  taken  to  teach  all  patients  the  rest  regimen, 
although  many  patients  require  longer  and  more 
persistent  training.  Among  these  will  be  a mini- 
mum who  will  break  treatment  no  matter  how 
carefully  taught  and  how  closely  watched.  How 
large  this  irreducible  minimum  is,  will  vary  with 
the  tolerance  of  the  personnel  to  breaks  in  treat- 
ment. An  energetic,  well-trained,  and  careful  group 
will  have  only  a small  number  of  uncooperative 
patients. 

It  is  reasonable  to  ask  what  may  be  done  with 
a patient  who  is  overactive,  resistive,  assaultive, 
and  not  amendable  to  persuasion,  but  who  has  far 
advanced  tuberculosis  with  a sputum  rich  in  tubercle 
bacilli.  Treatment  then  becomes  a joint  matter  be- 
tween the  phthisiologist  and  the  psychiatrist.  Shock 
therapy  and  lobotomy  may  be  in  order  and,  if  so, 
can  be  canned  out  as  with  the  nontuberculous 
psychotics.  These  are  instances  whex'e  the  psychosis 
is  the  disease  of  greatest  urgency,  but,  when  the 
patient  becomes  more  amendable  to  the  hospital 
regimen,  tuberculosis  once  again  becomes  the  more 
important  problem.  These  patients  require  much 
more  care  and  attention  than  either  the  nonpsychotic 
tuberculous  or  the  non-tuberculous  psychotic. 

Where  the  indications  are  good,  a combination  of 
surgical  procedures  with  antimicrobial  therapy  is 
the  method  of  choice.  Thoracoplasty,  lobectomy, 
segmental  and  wedge  resections  are  carried  out 
exactly  as  with  nonpsychotics. 

In  addition,  a great  deal  may  be  expected  from 
extensive  employment  of  streptomycin  with  para- 
aminosalicylic  acid  or  with  isoniazid.  Minimal  and 
moderately  advanced  cases  show  a surprising  re- 
sponse and  the  more  advanced  cases  may  be  im- 
proved to  a degree  where  surgical  procedures  be- 
come possible.  Patient  cooperation  can  be  a prob- 
lem in  antimicrobial  therapy.  Ordinarily,  para- 
aminosalicylic  acid  or  isoniazid  by  mouth  and  the 


injection  of  streptomycin  are  accepted  by  psychotics 
with  as  little  resistance  as  by  nonpsychotics.  Some- 
times much  persuasion  is  necessary,  and  occasional- 
ly a patient  must  be  held  while  he  receives  his 
injection,  and  the  oral  medication  must  be  given 
in  soluble  form  mixed  with  food.  With  a stable 
group  of  patients  who  may  not  leave  the  hospital 
at  will,  it  is  possible  to  apply  all  methods  of  treat- 
ment as  they  are  indicated. 

Originally,  our  efforts  began  with  systematic 
case  finding  and  continuous  re-examination  of  our 
tuberculous  patients,  both  active  and  inactive,  and 
regular  follow-up  of  all  personnel.  Patients  were 
systematically  trained  to  follow  the  rest  regimen; 
collapse  therapy  was  employed  whenever  indicated. 
The  current  regimen  of  streptomycin  combined 
with  para-aminosalicylic  acid  and  isoniazid,  has 
given  gratifying  results.  With  vigorous  application 
of  all  methods  of  therapy  the  whole  patient,  with 
his  tuberculosis  and  psychosis,  can  be  treated  suc- 
cessfully and  tuberculosis  in  a neuropsychiatric  in- 
stitution can  be  controlled. 

By  Abraham  M.  Balter.  M.D.,  Michael  Pilpel,  M.D.,  Harold 
S.  Hatch,  M.D.,  and  George  N.  J.  Sommer.  Jr.,  M.D.,  The 
American  Review  of  Tuberculosis,  November,  1953. 


214,667  PHYSICIANS  IN  U.S. 

SET  ALL-TIME  RECORD 

There  were  more  physicians  in  the  United  States 
at  the  close  of  1952  — 214,667  — than  at  any 
other  time  in  its  history,  it  was  disclosed  in  the 
51st  annual  medical  licensure  report  of  the  Council 
on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association. 

During  1952,  6,816  persons  were  licensed  to  prac- 
tice medicine  in  this  country  for  the  first  time. 
During  the  same  period,  3,829  deaths  of  physicians 
were  reported  to  the  A.M.A.,  giving  a net  increase 
of  2,987  in  the  physician  population  of  the  nation. 
In  1951,  an  increase  of  2,640  was  reported. 

In  the  18-year-period  from  1935  to  1952,  there 
have  been  110,700  additions  to  the  medical  profes- 
sion. This  is  the  result  of  the  increase  in  the  pro- 
duction of  physicians  under  accelerated  programs 
in  medical  schools,  expanded  facilities  and  the  licen- 
sure of  foreign-trained  physicians,  the  report  stated. 

Of  the  total  number  of  physicians  in  the  United 
States  at  the  close  of  1952,  151,363  were  engaged 
in  private  practice,  6,677  were  in  full-time  research 
and  teaching,  28,366  were  interns,  residents,  and 
physicians  engaged  in  hospital  administration,  8,166 
were  retired  or  not  in  practice,  and  20,095  were  in 
the  government  services. 

Medical  licensure  in  this  country  is  a “state  right” 
and  is  entirely  under  the  jurisdiction  of  the  govern- 
ments of  the  individual  states,  it  was  emphasized 
by  Dr.  Donald  G.  Anderson,  Chicago,  secretary  of 
the  council.  The  report,  which  appears  in  the  May 
30,  1953  Journal  of  the  American  Medical  Associa- 
tion, was  prepared  by  Dr.  Anderson  and  Mrs.  Anne 
Tipner,  Chicago,  a member  of  the  council’s  staff. 

“It  is  the  function  of  the  individual  states  to  de- 
termine who  shall  practice  within  their  borders  and 
to  maintain  high  standards  of  medical  practice  in 
accordance  with  their  own  rules  and  regulations,” 
Dr.  Anderson  stated.  “The  power  to  license  physi- 
cians is  exercised  through  the  medical  licensing 
boards  of  each  state.” 
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A total  of  13,228  licenses  to  practice  medicine 
were  issued  in  the  continental  United  States,  its 
possessions  and  its  territories  during  1952;  this 
included  6,885  issued  to  persons  for  the  first  time. 
The  remainder  were  issued  to  physicians  who  moved 
their  practice  from  one  state  to  another.  These 
licenses  were  issued  upon  examination  or  certifica- 
tion of  credentials. 

The  greatest  number  of  licenses,  1,581,  were  issued 
in  California.  New  York  licensed  1,292  physicians, 
and  more  than  500  licenses  were  issued  in  Florida, 
Illinois,  Ohio,  Pennsylvania,  and  Texas.  Delaware, 
Maine,  Montana,  Nevada,  North  Dakota,  South  Da- 
kota, Vermont  and  Wyoming  each  issued  less  than 
50. 

The  high  rating  of  the  nation’s  72  approved  four- 
year  medical  schools  was  emphasized  by  the  number 
of  candidates  who  successfully  passed  examinations. 
Of  the  5,434  graduates  of  approved  medical  schools 
in  the  United  States,  97.3  per  cent  passed.  Of  the 
128  graduates  of  approved  schools  in  Canada,  93 
per  cent  passed.  In  comparison,  of  the  1,208  grad- 
uates of  foreign  medical  faculties,  only  53.7  per 
cent  passed;  only  26.7  per  cent  of  the  60  gradu- 
ates of  the  now  extinct  unapproved  medical  schools 
in  the  United  States  passed,  and  80.4  per  cent  of 
the  194  graduates  of  schools  of  osteopathy  passed. 

In  February,  1950,  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  A.M.A.  and  the  Execu- 
tive Council  of  the  Association  of  American  Med- 
ical Colleges  first  published  a list  of  foreign  med- 
ical schools  whose  graduates  they  recommended 
for  consideration  on  the  same  basis  as  graduates  of 
approved  medical  schools  in  the  United  States  and 
Canada,  the  report  pointed  out.  Today,  there  are 
50  such  schools  in  14  countries  on  the  list. 

In  1936,  the  number  of  foreign-trained  physicians 
seeking  licensure  to  practice  in  the  United  States 
began  to  increase,  and  by  1940  over  three  times  as 
many  were  tested  as  in  1936,  the  repoi't  stated. 
Beginning  in  1944,  the  number  began  to  decrease; 
in  1951  and  1952  there  was  a noticeable  increase 
again.  At  no  time  did  fewer  than  30.7  per  cent 
of  these  foreign-trained  examinees  fail  in  a given 
year. 

At  the  present  time,  nine  states  will  not  license 
foreign-trained  physicians,  according  to  the  report. 
The  remainder  of  the  states  have  various  stipula- 
tions that  must  be  complied  with  prior  to  licensure. 

During  1952,  1,208  foreign-trained  persons  were 
examined  for  licenses  to  practice  medicine  in  the 
United  States.  Those  who  were  successful  numbered 
648;  failures  numbered  560,  or  43.6  per  cent.  New 
York  examined  the  greatest  number,  427,  of  whom 
171  passed;  Illinois  examined  313,  of  whom  153 
passed,  and  California  examined  143,  98  of  whom 
passed. 

During  the  last  three  years,  1,531  foreign-trained 
physicians  were  licensed  to  practice  medicine  in 
the  United  States.  This  is  evidence  of  the  efforts 
of  those  administering  medical  licensure  to  give 
every  consideration  to  the  qualified  foreign-trained 
physician,  and,  at  the  same  time,  uphold  the  high 
standai’ds  of  medical  licensure  in  this  country,  the 
repoi’t  stated. 


NEW  PLASTIC  DRESSINGS 

Successful  use  of  a new  plastic  di'essing  for  bux-ns 
and  surgical  wouxxds  was  described  in  the  February, 
1954  issue  of  Archives  of  Surgei'y,  published  by  the 
American  Medical  Association.  The  di'essing,  a 
spi’ayable,  transpai’ent,  film-forming  polyvinyl  plas- 
tic, is  called  Aeroplast  (trade  mark). 

Originally  designed  as  an  emergency,  initial  local 
dressing  for  lxxass  treatment  of  thermal  bums,  Aero- 
plast also  meets  the  essentials  of  a good  surgical 
di'essing,  according  to  Dr.  Daixiel  S.  J.  Choy,  Day- 
ton,  O.  Aeroplast  dressixxgs  can  be  removed  in  one 
piece,  and  preliminaxy  studies  have  shown  that  it 
causes  no  systemic  or  local  toxicity  or  sensitization, 
he  reported. 

“Use  of  the  Aeroplast  as  an  initial  tenxporai'y 
di'essing  to  prevent  further  wound  contamination 
opens  channels  of  use  in  front  line  battalion  aid 
stations,  in  bomber  aircraft  on  extended  missions 
over  hostile  territory,  in  airfield  ci’ash  ambulances, 
and  in  military  and  civilian  rescue  operations  fol- 
lowing atomic  attacks,”  Dr.  Choy  said. 

He  based  his  conclusions  on  a study  of  50  patients 
treated  with  Aeroplast,  22  of  whom  had  first  to 
third  degree  burns,  eight  of  whom  had  skin  graft 
donor  sites  which  were  regarded  as  second  degi'ee 
burn  equivalents,  and  31  of  whom  had  other  types 
of  surgical  lesions  such  as  opei’ative  wounds  and 
lacex-ations  of  the  hands,  neck,  face  and  scalp. 
The  Aeroplast  was  sprayed  or  painted  directly  onto 
the  lesion. 

Among  the  advantages  which  make  Aeroplast  par- 
ticularly  suited  for  mass  therapy  of  bui'ns,  Dr.  Choy 
stated  are:  max'ked  saving  of  time  over  conven- 

tional pressure  dressings  in  application;  the  feas- 
ibility of  its  use  by  relatively  untrained  pei'sonnel; 
applicability  to  parts  of  the  body  poorly  adapted  to 
px'essure  dressings;  transparency,  allowing  frequent 
inspection  of  the  burned  area  without  x-emoval  of 
the  dressing,  and  flexibility,  allowing  relatively  un- 
restricted early  exercise  of  bux-ned  hands  and  digits 
without  loss  of  integi'ity  of  the  dressings. 

Other  advantages  ai’e:  impermeability  to  bacter- 

ia; minimal  storage  problems,  including  the  elim- 
ination of  the  necessity  for  periodic  resterilization; 
moderate  pi-evention  of  bactei'ial  growth;  the  ab- 
sence of  tourniquet  effect  on  limbs  and  restriction 
of  respiration  when  applied  to  the  abdomen  and 
thoi'ax,  and  portability  and  feasibility  of  use  under 
adverse  conditions. 

Aeroplast’s  advantages  in  surgical  wound  cases, 
Dr.  Choy  found,  ai'e:  no  retardation  of  wound  heal- 
ing; ability  to  maintain  the  sterility  of  a clean 
wound,  ease  of  application  and  removal,  and  trans- 
parency. 

The  chief  drawback  of  the  Aei'oplast  proved  to  be 
the  30-  to  45-second  pei'iod  of  sharp  stinging  felt 
when  the  di'essing  was  applied  to  a raw  ai'ea.  The 
stinging  sensation,  however,  is  no  worse  than  that 
of  the  burning  caused  by  standai'd  antiseptics,  he 
added. 


Look  to  your  health;  and  if  you  have  it,  pi'aise 
God,  and  value  it  next  to  a good  conscience,  for 
health  is  the  second  blessing  that  we  mox-tals  are 
capable  of  — a blessing  that  money  cannot  buy. 
Izaak  Walton,  Think,  May.  1953. 
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Roentgenographic  pattern  of  colon 

(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


mass  propulsion f 
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Reestablishing  Bowel  Reflexes  with  Metamucil® 


Nervous  fatigue,  tension,  injudicious  diet,  failure  to 
establish  regularity,  too  little  exercise,  excessive  use  of 
cathartics — all  factors  which  contribute  to  constipation.2 


Sufficient  bulk  and  sufficient  fluid  form  the 
basic  rationale  of  treatment  of  constipation  with 
Metamucil. 

Metamucil  (the  mucilloid  of  Plantago  ovata) 
produces  a bland,  smooth  bulk  when  mixed 
with  the  intestinal  contents.  This  bulk,  through 
its  mass  alone,  stimulates  the  peristaltic  reflex 
and  thus  initiates  the  desire  to  evacuate,  even  in 
patients  in  whom  postoperative  hesitancy  exists. 

Factors  Contributing  to  Chronic  Constipation 

Such  gentle  stimulation  is  of  distinct  advantage 
in  reeducating  and  reestablishing  those  reflexes 
which  control  bowel  evacuation.  Many  factors 
may  pervert  the  normal  reflexes,  causing  finally 
chronic  constipation.  Among  them  are : nervous 
fatigue  and  tension,  improper  intake  of  fluid, 
improper  dietary  habits,  failure  to  respond  to 
the  call  to  stool,  lack  of  physical  exercise  and 
abuse  of  the  intestinal  tract  through  excessive 
use  of  laxatives.2 

Correction  of  constipation  logically,  there- 
fore, lies  in  the  suitable  adjustment  of  these  fac- 
tors. The  characteristics  of  Metamucil  permit 
the  correction  of  most  of  these  factors:  it  pro- 
vides bulk ; it  demands  adequate  intake  of  fluids 
(one  glass  with  Metamucil  powder,  one  glass 


after  each  dose) ; it  increases  the  physiologic  de- 
mand to  evacuate;  and  it  does  not  establish  a 
laxative  “habit.”  Metamucil,  in  addition,  is  in- 
ert, and  also  nonirritating  and  nonallergenic. 

Dosage  Considerations 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of 
cool  water,  milk  or  fruit  juice,  followed  by  an 
additional  glass  of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  4, 
8 and  16  ounces.  Metamucil  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1 . Best,  C.  H.,  and  Taylor,  N.  B. : The  Physiolog- 
ical Basis  of  Medical  Practice : A Text  in  Applied 
Physiology,  ed.  5,  Baltimore,  The  Williams  & Wil- 
kins Company,  1950,  pp.  579-583. 

2.  Bargen,  J.  A. : A Method  of  Improving  Func- 
tion of  the  Bowel,  Gastroenterology  13:215  (Oct.) 
1949. 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 


In  the  licnrl  of  downtown 
Omaha.  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882.  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 
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Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SEMMES Mobil# 

MOTEL  THOMAS  JEFFERSON 

Birmingham 

DISTRICT  OF  COLUMBIA 


HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  OLAYPOOL  Indianapolis 

LOUISIANA 

.THNO  HOTEL  ...New  Orleans 

HOTEL  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  Omaha 

NEW  MEXICO 

HOTEL  CLOVIS  Clovis 

SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  EDSON  Beaumont 

HOTEL  BROWNWOOD  Brown  wood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  CORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  JEAN  LAFITTE Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  COURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  Loredo 

HOTEL  LUBBOCK  Lubbock 

HOTEL  FALLS  Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENOER  San  Antonio 

ANGELES  COURTS  Sun  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKE  Mountain  Lake 
HOTEL  MONTI  CELLO Norfolk 


MD’S  NEVER  STOP  STUDYING 

In  these  busy  times  the  average  practicing  physi- 
cian still  manages  to  devote  the  equivalent  of  83.3 
eight-hour  days  a year  to  keeping  abreast  of  cur- 
rent developments  in  the  field  of  medicine.  This 
striking  figure  is  one  of  many  brought  out  in  a 
preliminary  report  by  the  AMA’s  Council  on  Med- 
ical Education  and  Hospitals  on  its  recent  survey 
of  postgraduate  medical  education.  Survey  findings 
are  based  on  data  compiled  on  personal  visits  to 
more  than  220  institutions  engaged  in  postgraduate 
medical  education  as  well  as  5,000  questionnaires 
received  from  a random  sample  of  17,000  practicing 
physicians  throughout  the  country. 

Not  only  are  more  opportunities  for  postgrad- 
uate medical  education  being  offered  today  than 
ever  before,  but  more  doctors  are  taking  advantage 
of  these  opportunities,  the  report  indicates.  Over 
41,000  practicing  physicians  took  some  form  of 
postgraduate  medical  course  last  year  (this  figure 
excludes  all  “graduate”  courses  formerly  considered 
“postgraduate”). 

Ways  in  which  the  doctor  keeps  up-to-date  on 
medical  matters  are  divided  into  five  categories: 
(1)  Medical  reading;  (2)  professional  contracts 
with  colleagues,  consultants,  etc.;  (3)  hospital  staff 
meetings;  (4)  attendance  and  participation  in  med- 
ical society  and  specialty  group  meetings  at  the 
local,  state  and  national  level,  and  (5)  postgraduate 
courses  conducted  by  some  26  different  types  of  or- 
ganizations such  as  medical  schools,  health  depart- 
ments, medical  societies,  hospitals,  etc.  Physicians 
responding  to  the  questionnaire  indicated  that  about 


one-third  of  the  time  spent  in  continuing  their  edu- 
cation is  devoted  to  medical  reading,  another  one- 
third  to  professional  contacts  and  the  remaining  one- 
third  divided  among  the  other  three  forms. 

Other  highlights  of  the  preliminary  report:  Some 

form  — though  varied  — of  organized  postgrad- 
uate medical  course  is  being  offered  in  every  state 
in  the  country  . . . Ninety  per  cent  of  these  post- 
graduate courses  are  offered  in  the  larger  cities  . . . 
Chief  reasons  noted  for  not  taking  postgraduate 
courses  is  lack  of  someone  to  care  for  patients 
while  the  doctor  is  away  and  the  multiplicity  of 
medical  society  and  hospital  staff  meetings  . . . 
More  than  93  per  cent  of  the  responding  physicians 
felt  that  the  maximum  amount  of  time  they  could 
be  away  from  practice  was  under  15  days  ...  It 
cost  the  average  physician  surveyed  in  this  study 
approximately  $350  per  year  to  attend  postgrad- 
uate courses  alone,  without  including  the  other  four 
forms  mentioned  above  . . . 

It  is  expected  that  the  final  report  on  the  survey 
will  be  ready  about  the  middle  of  the  year. 


The  family  physician  is  still  the  greatest  source 
of  new  cases  (of  tuberculosis);  next  comes  the 
contact  group.  The  routine  examination  of  admis- 
sion to  general  hospitals  is  proving  a valuable  source 
of  case-finding.  Not  only  is  it  a more  productive 
source  than  the  mass  surveys  of  whole  commun- 
ities, but  it  is  of  particular  value  to  the  medical 
profession,  which  is  already  the  most  important 
source  of  new  cases.  G.  J.  Wherrett,  M.D.,  Canad- 
ian J.  Pub.  Health,  May,  1953. 
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It’s  a new  long-acting  agent  for  the  prevention  and  treatment  of 
nausea  and  vomiting,  associated  with  all  forms  of  motion  sickness, 
radiation  therapy,  vestibular  and  labyrinthine  disturbances,  and 
Meniere's  syndrome. 


Side  effects,  so  often  associated  with  the  use  of  earlier  remedies,  are  minimal  with 
Bonamine.  Its  duration  of  action  is  so  prolonged  that  often  a single  daily  dose  is 
sufficient.  Bonamine  is  supplied  in  scored,  tasteless  25  mg.  tablets,  boxes  of  eight 
individually  foil-wrapped  and  bottles  of  100. 
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Division,  Chas.  Pfizer  & Co.,  Inc. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing-  its  advertisers 


21 -A 


C FREE  PRESCRIPTION  DELIVERY  ^ 

WRIGHT’S 

V _ _ _ _ J 

1 

ri 

202  S.  13th— Sharp  Building  Jj 

\\0  phone  2-7627 
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Phone  2-1721  Lincoln  8,  Nebr. 
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Tel.  No.  2-1644 

REPORT  CORTISONE  AIDS  IN  TREATMENT  A HALF  CENTURY  OF  PROGRESS 


OF  BELL’S  PALSY  AGAINST  TUBERCULOSIS 


Speedy  recovery  from  Bell’s  palsy  following  the 
use  of  cortisone  was  reported  in  the  current  Journal 
of  the  American  Medical  Association.  Bell’s  palsy 
is  a common  disorder  of  unknown  origin  which 
causes  paralysis  of  the  facial  nerves  and  muscles. 
It  usually  takes  many  months  to  effect  recovery. 
Little  or  no  progress  in  its  treatment  has  been 
imported  until  recently. 

Two  cases  of  immediate,  complete  recovery  from 
the  disorder  were  reported  by  Drs.  William  P.  Robi- 
son and  B.  F.  Moss,  Augusta,  Ga.  One  case  was 
that  of  a 13-year-old  girl  who  recovered  within  two 
weeks  after  cortisone  therapy  was  instituted.  The 
second  case  was  that  of  a 5-year-old  boy  who  re- 
covered within  three  weeks  after  treatment  with 
cortisone  was  begun. 

“The  use  of  cortisone  therapy  in  these  two 
patients  was  followed  by  prompt  recovery,”  the 
doctors  wrote.  “No  patient  suffering  from  Bell’s 
palsy  seen  previously  in  our  department  over  the 
last  15  years  has  recovered  in  less  than  several 
months. 

“We  are  encouraged  by  the  results  of  cortisone 
therapy  in  these  two  patients  suffering  from  the 
early  stages  of  Bell’s  palsy.  Obviously,  we  cannot 
draw  sweeping  conclusions  from  observations  so 
limited.  We  feel  jutified  in  the  hope  that  others 
will  test  the  use  of  cortisone  in  this  disorder.” 

The  doctors  are  associated  with  the  department 
of  psychiatry  and  neurology,  Medical  College  of 
Georgia. 


The  50th  anniversary  of  the  National  Tuberculosis 
Association  this  year  marks  a milestone  in  the  or- 
ganized campaign  against  the  disease.  At  the  be- 
ginning of  the  century  tuberculosis  was  the  leading 
cause  of  death  in  our  country.  It  was  then  partic- 
ularly rampant  in  the  congested  areas  of  our  rap- 
idly growing  cities  and  took  its  heaviest  toll  among 
men  in  early  adult  life,  creating  widespread  widow- 
hood and  orphanhood. 

In  the  half  century  since  the  anti  - tuberculosis 
campaign  was  launched,  extraordinary  progress  has 
been  made  in  the  control  of  the  disease.  The  tuber- 
culosis death  rate  in  the  United  States  dropped  from 
183.9  per  100,000  in  1903  to  12.6  in  1953;  the  rate 
will  probably  fall  to  about  10  per  100,000  in  1954. 
Whereas  the  disease  outranked  every  other  cause 
of  death  at  the  turn  of  the  century,  it  has  since 
been  reduced  to  10th  place;  at  the  same  time  its 
toll  has  decreased  from  11  per  cent  to  little  more 
than  1 per  cent  of  all  deaths. 


By  proclaiming  that  pure  water,  pure  air,  pure 
food,  decent  lodging  were  essential  to  the  life  of  man 
in  society,  the  public-minded  physicians  and  the  hu- 
manitarians did  much  toward  eliminating  the  gross- 
est evils  of  industrial  civilization.  The  fall  in  the 
tuberculosis  death  rate  was  but  one  result  of  the 
gospel  of  healthy  living  which  they  preached.  Rene 
J.  Dubos,  Ph.D.,  Am.  Rev.  Tuberc.,  July,  1953. 
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RECORD  HIGH  LONGEVITY  AT  THE 
MID-CENTURY 

In  1950  the  average  lifetime  of  the  American 
people  reached  a new  high  of  68.4  years.  This  rep- 
resented a gain  of  21  years  since  1900  — an  extraor- 
dinary record  of  progress  in  life  conservation.  Dur- 
ing the  prior  half  century  — from  1850  to  1900  — 
the  increase  in  average  lifetime  in  our  country 
was  only  seven  years;  before  that  the  gains  were 
even  more  gradual. 

Our  remarkable  longevity  record  since  the  turn  of 
the  century  is  the  result  of  many  factors.  The 
striking  advances  achieved  in  the  medical  and  allied 
sciences  have  been  made  widely  available  through- 
out the  country.  At  the  same  time,  public  health 
agencies,  official  and  voluntary,  have  multiplied  in 
number  and  broadened  the  scope  of  their  activities. 
In  addition,  our  health  and  general  well-being  have 
benefited  greatly  from  the  rapid  rise  in  the  standard 
of  living.  The  effect  of  these  advances  is  high- 
lighted by  the  fact  that  the  average  American  who 
now  reaches  age  25  has  as  many  years  of  life  before 
him  as  did  the  average  newly  born  baby  in  1900. 

The  exception  of  life  at  birth  for  white  males  cor- 
responding to  mortality  conditions  in  1950  is  66.6 
years,  or  5.8  years  less  than  that  for  white  females. 
This  disadvantage  diminishes  slowly  with  advance 
in  age;  the  difference  drops  to  five  years  at  age 
23,  to  four  years  at  age  51,  and  to  three  years 
at  age  60.  The  sex  differences  were  appreciably 
smaller  at  the  turn  of  the  century  — namely,  2.1 
years  at  birth  and  less  than  one  year  at  age  60. 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 


BRACES  and  ORTHOPEDIC 
♦ APPLIANCES 

PROMPT  SERVICE  Made  to  Measure 
"IsHOE CORiECTIO^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th.  Lincoln  Telephone  No.  3-8585 


Thus,  during  the  past  half  century  white  females 
have  not  only  had  a longer  average  lifetime  than 
white  males  but  they  have  made  more  rapid  gains 
in  longevity  as  well. 

-From  the  Metropolitan  Life  Insurance  Company’s  Statistical 
Bulletin,  July,  1953. 


DRAMATIC  RESULTS  WITH  ISUPREL 
CITED  IN  TREATING  EMPHYSEMA 

Use  of  Isuprel  (Isopropylepinephrine)  a sympa- 
thomimetic aerosol,  has  produced  “very  dramatic 
relief  following  a few  inhalations”  in  patients  ex- 
periencing bronchiolar  spasm  accompanying  em- 
physema, according  to  Dr.  Louis  L.  Friedman,  Bir- 
mingham, Ala. 

Wilting  in  the  Journal  of  the  Medical  Association 
of  the  State  of  Alabama  (22:255,  April,  1953),  he 
calls  the  ultimate  prognosis  in  emphysema  “poor” 
but  adds  that  Isuprel  and  similar  drugs  are  indicated 
in  relieving  spasm.  Regular  and  routine  use  of 
Isuprel  is  frequently  necessary. 

Dr.  Friedman  recommends  use  of  a barbiturate, 
bromide  or  any  satisfactory  sedative  in  acute  at- 
tacks of  dyspnea  to  relieve  the  apprehension  of  the 
patient.  Anxiety  tends  to  aggravate  all  of  the 
clinical  symptoms,  especially  dyspnea,  he  notes. 

Other  therapeutic  measures  suggested  are:  ab- 

dominal belts,  breathing  exercises,  elevating  the 
foot  of  the  patient’s  bed,  and  weight-reduction  diets 
for  overweight  cases. 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

Earl  F.  Leininger,  McCook President 

W.  E.  Wright,  Creighton President-Elect 

Clarence  E.  Minnick,  Cambridge Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen,  Chm Blair 

John  R.  Kleyla Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 

Raymond  G.  Lewis,  Chm. -Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

BLOOD  PRODUCTS 

D.  H.  Morgan,  Sr.,  Chm. -McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

Geo.  E.  Stafford Lincoln 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 
J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster- Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

Forrest  Rose Lincoln 

Medical  Education 

D.  B.  Steenburg1,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 

Earle  G.  Johnson Grand  Island 

W.  E.  Wright Creighton 

Max  Gentiy Gering 

Fay  Smith Imperial 


Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Morris  Nielsen Blair 

W.  W.  Carveth Lincoln 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm. Fremont 

John  Brush Omaha 

C.  R.  Brott Beatrice 

Public  Relations 

Houghton  F.  Elias,  Chm  -Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Geo.  Hoffmeister . Hastings 

R.  L.  Cassel Fairbury 

D.  B.  Wengert Fremont 

Rural  Medical  Service 
Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

R.  E.  Peniy Hebron 

Clyde  Kleager Hastings 

Scientific  Assembly 
Horace  V.  Munger,  Chm. -Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

Lee  Stover Lincoln 

T.  T.  Smith Omaha 

R.  B.  Adams Lincoln 

Speakers  Bureau 
Robert  O.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm. -Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  O.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

F.  L.  Dunn,  Chm Omaha 

Stewart  D.  Campbell-Scottsbluff 
Robert  Reeder Fremont 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

0.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Cerebral  Palsy 

C.  Fred  Fericot,  Chm Lincoln 

Robert  M.  House Grand  Island 

L.  J.  Gogela Lincoln 

Diabetes 

F.  L.  Rogers,  Chm Lincoln 

Morris  Margolin Omaha 

S.  M.  Rathbun Beatrice 

Fracture 

Chet  Waters,  Jr.,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Hamilton  H.  Morrow Fremont 

Donald  Vroman Omaha 

Mental  Hygiene 

Robert  S.  Wigton,  Chm.__Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Stewart  P.  Wiley Gering 

Theo.  Koefoot,  Jr Br-oken  Bow 

Fay  Smith Imperial 

Polio  Coordinating  (Interim) 

Harold  N.  Neu,  Chm Omaha 

W.  R.  Hamsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

Warren  Bosley Grand  Island 

Wm.  Gentry Gering 

W.  W.  Bartels Lincoln 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

E.  A.  Rogers Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Don  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 


26-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  Its  advertisers 


Has  Wine  a Place 
in  Your  Practice? 

Recent  physiological  and  clinical 
research  confirms  its  adjunctive 
value  in  the  diet  of  many  patients 

The  wide  recommendation  of  wine  as  a gentle  and  pleasant 
stimulus  to  appetite,  digestion,  and  the  full  enjoyment  ol  a 
meal,  has  a sound  basis  in  the  findings  of  controlled  research. 
Results  of  some  recent  studies*  are  the  following: 

Influence  of  W ine  on  Appetite — Two  wineglassfuls  of  20  per  cent 
alcohol  (the  concentration  in  the  usual  appetizer  or  dessert  wine) 
have  been  found  to  relieve  prolonged  gastric  tension.  Two  or  three 
ounces  of  dry  table  wine  can  markedly  increase  the  olfactory  acuity 
and  the  appetite  in  anorexia,  and  stimulate  caloric  intake. 

The  Buffer  Action  of  Wine  in  DigeAion — The  effect  of  wine  on 
free  and  total  gastric  acidity  is  slower  and  more  prolonged  than  that 
of  plain  alcohol.  Because  of  the  buffering  action  of  its  phosphates, 
organic  acids  and  tannins,  wine  induces  a less  violent  but  more  sus- 
tained increase  in  gastric  secretion  and  gastric  motility. 

Wine  Stimulates  the  Flow  of  Pepsin — Ingestion  of  moderate 
amounts  of  wine,  notably  white  table  wine,  has  been  found  to  in- 
crease appreciably  not  only  the  volume  but  the  proteolytic  power 
of  gastric  juice. 

W ine  in  the  Diet  of  Oldsters  and  Convalescents — There  are  sound, 
physiological  reasons,  therefore,  why  the  generally  lax  and  achlor- 
hydric stomach  of  older  people  and  convalescents  reacts  favorably 
to  the  mild,  secretory  stimulation  of  wine  t^ken  at  mealtimes.  And 
wine  offers  other  valuable  vasodilating,  soothing,  relaxing  effects  . . . 
a little  Port  or  sherry  wine  at  bedtime  is  a valuable  aid  to  normal 
sleep,  and  may  obviate  the  need  for  sedative  medication. 

Wine  to  Brighten  the  Monotonous  Diet — In  the  dull  and  often  un- 
appealing dietary  regimen  of  many  patients,  a glass  of  wine  can 
frequently  provide  a touch  of  interest  and  “elegance” — a psycho- 
logical boost  of  inestimable  value. 

The  Fine  Wines  of  California — Wines  of  outstanding  quality  are 
coming  from  California  nowadays.  Somewhere  in  the  rich  soils  of  the 
State,  each  grape  variety  finds  its  ideal  setting  and  comes  to  perfect 
ripeness  each  year.  Just  as  essential,  modern  scientific  methods  re- 
sult in  wines  of  controlled  quality  standards,  true  to  type — and  what 
is  highly  important  from  your  patient’s  standpoint — moderate  in 
price.  Wine  Advisory  Board,  San  Francisco  3,  California. 

‘Research  information  on  wine  is  available  upon  request. 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  ren'ies  shou'd  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

Fully  equipped  Internist’s  office  in  Lincoln  has 
hours  available  for  physician  desiring  to  share  facil- 
ities. Write  Box  32,  Nebraska  State  Medical  Asso- 
ciation, 1315  Sharp  Building,  Lincoln  8. 


PRACTICE  AVAILABLE  — Reporting  for  active 
duty  in  October.  Wish  to  secure  doctor  to  take  over 
excellent  general  practice.  Office  equipment  and 
house  available.  Box  37,  Nebraska  State  Medical 
Association,  1315  Sharp  Building,  Lincoln  8. 


WANTED  — Physician  to  take  over  excellent  gen- 
eral practice  in  large  eastern  Nebraska  city.  Office 
space,  equipment  and  records  also  available.  Write 
Box  38,  Nebraska  State  Medical  Association,  1315 
Sharp  Building,  Lincoln  8. 


FOR  SALE  — Office  equipment,  beautifully  fur- 
nished home.  Finest  location  in  Nebraska.  Good 
schools  and  churches.  Pleasant  countryside.  Large 
practice  assured.  Gross  $40,000-$60,000.  Will  sac- 
rifice. Health  reasons.  Write  Box  39,  Nebraska 
State  Medical  Association,  1315  Sharp  Building,  Lin- 
coln 8. 


FOR  SALE  — The  estate  of  Dr.  Joseph  E.  Uridil 
of  Hastings,  Nebraska,  has  remaining  for  disposi- 
tion 1 Birtcher-Challenger  Short-Wave  Diathermy 
Machine,  2 years  old,  in  excellent  condition.  Write 
Box  40,  Nebraska  State  Medical  Association,  1315 
Sharp  Building,  Lincoln  8,  Nebraska. 


FOR  SALE  — Spencer  Monocular  Microscope  com- 
plete, with  carrying  case;  instrument  sterilizer; 
and  otoscope.  Write  Box  41,  Nebraska  State  Medical 
Association;  1315  Sharp  Building,  Lincoln,  Nebraska. 


GENERAL  PRACTICE  AVAILABLE  — Reporting 
for  active  service  in  October.  Want  M.D.  immediate- 
ly to  take  over  extremely  active  practice  in  small 
town  in  heavily  populated  area.  Fifteen  miles  from 
new  hospital;  25  miles  from  Omaha.  Will  rent 
with  option  to  buy,  percentage  or  sell  — office  and 
house;  equipment  available.  Write:  R.  H.  Christ- 

ensen, M.D.,  Yutan,  Nebraska. 


FOR  SALE  — Complete  set  of  office  equipment 
and  furniture.  Everything  needed  to  set  up  a prac- 
tice. Excellent  opportunity  for  young  doctor  just 
going  into  practice.  Everything  goes  for  $600.00. 
Write  Mrs.  R.  H.  Kerr,  Alma,  Nebraska. 


Annual  Clinical 

Conference 

CHICAGO  MEDICAL 
SOCIETY 

March  1,  2,  3,  4,  1955 
Palmer  House,  Chicago 

Lectures 

Daily  Teaching  Demonstrations 

Color  Telecasts 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAl 
CONFERENCE  should  be  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 


FOR  SALE  — Bath  cabinet  from  Tucson  (Arizona) 
Clinic,  complete  with  paraffin,  testing  thermometer, 
and  personal  instructions  if  unfamiliar  with  use. 
Price  $25.00.  Write  Apt.  6,  1317  Park  Avenue, 
Omaha,  Nebraska. 


Mother’s  love,  care  and  affection  in  a home  away 
from  home,  under  R.  N.  supervision,  in  clean  whole- 
some surroundings,  in  association  with  exception- 
al children,  ages  infancy  to  kindergarten.  The 
Crest  8511  Hillcrest  Road,  RR  No.  7,  Hickman  Mills, 
Mo.  Telephone,  Delmar  9325. 


A study  of  automobile  exhaust  products  to  assess 
their  possible  role  in  causing  the  increase  of  lung 
cancer  in  urban  areas  was  urged  by  Dr.  Hans  L. 
Falk,  of  the  University  of  Southern  California,  at 
the  convention  of  the  Industrial  Medical  Associa- 
tion. 

According  to  Dr.  Falk  a preliminary  study  was 
made  in  Los  Angeles  on  this  subject.  There  are  2 
million  cars  driven  an  average  of  15  million  miles 
a day  in  Los  Angeles,  adding  their  pollution  product 
to  an  already  highly  polluted  atmosphere,  called 
smog.  Dr.  Falk  explained  that  extracts  of  gas 
engine  exhaust  samples  which,  analysis  has  shown, 
contain  aromatic  polycyclic  hydrocarbons  — a prod- 
uct of  incomplete  combustion  — were  used  in  bio- 
logical carcinogenic  studies  on  black  rqice. 

The  first  carcinoma  appeared  390  days  after  the 
tests  began.  Of  86  mice  treated  38  got  tumors.  Of 
the  42  used  as  controls,  none  were  affected. 
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GREEN  GABLES 


The 

Dr.  Benjamin  F.  Bailey 

Sanatorium 

Lincoln  : : Nebraska 

MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D.,  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.,  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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PROFESSIONAL  PROTECTION 
EXCLUSIVELY 
SINCE  1899 


OMAHA  Office: 

O.  W.  Parker,  Rep., 

674  Insurance  Bldg., 
Telephone  Atlantic  6678-6679 


POSTGRADUATE  COURSES 

INDUSTRIAL  & OCCUPATIONAL 
MEDICINE 

December  6,  7 and  8,  1954 

Sponsored  by  the  „ . . 

Joint  Committee  on  Industrial  Health  of  the 
AMERICAN  MEDICAL  ASSOCIATION 
AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 
INDUSTRIAL  MEDICAL  ASSOCIATION 

Prerenting  fifteen  outstanding  guest  instructors,  in- 
cluding the  medical  directors  of  several  of  the  large 
industrial  organizations  of  the  nation. 


CLINICAL  NEUROLOGY 

January  24,  25,  26  and  27,  1955 

Guest  Instructors  . . . 

ADOLPH  L.  SAHS,  M.D..  State  University  of  Iowa. 

D.  BERNARD  FOSTER.  M.D..  The  Menninger  Foun- 
dation. 

In  Addition  to  Six  Members  of  the 
University  Faculty 

Primarily  a Bedside  Teaching  Program 
For  program  announcement  and  information,  write: 

Extension  Program  in  Medicine 

University  of  Kansas  School 
of  Medicine 

Kansas  City  12,  Kansas 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City ; Coun- 
ties : Lancaster.  Otoe,  Cass. 

Third  District:  Councilor:  Harvey 

Runty,  DeWitt.  Counties : Gage, 

Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District  Councilor:  W.  Ben- 
thack,  Wayne.  Counties : Knox, 

Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties : 
Burt,  Washington,  Dodge,  Platte. 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties : Saun- 

ders, Butler,  Seward.  Polk,  York. 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties: 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer,  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock. 
Holt.  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson,  Buf- 
falo, Grant,  Hooker,  Thomas. 
Blaine.  Wheeler.  Loup.  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer,  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase.  Fron- 
tier. Dundy.  Hitchcoc?'. 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball.  Cheyenne, 
Sioux,  Dawes 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 

Adams  (10) 

Boone  (5) 

Box  Butte  (12) 

Buffalo  (9) 

Burt  (5) 

Butler  (6) 

Cass  (2) 

Ced.-Dix. -Dak. -Th. -Wayne  (4) 
Cheyenne-Kimball-Deuel  (12) 

Clay  (17) 

Colfax  (5) 

Custer  (9) 

Dawson  (9) 

Dodge  (6) 

Fillmore 

Franklin  (10) 

Four  County  (9) 

Gage  (3) 

Garden-Keith-Perkins  (11) 

Hall  (9) 

Hamilton  (6) 

Harlan  (10) 

Holt  and  Northwest  (8) 

Howard  (9) 

Jefferson  (7) 

Johnson  (3) 

Lancaster  (2) 

Lincoln  (11) 

Madison  Six  (4) 

Merrick  (5) 

Nance  (5) 

Nemaha  (3) 

Northwest  Nebraska  (8) 

Nuckolls  (7) 

Omaha-Douglas  (1) 

Otoe  (2) 

Pawnee  (3) 

Phelps  (10) 

Platte  (5) 

Polk  (6) 

Richardson  (3) 

Saline  (7) 

Saunders  (6) 

Scotts  Bluff  (12) 

Seward  (6) 

Southwest  Nebraska  (10) 

Thayer  (7) 

Washington  (5) 

Webster  (10) 

York  (6) 


PRESIDENT  SECRETARY 

George  L.  Pinney,  Hastings C.  R.  Holm,  Hastings 

. W.  J.  Reeder,  Cedar  Rapids Z.  R.  Boyd,  Albion 

F.  W.  Ford,  Hemingford B.  A.  Owens,  Hay  Springs 

R.  E.  Johnston,  Kearney J.  E.  Nordstrom,  Shelton 

L.  E.  Sauer,  Tekemah J.  G.  Allen,  Tekamah 

L.  J.  Ekeler,  David  City D.  E.  Burdick,  David  City 

R.  R.  Andersen,  Nehawka L.  N.  Kunkel.  Weeping  Water 

J.  R.  Keown,  Pender H.  J.  Billerbeck,  Randolph 

G.  B.  Dorwart,  Sidney J.  A.  Federle,  Sidney 

Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

L.  C.  Kavan,  Schuyler W.  J.  Kavan.  Clarkson 

R.  L.  Blair,  Broken  Bow G.  T.  Erickson.  Broken  Bow 

J.  B.  Kile,  Eddyville M.  J.  Ayres,  Gothenburg 

C.  C.  Nelson.  Fremont R.  C.  Byers,  Fremont 

C.  F.  Ashby,  Geneva 

Lloyd  S.  McNeill,  Campbell W.  A.  Doering,  Franklin 

Paul  Martin,  Ord Robert  J.  Fox,  Spalding 

■T.  C.  NeUon,  Wymore V.  L.  Branson,  Beatrice 

R.  E.  Benner,  Ogallala R.  L.  Thompson,  Grant 

H.  C.  Anderson,  Gr.  Island A.  G Gilloon,  Gr.  Island 

D.  B.  Steenburg.  Aurora J.  M.  Woodard.  Aurora 

W.  C.  Bartlett,  Alma L.  G.  Agee,  Alma 

H.  J.  Panzer,  Bassett J.  E.  Ramsay,  Atkinson 

A.  H.  Holm.  Wolbach E.  C.  Hanisch.  St.  Paul 

D.  O.  Hughes,  Fairbury K.  J.  Kenney,  Fairbury 

L.  J.  Chadek,  Tecumseh J.  A.  Lanspa,  Tecumseh 

E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

A.  J.  Callaghan,  North  Platte J.  C.  Baker,  Sutherland 

A.  E.  Mailliard,  Osmond F.  A.  Bulawa,  Norfolk 

A.  D.  Brown.  Central  City Lee  C.  Holmes,  Central  City 

Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

L.  H.  Hoevet,  Chadron A.  J.  Courshon,  Chadron 

C.  T.  Mason,  Superior A.  I.  Webman,  Superior 

A.  J.  Offerman,  Omaha J.  B.  Christensen,  Omaha 

W.  C.  Ramacciotti,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Wm.  Bivens,  Holdrege D.  W.  Jones,  Holdrege 

E.  N.  Heiser,  Columbus E.  G.  Brillhart,  Columbus 

H.  S.  Eklund.  Osceola C.  L.  Anderson,  Stromsburg 

W.  D.  Ketter.  Falls  City W.  E.  Shook,  Shubert 

C.  Zimmer.  Friend R.  W.  Homan,  Crete 

Ivan  M.  French,  Wahoo Stephen  E.  Wallace,  Wahoo 

S.  P.  Wiley,  Geringc Wm.  Holmes,  Scottsbluff 

R.  W.  Herpolsheimer,  Staplehurst  James  R.  Frans,  Milford 

J.  H.  Donaldson,  Jr.,  McCook D.  H.  Morgan,  Jr.,  McCook 

F.  A.  Mountford.  Davenport Rudolph  F.  Decker,  Byron 

W.  E.  Goehring.  Blair Morris  Nielsen,  Blair 

J S.  Bell.  York B.  N.  Greenberg.  York 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 

OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 ec.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc.  Each  2.50 

32-102— ANTI-RHo  ( ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM. 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION. 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.J'.),  100  ec Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  . Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


I 

j When  You  Need  Medication 
for  Patients  in  Northeast 
j Lincoln , Call 

i Mayo  Drug  Co. 

1 “The  Drug  Store  on  the  Corner” 

j Phone  6-2353  2700  North  48th  ! 

— We  Deliver  — 

(Serving  Our  Community  for  31  Years) 
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| In  very  special  cases 

A very 

| superior  Brandy 

1 specify  ik 


= THE  WORLD'S  PREFERRED  COGNAC  BRANDY  = 

S 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 

PillllllilllllllllliiilllllliillllillliillilllllllllliiiiillliiiiiillllillililililllillllllllllilllllllllllllllllrF 
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YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  nar- 
cotic addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for 
success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 

THE  RALPH  SANITARIUM 

A Unit  of  the  Benjamin  Burroughs  Ralph  Foundation  for  Medical  Research 

529  HIGHLAND  AVENUE  telephone  victor  3624  KANSAS  CITY  6,  MISSOURI 

Ralph  Emerson  Duncan,  M.D.,  Director 


BASIC  FIRE  SAFETY  RULES 

Keeping  the  home  fires  burning  and  keeping 
from  being  burned  in  home  fires  are  two  entirely 
different  things. 

To  prevent  unnecessary  injuries  and  deaths  from 
home  fires,  parents  should  teach  their  children  the 
elementary  facts  of  fire  safety,  Dr.  Carl  J.  Pott- 
hoff,  Rochester,  Minn.,  wrote  in  the  February,  1954, 
Todays’  Health  magazine,  published  by  the  American 
Medical  Association. 

“After  the  Christmas  upswing  in  the  incidence 
of  home  fires,  there  usually  is  a moderate  decrease 
for  several  weeks,  and  then  a rise  again  in  Febru- 
ary and  early  March,”  he  stated.  “There  is  no 
practical  way  to  fireproof  a home  completely;  the 
term  ‘fireproof’  when  applied  to  dwellings  of  any 
sort  is  a misnomer.  Even  in  homes  of  the  safety- 
conscious where  education  within  the  family,  good 
housekeeping,  construction  and  repairs  are  aimed 
to  prevent  fires,  some  hazards  exists. 

“Accordingly,  homemakers  should  work  out  plans 
with  the  children  for  use  if  fire  strikes.  Education 
should  be  judiciously  factual  according  to  the  age 
of  the  child,  lest  children  develop  a haunting  fear 
of  home  fires,  particularly  night  fires.” 

According  to  Dr.  Potthoff,  parents  should  stress: 

1.  That  escape  from  the  burning  building,  not 
the  saving  of  property,  is  the  paramount  objective. 

2.  How  to  notify  the  fire  department  and  how 
to  use  fire  extinguishers. 

3.  That  if  clothing  catches  fire,  either  in  a home 
fire  or  otherwise,  it  usually  is  advisable  to  lie  down 


and  to  roll  over  slowly,  as  flame  and  heat  rise  to 
the  face.  Wrapping  a blanket  about  the  body  may 
be  worth-while;  running  tends  to  fan  the  flames. 

Dr.  Potthoff  stated  that  children  also  should  be 
taught  that  when  escaping  from  a fire  the  following 
rules  should  be  observed: 

1.  Keep  low  in  a fire-swept  room  as  the  risk 
from  heat,  smoke  and  carbon  monoxide  is  less. 

2.  Don’t  open  doors  and  windows  because  drafts 
cause  a faster  spread  of  fire. 

3.  Doors  should  be  opened  cautiously  while 
standing  behind  them,  as  the  next  room  may  contain 
superheated  air,  a blast  of  which  may  be  lethal. 

4.  The  important  body  parts  — face,  hands, 
scalp  — can  be  protected  somewhat  by  a heavy 
towel  or  article  of  clothing,  preferably  wet,  while 
dashing  through  flame. 

5.  Jumping  from  upper  stories  often  is  fatal 
and  often  unnecessary  as  rescue  may  be  at  hand. 

6.  When  doors  and  transoms  are  closed,  open  a 
window  slightly  and  stay  near  it,  breathing  the  in- 
coming air. 

7.  Don’t  re-enter  a burning  building  to  try  to 
rescue  a toy  or  pet. 


No  drug  having  been  thus  far  found  in  the 
treatment  of  tuberculosis  which  kills  all  tubercle 
bacilli,  the  objectives  of  drug  treatment  in  this  dis- 
ease still  fall  short  of  the  eradication  of  all  infect- 
ing organisms.  William  B.  Tucker,  M.D.,  Annals  of 
Internal  Med.,  Nov.,  1953. 
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EDITORIAL 

A JUDICIOUS  MIXTURE 

Your  present-day  editor  is  confronted 
typically  and  continuously  by  questions  of 
usefullness,  appeal  to  the  reader,  and  of 
adaptation  to  the  needs  of  the  doctor,  of 
contemporary  medical  literature.  The  above 
considerations  were  emphasized  by  recent 
correspondence  concerning  a particular  man- 
uscript. A professor,  a guest  speaker  at 
an  annual  session  of  the  Nebraska  State 
Medical  Association,  handed  to  the  stenotyp- 
ist  the  manuscript  that  had  served  as  the 
basis  of  his  lecture.  He  promised  to  re- 
vise this  manuscript  for  publication  in  the 
Nebraska  State  Medical  Journal.  Later,  a 
query  to  the  professor  about  the  manuscript 
brought  the  following  reply:  “1  have  re- 

viewed the  manuscript  of  the  paper  which 
l presented  before  the  Nebraska  State  Med- 
ical Association  on  May  11,  and  consider  it 
contains  very  little  that  is  new.  Therefore, 
I desire  that  it  not  be  published  and  would 
appreciate  your  returning  the  manuscript 
to  me.” 

If  the  professor’s  paper  was  good  enough 
to  read  to  us,  it  was  good  enough  to  be  pub- 
lished in  our  journal  so  it  could  be  read  by 
those  doctors  who  were  unable  to  attend  the 
annual  sessions.  The  corollary  of  this  clear- 
ly valid  proposition  is  equally  true  — that 
if  the  paper  was  not  fit  to  publish,  it  was 
not  good  enough  to  present.  It  is  probable 
that  neither  deduction  is  correct  and  that 
the  professor  had  some  reason  besides  lack 
of  newness  for  declining  to  have  his  paper 
published.  Be  that  as  it  may,  the  state- 
ment in  his  letter,  “ ...  it  contains  very 
little  that  is  new,”  does  reflect  a number 
of  questions  one  often  asks  himself  about 
medical  literature. 


These  questions  relate  themselves  chiefly 
to  the  kind  of  material  that  should  be  pub- 
lished in  medical  journals.  Should  medical 
articles  consist  largely  of  new  data?  Must 
there  always  be  so  called  new  data  in  order 
to  make  publication  of  an  article  legitimate? 
What  is  the  optimum  mixture  of  old  and 
new  information?  Undoubtedly  there  is  no 
categorical  answer  to  these  questions.  The 
nature  of  a given  journal  may  furnish  a 
partial  answer,  so  far  as  that  particular 
publication  is  concerned.  Those  journals  de- 
voted to  very  narrow  fields  of  medical 
science  can,  and  probably  should,  reverse  the 
ratio  between  old  and  new  data  as  compared 
with  journals  covering  a wide  field  of  med- 
icine. The  various  state  medical  journals 
and,  as  an  example,  the  American  Journal 
of  Medical  Sciences,  illustrate  the  group  hav- 
ing a wide  range  of  coverage.  It  is  obvious- 
ly impossible,  with  rare  exceptions,  to  pro- 
duce medical  literature  that  is  entirely  new. 
When  a doctor  has  a puzzling  case  to  study, 
or  when  the  professor  prepares  to  give  a 
lecture,  it  is  necessary  to  review  the  old  in- 
formation and  to  fit  into  the  picture  what- 
ever new  data  has  come  to  hand.  This  process 
is  quite  comparable  to  the  preparation  of 
acceptable  medical  writing.  In  this  respect 
medicine  bears  a resemblance  to  music  and 
the  other  arts  where  one  often  recognizes 
an  old  theme  used  as  the  basis  for  a new 
production. 

It  seems  immediately  evident  that  every 
practitioner,  every  teacher,  every  reader  of 
medical  literature  is  in  need  of  reviews  and 
of  rearrangements  of  old  ideas  to  fit  the 
changing  scene  created  by  new  concepts  that 
constantly  arise.  None  of  us,  or  very  few, 
have  such  remarkable  memories  that  we 
need  not  review  the  older  information,  eith- 
er to  recall  clearly  its  details,  or  to  fit  new 
ideas  into  the  picture.  This  need  for  fre- 
quent reawakening  of  our  memories  and  for 
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reorientation  of  our  ideas  is  true,  undoubt- 
edly, for  the  professor  as  well  as  for  the 
practitioner. 

Regardless  of  the  number  of  new  medical 
journals  that  are  launched  and  go  on  to 
prosper,  year  by  year,  and  regardless  of  the 
utter  inability  of  anyone  even  to  scan  the 
great  volume  of  medical  literature,  Amer- 
ican medical  writers  are  accomplishing  a 
very  useful  purpose.  They  are  not  writing 
about  new  information  only,  but,  in  most 
instances,  are  producing  a prudent  mixture 
of  new  and  old.  State  medical  journals, 
serving  both  as  newspapers  and  as  scientif- 
ic publications,  and  printing  less  of  the  new 
information  in  proportion  to  previously 
known  facts  and  theories  than  do  highly 
specialized  journals,  are,  nevertheless,  serv- 
ing a useful  function  in  a highly  satisfac- 
tory manner.  Furthermore,  surveys  have 
shown  that  their  reader-interest  is  near  the 
top  of  the  list.  Our  modern  writers  should 
try,  therefore,  to  present  new  or  unusual 
facts ; but  let  us  not  fear  to  show  such  facts 
in  the  light  of  established  knowledge.  Let 
us  produce  a judicious  mixture  of  new  and 
old. 

WHAT  IS  DIABETIC  WEEK? 

(Guest  Editorial) 

Each  year  the  American  Diabetic  Asso- 
ciation sponsors  a Diabetic  Week.  This  is 
always  held  the  third  week  in  November 
and  this  year  will  be  conducted  from  Novem- 
ber 14th  to  20th.  During  this  week  the 
American  Diabetic  Association,  workin g 
with  the  medical  profession,  health  agencies, 
and  many  civic  groups,  will  join  in  a con- 
centrated effort  to  alert  the  public  to  the 
importance  of  the  early  discovery  of  diabetes 
and  its  proper  treatment. 

One  of  the  great  triumphs  of  medical 
science,  within  the  past  generation,  has  been 
the  discovery  of  methods  of  controlling  dia- 
betes. Today,  over  a million  people  in  this 
country  are  under  care  for  this  ailment. 
Unfortunately  many  diabetics  are  not  being 
treated  today  because  they  do  not  know  they 
have  this  condition.  The  symptoms  of  dia- 
betes may  not  yet  be  acute  enough  to  cause 
these  individuals  to  go  to  a doctor,  though 
without  treatment  the  condition  may  be  do- 
ing great  harm.  It  is  estimated  that  there 
are  nearly  as  many  undiscovered  diabetics 
in  this  country  as  there  are  known  cases. 


Search  for  these  unknown  diabetics  is  one 
of  the  major  reasons  for  this  special  Diabetic 
Week. 

Detection  centers  have  been  set  up  in 
some  areas  where  the  public  may  go  to  have 
urine  tests.  In  other  areas,  mass  testings 
have  been  made  of  large  employed  groups, 
and  schools.  In  Nebraska  your  State  Com- 
mittee has  emphasized  the  importance  of 
reaching  the  unknown  diabetic  by  encourag- 
ing him  to  go  to  his  own  physician  for  his 
urine  test. 

The  House  of  Delegates  of  the  State  As- 
sociation has  approved  a plan  whereby  the 
physicians  of  the  state  will  test,  without 
cost,  any  specimen  of  urine  for  sugar  during 
Diabetic  Week.  This  method  apparently  is 
gaining  some  ground,  although  it  has  been 
discouraging  how  few  people  will  take  ad- 
vantage of  the  opportunity  to  have  the  tests 
made.  It  is  encouraging,  however,  that  the 
number  has  increased  considerably  in  the 
past  few  years.  For  instance  — in  1952, 
Nebraska  physicians  reported  testing  of 
3,166  cases.  Of  this  group,  there  were  found 
to  be  21  new  diabetics.  In  1953,  5,001  tests 
were  reported,  and  of  this  group  there  were 
46  new  diabetics. 

Your  Committee  continues  to  believe  that 
the  best  method  of  reaching  these  patients 
and  the  proper  person  to  find  the  unknown 
diabetic  is  his  own  physician.  Consequently, 
we  will  try  again  this  year  to  encourage  the 
public,  by  newspaper,  radio  and  other  means, 
to  go  to  their  own  physicians  for  their  urine 
tests.  We  believe  that  this  is  good  public 
relations  and  maintains  doctor-patient  re- 
lationship. 

Reported  tests  in  1952  and  1953  revealed, 
as  anticipated,  about  one  unknown  diabetic 
for  each  100  persons.  There  are  probably 
over  10,000  unknown  diabetics  in  our  state. 
Let  us,  this  year,  try  to  find  as  many  as 
possible. 

F.  L.  ROGERS,  M.D.,  Chairman 

State  Diabetic  Committee 


There  is  much  reason  to  believe  that  efforts 
aimed  at  increasing  the  general  resistance  of  the 
body  would  contribute  to  progress,  not  only  in  the 
control  of  tuberculosis,  but  also  in  that  of  several 
other  infectious  diseases  as  well.  It  is  a remarkable 
fact  that  the  death  rate  of  several  bacterial  respira- 
tory infections  follows  a course  parallel'  to  that  of 
tuberculosis.  Rene  J.  Dubos,  Ph.D.,  Am.  Rev. 
Tuberc.,  July,  1953. 
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The  Management  °/ 

Diabetes  «» Childhood 


Early,  uninterrupted,  and  adequate  treatment  of 
the  young  diabetic  is  one  of  the  obligations  of  the 
physician  and  of  the  patient's  family  that  is  stressed 
by  this  author.  He  gives  sufficient  detail  of  the  mean- 
ing of  adequate  treatment  including  dietary  manage- 
ment, insulin  therapy,  prevention  and  treatment  of 
complications.  Doctor  Marble  cautions  against  dis- 
couragement regarding  degenerative  complications, 
and  supports  his  more  optimistic  views  by  clinical 
observations  of  adequately  controlled  diabetes  in 
childhood. 

EDITOR 

THE  successful  treatment  of  dia- 
betes with  onset  in  childhood 
presents  one  of  the  most  chal- 
lenging problems  in  medicine.  Although 
with  reasonable  care  as  to  diet  and  insulin, 
survival  for  many  years  is  the  rule,  it  is  dis- 
tressingly common  for  such  patients  after  15, 
20  or  more  years  of  diabetes  to  show  prema- 
ture and  often  extensive  vascular  disease. 
That  some  few  do  carry  on  successfully  for 
even  25  years  or  more  without  demonstrable 
vascular  lesions  is  encouraging  and  inspires 
hope  that  careful  study  of  the  course  of  these 
patients  may  point  the  way  toward  better 
treatment  of  diabetics  generally. 

Fortunately  diabetes  is  uncommon  in  chil- 
dren. It  has  been  estimated  that  in  the 
United  States  there  are  only  about  17,000  to 
22,000  children  under  the  age  of  fifteen  with 
clinically  recognizable  diabetes  or  about  1 
in  2,500  individuals  in  this  age  group.  How- 
ever, now  that  these  patients  are  living  for 
such  long  periods,  the  total  number  of  per- 
sons with  onset  of  diabetes  under  the  age 
of  fifteen  is  considerable  and  has  been  esti- 
mated conservatively  as  between  40,000  and 
60,000.  Thus  the  problem  is  a significant 
one  and  one  which  will  continue  to  grow. 

DIAGNOSIS 

Except  in  infants  and  very  young  chil- 
dren, the  diagnosis  usually  is  not  difficult. 
The  onset  of  symptoms  is  usually  more  rapid 
and  easily  dated  than  in  the  adult,  and  when 
the  patient  is  first  seen  the  urine  contains 
large  amounts  of  sugar  and  the  blood  sugar 
is  at  an  unmistakably  diabetic  level.  Not 
infrequently  the  diagnosis  is  made  in  acidosis 
or  coma.  However,  this  definiteness  of  the 
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diabetic  state  is  not  invariable  and  occasion- 
ally one  sees  a child  in  whom  intermittent, 
slight  glycosuria  and  abnormal  findings  dur- 
ing a glucose  tolerance  test  are  the  only  indi- 
cations of  diabetes.  Needless  to  say,  such 
rare  patients  must  be  kept  under  close  obser- 
vation. 

In  children  usually  no  special  diagnostic 
procedures  such  as  the  glucose  tolerance 
test  are  necessary  since  random  blood  and 
urine  tests  suffice.  Should  a tolerance  test 
be  necessary,  children  weighing  100  pounds 
or  over  may  be  given  orally  the  adult  dose  of 
100  grams  of  glucose.  Those  under  100 
pounds  may  be  given  1 gram  of  glucose  per 
pound  of  body  weight.  If  possible,  venous 
blood  samples  should  be  taken  for  this  diag- 
nostic procedure.  In  a patient  properly  pre- 
pared for  the  test,  we  regard  a venous  blood 
sugar  of  130  mg.  fasting  and  170  mg.  after 
a meal  or  glucose  as  diagnostic  of  diabetes. 
If,  because  of  the  age  of  the  child  or  other 
considerations,  capillary  blood  samples  must 
be  taken,  great  caution  must  be  exercised  in 
interpreting  results.  Because  of  the  variable 
and  often  great  capillary-venous  difference 
in  blood  sugar  following  a meal  or  glucose, 
it  is  difficult  to  set  up  arbitrary  diagnostic 
standards  for  capillary  blood.*  Experience 
has  shown  that  in  those  patients  in  whom 
the  only  indications  of  diabetes  are  minimal 
glycosuria  and  a capillary  blood  sugar  over 
200  mg.  per  100  cc.,  wisdom  lies  in  a careful 
follow-up  and  detailed  study  before  the  def- 
inite diagnosis  of  diabetes  is  made. 

DIET 

Dietary  regulation  is  important  for  all  dia- 
betics but  doubly  so  for  children.  In  orient- 
ing one’s  thinking  one  must  have  in  mind 
that  regulation  implies  not  only  certain  re- 

*These  remarks  should  not  be  construed  as  casting  doubt 
on  the  general  trustworthiness  and  usefulness  of  micro- 
methods of  determination  of  blood  sugar  on  capillary  blood. 
They  are  of  great  aid  in  the  day  by  day  care  of  diabetic 
patients. 
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strictions  but  also  care  that  the  diet  be  com- 
pletely adequate  in  protein,  minerals,  vita- 
mins and  calories  so  that  normal  growth  and 
development  are  assured.  Some  have  advo- 
cated a “free  diet”  but  such  treatment  is  apt 
to  be  no  treatment  at  all  and  to  result  in 
frequent  glycosuria  and  hyperglycemia  and 
a high  incidence  of  complications  both  acute 
and  late.  The  free  diet  is  mentioned  only 
to  condemn  it. 

The  amount  of  carbohydrate  allowed  daily 
for  children  may  to  advantage  be  restricted 
to  150-200  grams;  occasionally  225  grams 
daily  may  be  allowed.  If  these  levels  are 
exceeded,  it  is  usually  necessary  to  allow 
concentrated  foods  rich  in  carbohydrate 
which  are  difficult  or  impossible  for  a dia- 
betic to  tolerate  without  significant  glyco- 
suria and  hyperglycemia.  Experience  shows 
that  over  years  of  time  those  patients  get 
along  best  whose  carbohydrate  intake  is  kept 
below  200  grams  daily. 

The  growing  child  must  have  an  adequate 
amount  of  protein.  This  will  range  from 
3.5  gm.  per  kg.  of  body  weight  in  infants 
under  one  year  of  age  to  1. 5-2.0  gm.  per  kg. 
at  ages  thirteen  to  fifteen  years.  Having 
decided  as  to  the  amount  of  carbohydrate 
and  protein  in  a given  case,  that  amount  of 
fat  is  prescribed  which  will  bring  the  total 
calories  per  day  up  to  the  desired  level.  In 
this  regard  the  following  rule  of  thumb  may 
useful  although  it  must  often  be  altered  in 
individual  cases:  allow  1,000  calories  per  day 
at  age  one;  then  add  about  100  calories  for 
each  year  of  age  up  to  thirteen  for  girls  and 
nineteen  for  boys.  Following  these  general 
rules  the  representative  diets  listed  in  Table 
I are  secured. 

TABLE  I 

REPRESENTATIVE  DIETS  FOR 
DIABETIC  CHILDREN 

Carbo- 


Age 

hydrate 

Protein 

Fat 

Calories 

Yrs. 

gm. 

gm. 

gm. 

(approx.) 

1 

100 

50 

50 

1,000 

4 

130 

60 

60 

1,300 

8 

160 

80 

80 

1,700 

12 

190 

100 

100 

2,100 

15 

220 

125 

125 

2,500 

The  carbohydrate  of  the  diet  is  arranged 
to  give  approximately  one  fifth  at  breakfast, 
two  fifths  at  the  noon  meal,  and  two  fifths 
at  supper  with  due  allowance  for  between- 
meal  snacks  which  may  provide  about  10 
gm.  of  carbohydrate  in  the  forenoon,  10-20 
gm.  in  the  afternoon,  and  10  gm.  at  bedtime. 
These  snacks  are  important  in  providing 


automatic  protection  against  insulin  reac- 
tions. 

Calcium  and  phosphorous  requirements 
are  met  by  including  milk  in  adequate  quan- 
tities. This  amounts  usually  to  about  11/2 
pints  daily  in  the  child  five  or  six  years  of 
age  and  older.  Vitamin  supplements,  espe- 
cially of  vitamins  C and  D,  are  important 
during  the  growing  years  just  as  in  the  non- 
diabetic child. 

The  booklet  entitled  “Meal  Planning  with 
Exchange  Lists”  with  accompanying  diet 
card  and  meal  plans  prepared  by  the  Amer- 
ican Diabetes  Association,  the  American 
Dietetic  Association,  and  the  Diabetes 
Branch,  U.  S.  Public  Health  Service  will  be 
of  assistance  in  prescribing  diets. 

INSULIN 

Every  diabetic  child  needs  insulin  and 
should  receive  it  continuously  from  the  day 
of  diagnosis.  Because  of  his  tendency  to  hy- 
perglycemia even  though  fasting,  he  requires 
insulin  not  only  for  the  utilization  of  ingest- 
ed food  but  also  for  continuous,  basic  con- 
trol of  the  diabetic  state.  To  mimic  Nature 
and  to  provide  insulin  according  to  chang- 
ing body  needs  is  no  easy  task,  and,  indeed, 
this  is,  apart  from  the  matter  of  securing 
adherence  to  diet,  the  chief  problem  in  the 
management  of  juvenile  diabetes.  The  in- 
sulins prepared  today  are  amazingly  effec- 
tive but  as  yet  the  ideal  product  is  not  avail- 
able. However,  using  the  varieties  of  insulin 
now  at  hand  it  is  possible  to  obtain  far  bet- 
ter control  of  diabetes  than  is  usually 
achieved.  The  physician  often  hesitates  to 
enforce  too  strict  a program  for  fear  that 
the  young  patient  will  rebel  and  become  dis- 
couraged by  an  overly  rigid  schedule.  How- 
ever, one  should  pause  to  consider  that  in 
an  attempt  to  make  treatment  as  easy  and 
as  pleasant  as  possible,  one  may  be  sacrific- 
ing for  these  patients  a considerable  meas- 
ure of  life  expectancy  and  freedom  from  late 
complications. 

Within  at  least  2 or  3 years  after  onset, 
juvenile  diabetes  usually  exhibits  a marked 
tendency  to  hyperglycemia,  even  in  the  fast- 
ing state.  Because  of  this,  it  is  difficult  to 
achieve  good  control  by  the  use  of  unmodi- 
fied (regular  or  crystalline)  insulin  alone 
unless  2,  3,  4 or  more  injections  are  given  in 
each  24  hours.  Multiple  injections  are  in- 
convenient and  not  well  accepted  by  the  pa- 
tient. Consequently  it  is  best  from  the  very 
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start  of  treatment  to  include  in  the  program 
an  insulin  of  prolonged  duration  (“depot 
insulin”).  If  given  daily  before  breakfast, 
the  insulin  chosen  should  have  a duration  of 
action  of  more  than  24  hours  or  a second  and 
smaller  dose  should  be  given  before  supper 
or  at  bedtime. 

We  have  found  that  for  most  patients 
satisfactory  control  may  be  attained  with 
an  injection  of  NPH  insulin  before  break- 
fast. In  many  young  patients  a small  amount 
of  unmodified  (regular  or  crystalline)  in- 
sulin also  must  be  given  before  breakfast; 
if  so,  the  two  types  may  be  taken  in  the 

Please  insert 
dates,  giving 
year,  month 
and  day 


reached,  increase  in  the  dose  of  NPH  insu- 
lin should  stop.  Special  attention  should  now 
be  directed  to  the  tests  just  before  the  noon 
meal;  if  these  are  not  good  then  a small 
dose  (4  or  6 units)  of  unmodified  insulin 
should  be  added  to  the  NPH  type  given  be- 
fore breakfast.  Then  the  dose  of  unmodified 
insulin  should  be  increased  slowly  until  satis- 
factory urine  and/or  blood  sugar  tests  are 
obtained  in  the  late  forenoon. 

In  most  patients  when  a point  has  been 
reached  at  which  the  two  above-mentioned 
urine  tests  are  good,  tests  during  the  rest  of 
the  24  hours  will  be  satisfactory  as  well.  How- 

Body 

Weight  Ibf. 

(State  whether  with 
or  without  clothing) 


Patient  s Full  Name 


REPORT  OF  URINE  TESTS 


DATE 

19 

Before 

breakfast 

Before 

noon 

meal 

Before 

supper 

At 

bedtime 

PZI 

Insulin 

NPH 

Rl 

Remarks 

Month  Day 

PZI=Protamine  zinc  insulin  Mail  or 

NPH  = NPH  insulin  bring  to  Dr 

RI  = Regular  or  crystalline  insulin  ' 81  Bay  Stale  Road.  Boston  15,  Mass. 

Figure  1 Sheet  for  use  by  patient  to  record  results  of  urine  tests. 


same  syringe  with  no  important  change  in 
the  activity  of  either  type  as  the  result  of  the 
mixing.  Using  this  program,  then  tests  of 
two  specimens  of  urine  (or,  if  available  blood 
sugar  tests)  become  of  greatest  importance: 
(a)  that  just  before  the  noon  meal  which 
serves  as  the  best  index  of  the  effect  of  the 
unmodified  insulin,  and  (b)  that  just  before 
supper  which  serves  as  the  best  index  of 
the  effect  of  the  NPH  insulin. 

In  the  initial  adjustment,  for  sake  of  sim- 
plicity and  convenience,  attempt  should  be 
made  to  bring  about  control  with  a single 
dose  of  NPH  insulin  alone.  At  this  stage  of 
treatment,  the  amount  of  NPH  insulin  may 
be  increased  gradually  until  satisfactory 
urine  and/or  blood  sugar  tests  are  obtained 
in  the  late  afternoon.  When  this  point  is 


ever,  in  a small  percentage  of  patients,  the 
effect  of  NPH  insulin  does  not  carry  through 
for  the  usual  26-30  hours  but  diminishes 
greatly  before  24  hours  have  elapsed.  Be- 
cause of  this,  there  may  be  fasting  hyper- 
glycemia and  glycosuria  despite  good  tests 
during  most  of  the  day.  In  such  patients  a 
second  and  smaller  dose  of  NPH  insulin  may 
be  given  before  supper  or  at  bedtime;  if  at 
bedtime,  then  the  amount  usually  will  be 
only  4,  6 or  8 units. 

The  young  patient  or  his  family  should 
carry  out  at  home  qualitative  tests  for  sugar 
in  the  urine  daily  before  each  meal  and  keep 
in  tabular  form  a record  of  the  results.  A 
sheet  arranged  as  in  Figure  1 is  most  help- 
ful for  the  patient  in  reporting  to  the  phy- 
sician. Patients  are  instructed  that,  in  col- 
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lecting  a specimen  of  urine  before  meals, 
care  should  be  taken  that  this  be  not  the 
first,  but  rather  the  second  or  third,  speci- 
men since  the  previous  meal  to  avoid  being 
misled  by  “overflow  glycosuria”.  Minor  ad- 
justments in  insulin  dose  will  usually  be 
necessary  from  time  to  time  and  this  may 
be  made  in  either  or  both  types  of  insulin, 
2 or  4 units  at  a time. 

Types  of  long-lasting  insulin  other  than 
the  NPH  variety  may  be  used  but  in  our  ex- 
perience not  quite  as  successfully.  Globin 
insulin  has  the  disadvantage  that  in  many 
patients  its  duration  of  action  falls  short  of 
24  hours  so  that  a second  dose  before  supper 
must  be  given.  Protamine  zinc  insulin  has 
the  drawback  that  unmodified  insulin  can- 
not be  added  to  it  in  the  syringe  or  vial  un- 
less great  alterations  in  the  separate-injec- 
tion dosage  schedule  are  made.  Thus,  in 
a patient  whose  insulin  requirement  is  20 
units  of  unmodified  plus  40  units  of  prota- 
mine zinc  insulin  given  by  separate  injection, 
if  the  two  types  are  mixed  the  dose  might 
well  be  40  units  of  the  unmodified  and  20 
units  of  the  protamine  zinc  variety.  This  “2 :1 
mixture”  in  many  patients  has  an  action 
much  like  that  of  NPH  insulin  but  it  has  the 
disadvantages  of  inconvenience  and  of  rela- 
tive inflexibility.  In  August,  1954,  there  was 
placed  on  the  market  in  the  United  States 
a new  type  of  insulin,  named  Lente  insulin^). 
We  have  used  it,  chiefly  with  young  patients, 
on  an  investigational  basis  for  about  one 
and  one-half  years.  In  common  with  others, 
we  have  found  that  it  has  a rate  and  dura- 
tion of  action  that  resembles  NPH  insulin. 
Unmodified  insulin  may  be  added  to  it  in 
the  syringe  just  as  to  NPH  insulin  without 
significant  alteration  of  the  type  of  effect 
of  either  of  the  insulins.  The  chief  advan- 
tage of  Lente  insulin  is  that  its  prolonged 
duration  is  achieved,  not  by  means  of  the 
addition  of  protamine,  globin,  or  other  sub- 
stance of  this  nature,  but  simply  by  the 
addition  of  a small  amount  of  zinc  and  by 
the  use  of  an  acetate  rather  than  a phos- 
phate buffer.  More  experience  is  needed  to 
determine  the  place  of  Lente  insulin  in  the 
growing  family  of  insulins. 

SUMMER  CAMPS 

Summer  camps  for  diabetic  children  have 
proved  their  worth (2>.  Nebraska  may  well  be 
proud  of  its  Springdale  Camp  near  Ne- 
braska City.  It  is  one  of  some  25  camps  in 
the  United  Stats  and  Canada.  These  camps 


can  accommodate  2000-2500  children  annual- 
ly. With  the  increase  in  number  of  camps 
in  recent  years  we  have  reached  the  place 
at  which  it  is  important  to  stress  full  utili- 
zation of  existing  facilities  before  proceed- 
ing to  establish  new  ones  except  in  a few 
areas  in  the  country  which  are  still  unserved. 
All  camps  should  be  non-profit  in  nature, 
and  no  child  should  be  denied  the  right  to 
attend  because  of  lack  of  funds. 

The  first  camp  for  diabetic  children  was 
established  in  the  United  States  near  Detroit, 
in  1925  (since  discontinued).  The  expansion 
of  the  camp  program  has  been  rapid  in  the 
last  ten  years  and  the  idea  has  spread  abroad 
so  that  now  there  are  camps  in  England, 
France,  Holland,  Switzerland  and  Australia. 
The  two  camps  sponsored  by  our  group 
cared  for  some  380  boys  and  girls  during 
the  season  of  1954.  The  Clara  Barton  Birth- 
place Camp  for  girls,  at  North  Oxford,  Mas- 
sachusetts, ran  for  its  23rd  season  and  the 
Elliott  P.  Joslin  Camp  at  Charlton,  Massa- 
chusetts, three  miles  away,  for  its  7th  season. 

Summer  camps  provide  an  unparalleled 
opportunity  for  an  annual  check-up  and 
regulation  of  diabetes  under  conditions 
which  approximate  the  normal  much  more 
nearly  than  do  those  in  a hospital.  Weighed 
diets  may  be  provided,  necessary  laboratory 
tests  carried  out  daily,  and  close  medical  and 
nursing  supervision  made  available.  The 
benefit  of  exercise  is  seen  in  a gratifying 
way.  Opportunities  for  teaching  young  pa- 
tients the  fundamentals  of  home  care  are 
unequalled.  Being  with  fellow  diabetics  who 
are  active,  healthy,  and  happy,  they  lose  the 
sense  of  loneliness  and  of  being  set  apart 
from  other  children.  Above  all,  youngsters 
are  given  an  enjoyable  and  healthful  vaca- 
tion with  the  fun  of  engaging  in  sports  of 
all  kinds,  nature  study,  wood  work,  music, 
and  dramatics  as  in  any  summer  camp.  Not 
to  be  forgotten  is  the  vacation  provided  for 
the  parents  at  home. 

COMPLICATIONS 

The  important  acute  complications  of  ju- 
venile diabetes  are  attacks  of  hypoglycemia, 
and  diabetic  coma.  One  tries  to  avoid  insulin 
reactions,  but  if  careful  control  of  diabetes 
is  sought,  it  is  difficult  to  prevent  occasional 
ones.  Infrequent  mild  reactions  are  not 
harmful  in  a physical  sense  but  they  are 
annoying  and  may  tend  to  shake  the  patient’s 
confidence.  Care  in  the  regulation  of  insulin 
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dosage,  constancy  of  diet,  reasonable  con- 
stancy of  physical  activity,  and  the  giving 
of  between-meal  and  bedtime  feedings  will 
do  much  to  decrease  the  frequency  of  re- 
actions. 

Diabetic  coma  is  a much  more  serious 
matter,  and  in  the  days  before  insulin,  was 
the  almost  inevitable  mode  of  death  of  the 
.juvenile  diabetic.  It  was  the  unusual  dia- 
betic child  who  survived  longer  than  two 
years.  In  the  present  day  the  occurrence  of 
diabetic  coma  after  the  initial  diagnosis  and 
regulation  of  diabetes  indicates  either  neg- 
lect or  poor  understanding  of  the  disease. 
The  prevention  of  diabetic  coma  starts  with 
the  education  of  the  patient  and  of  his  fam- 
ily at  the  very  first  visit.  No  child  should 
die  today  in  diabetic  coma.  Success  in  treat- 
ment depends  upon  early  diagnosis  of  acid- 
osis, prompt  initiation  of  treatment  with 
large  doses  of  insulin  in  the  first  3 hours, 
and  the  giving  of  adequate  amounts  of  fluid 
and  electrolytes  parenterally.  The  dosage  of 
insulin  and  the  amount  of  fluid  given  must 
be  decided  upon  with  due  regard  for  the 
age  and  size  of  the  child,  duration  of  dia- 
betes, and  previous  treatment. 

In  the  present  day,  the  complications  to  be 
feared  are  not  so  much  hypoglycemic  attacks 
or  diabetic  coma  but  rather  those  of  a degen- 
erative nature  occurring  after  ten  or  more 
years  of  diabetes.  These  include  (1)  the 
neuropathies  as  expressed  in  peripheral  neu- 
ritis, paresis  of  the  urinary  bladder,  and 
probably  “diabetic  diarrhea”  and  (2)  vas- 
cular disease  including  retinitis  and  arter- 
iosclerosis affecting  the  brain,  heart,  kid- 
neys, and  extremities.  Of  these  two  varieties 
of  degenerative  complications,  vascular  dis- 
ease is  more  important  because  although 
peripheral  neuritis  and  “diabetic  diarrhea” 
are  disturbing  features  in  the  lives  of  a 
considerable  number  of  erstwhile  juvenile 
diabetics,  it  is  premature  vascular  disease 
which  after  fifteen,  twenty  or  more  years 
appears  with  such  startling  uniformity, 
handicapping  and  shortening  the  life  of  the 
diabetic. 

Recently,  a careful,  systematic  study  was 
made  of  451  patients  with  onset  of  diabetes 
under  the  age  of  thirty  years  and  with  dur- 
ation of  the  disease  from  10  to  36  years'3 >. 
Among  the  total  number  there  were  108 
patients  who  had  had  diabetes  for  15  to 
20  years;  of  these,  78  per  cent  had  retinitis 
of  some  degree  and  56  per  cent  had  the 


more  severe  grades.  Fortunately,  the  inci- 
dence of  retinopathy  in  the  189  patients  in 
the  series  who  had  had  diabetes  for  20  or 
more  years  was  no  greater  than  this;  the 
corresponding  figures  were  73  and  57  per 
cent,  respectively.  Arterial  calcification,  as 
seen  in  x-rays  of  the  aorta,  legs  and  pelvis, 
was  present  in  65  per  cent  of  the  108  pa- 
tients with  diabetes  of  from  15  to  20  years’ 
duration ; excluding  minimal  changes,  47 
per  cent  showed  calcification.  Among  the 
189  patients  with  diabetes  of  20  or  more 
years  duration,  86  per  cent  showed  some 
degree  of  calcification;  excluding  minimal 
changes,  69  per  cent  gave  evidence  of  arter- 
iosclerosis. 

Although  retinopathy  and  premature  art- 
eriosclerosis affects  these  young  diabetics 
generally  and  some  suffer  important  evi- 
dences of  coronary  and  peripheral  vascular 
disease,  it  is  with  involvement  of  the  kid- 
neys and  the  production  of  chronic  nephritis 
that  fatal  complications  arise.  The  nephro- 
pathy is  often  of  mixed  type  with  inter- 
mingled lesions  of  arteriolo-  and  arterio- 
sclerosis, acute  and  chronic  nephritis 
and  intercapillary  glomerulosclerosis. 
The  term  “diabetic  nephropathy”  may 
be  properly  applied(4).  In  the  fully  de- 
veloped situation,  one  finds  a chronically 
ill  person  in  his  late  twenties,  thirties  or 
forties  who  has  hypertension,  a greatly 
diminished  renal  function,  marked  album- 
inuria, and  azotemia.  In  keeping  with  the 
tendency  to  massive  edema  is  a subnormal 
level  of  serum  protein  with  tendency  to 
reversal  of  the  albumin-globulin  ratio.  Other 
findings  often  include  retinopathy  which 
may  have  developed  to  the  state  of  retinitis 
proliferans. 

Among  the  study-series  of  451  patients 
previously  referred  to,  there  were  101  or 
22  per  cent  with  nephropathy.  Among  119 
erstwhile  juvenile  diabetics  dying  in  1950- 
53,  the  cause  of  death  in  63  per  cent  was 
renal  disease. 

These  data  should  not  blind  one  to  the 
important  and  hopeful  fact  that  despite  the 
high  incidence  of  complications,  patients 
with  onset  of  the  diabetes  in  childhood  are, 
for  the  most  part,  living  on  and  on  and 
leading  useful,  productive  lives.  Thus  of 
our  own  group  of  some  3,600  patients  with 
onset  of  diabetes  in  childhood,  about  2,800 
are  alive.  Of  the  800  fatal  cases,  164  died 
prior  to  1922  and  so  cannot  rightfully  be 
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considered  in  the  discussion.  Because  of 
the  admixture  of  old  and  recent  cases  it 
is  difficult  to  calculate  a figure  for  dura- 
tion of  diabetes  to  date  which  will  have 
meaning.  However,  from  the  data  it  has 
been  calculated(5)  that  at  age  ten  the  dia- 
betic has  an  expectation  of  life  of  about  44 
years  as  compared  with  about  58  years  for 
persons  in  the  general  population.  At  age 
fifteen  the  expectation  of  life  for  the  dia- 
betic is  about  40  years  as  compared  with 
about  54  years  for  persons  in  the  general 
population.  Hope  and  not  despair  should 
be  the  watchword  for  the  juvenile  diabetic. 

PREVENTION  OF  DEGENERATIVE 
COMPLICATIONS 

The  problem  of  the  juvenile  diabetic  is 
clear-cut  enough.  How  can  it  be  solved? 
We  believe  that  if  one  were  able  to  furnish 
an  adequate  diet  and  to  provide  insulin  in 
such  amounts  and  at  such  intervals  so  as 
to  maintain  constantly  a normal  blood  sugar 
and  a sugar-free  urine,  complications  of  a 
degenerative  nature  would  be  reduced  to 
the  level  prevailing  in  non-diabetic  indivi- 
uals.  In  other  words,  we  believe  that  the 
late  complications  are  due  in  some  way,  not 
as  yet  understood,  to  the  disordered  metabo- 
lism of  inadequately  controlled  diabetes  and 
not  to  some  unknown  “X”  factor  operative 
despite  degree  of  control.  Concrete  data  to 
support  this  view  are  difficult  to  assemble 
because,  so  far,  it  has  been  impossible  even 
by  the  most  meticulous  treatment  available 
to  maintain  physiological  conditions  in  the 
diabetic  over  twenty  or  more  years  of  time. 
Even  in  the  so-called  well  controlled  patient, 
there  are  countless  times,  day  after  day, 
when  an  abnormal  blood  sugar  value  gives 
the  hint  that  metabolic  processes  are  not 
proceeding  in  an  entirely  normal  fashion. 
One  would  freely  concede  that  the  elevated 
blood  sugar  is  in  itself  probably  not  haz- 
ardous but  it  is  the  most  useful,  easily  deter- 
mined index  of  underlying  abnormalities. 

With  the  above  in  mind,  it  is  obvious 
that  one  must  speak  in  relative  rather  than 
absolute  terms.  However,  the  evidence  is 
quite  convincing.  Thus,  in  our  own  group 
it  is  our  general  clinical  impression  that 
those  patients  who  are  most  careful  in 
treatment  year  in  and  year  out  have  the 
fewest  late  complications.  This  impression 
was  confirmed  by  the  results  of  the  careful 
study  of  the  451  patients  previously  referred 
to.  In  this  survey  the  degree  of  control 


maintained  over  10  to  36  years  was  graded 
as  excellent,  good,  fair  and  poor.  In  addi- 
tion, the  presence  and/or  degree  of  retino- 
pathy, arterial  calcification  and  diabetic  ne- 
phropathy were  carefully  recorded.  Then 
the  two  types  of  data  were  matched  in  an 
attempt  to  discover  correlations,  if  any.  The 
results  have  been  published  elsewhere(3)  so 
that  here  it  will  suffice  to  state  that  at 
all  stages  of  duration  of  diabetes,  the  inci- 
dence and  degree  of  the  vascular  complica- 
tions were  significantly  less  in  patients  who 
had  maintained  excellent  or  good  control  of 
diabetes  over  the  years.  Conversely,  it  was 
those  patients  whose  control  had  been  poor 
who  showed  complications  to  the  greatest  ex- 
tent and  of  most  advanced  degree.  It  is  of 
special  interest  to  note  that  none  of  the  11 
patients  with  excellent  control  and  only  one 
of  the  50  with  good  control  had  diabetic 
nephropathy.  However,  17  per  cent  of  92 
patients  with  fair  control  and  28  per  cent 
of  298  patients  with  poor  control  gave  evi- 
dence of  this  condition. 

FINAL  COMMENT 

The  management  of  juvenile  diabetes  re- 
solves itself  into  just  as  careful  day-by-day 
control  of  the  condition  as  can  be  obtained. 
Compromises  with  ideal  treatment  must 
often  be  made  because  of  practical  consider- 
ations. However,  these  need  not  make  one 
lose  sight  of  the  goal  which  is  to  bring 
about  physiological  conditions  in  so  far  as 
possible.  Only  in  this  way  can  the  late  de- 
generative complications  be  prevented  and 
the  juvenile  diabetic  be  allowed  to  live  out 
a useful  life  span  approaching  that  of  the 
non-diabetic. 
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The  adult  and  older  men,  who  constitute  today 
the  most  important  reservoir  of  infection,  are  also 
the  group  least  readily  reached  by  screaning  pro- 
grams and  least  able  or  most  reluctant  to  abandon 
their  ordinary  occupations  for  the  purpose  of  seek- 
ing segregation  and  treatment  in  sanatoriums  and 
other  tuberculosis  hospitals.  Rene  J.  Dubos.  Ph.D., 
Am.  Rev.  Tuberc.,  July,  1953. 
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The  Management  °f  ^ 

New  Adult  Diabetic 


THE  adult  whose  diabetes  com- 
monly is  first  discovered  in  the 
course  of  routine  physical  ex- 
aminations presents  a familiar  problem. 
Despite  the  simplicity  of  his  complaint  and 
the  general  agreement  as  to  the  ideal  man- 
ner of  handling  it,  surveys  show  that  many 
mistakes  are  made.  Therefore,  an  approach 
to  the  orderly  study  and  management  is 
suggested. 

Whereas  the  diabetic  child  usually  is  seen 
for  the  first  time  in  a severe  complication, 
such  as  coma,  the  onset  in  the  adult  is  much 
more  insidious  and  often  there  may  be  no 
symptoms  in  the  well  established  case.  The 
alert  physician  looks  for  diabetes  in  fat 
women,  particularly  in  those  with  cataracts, 
often  in  those  with  gall  stones.  If  he  knows 
of  a positive  family  history,  especially  if 
bilateral,  he  suggests  semiannual  check-ups 
and  warns  against  overweight  because  of 
the  propensity  of  these  persons  to  develop 
diabetes.  Nine  out  of  ten  adult  patients  with 
diabetes  are  obese.  If  the  woman  has  borne 
large  babies,  ten  pounds  or  more,  even  years 
before,  the  doctor  watches  and  warns  her 
of  her  susceptibility  to  diabetes.  Jewish 
persons  are  unusually  suspect,  and  seden- 
tary persons  are  more  likely  than  laboring 
persons  to  develop  diabetes. 

If  symptoms  cause  the  patient  to  seek  his 
physician,  what  are  they  in  the  adult?  In 
our  experience  one  of  the  commonest  is 
weight  loss  even  though  the  appetite  is  not 
diminished.  A daily  loss  of  60  to  80  grams 
of  glucose  in  the  urine  corresponds  to  240 
to  320  calories  which  are  thus  lost  to  utili- 
zation by  the  body.  Pruritis,  especially  of 
the  anogenital  region,  is  a distressingly  fre- 
quent complaint.  Unusual  thirst  is  first 
noted  by  the  patient  on  occasion,  but  this 
symptom  is  more  often  brought  out  by 
questioning.  The  glycosuria  causes  more 
urine  to  be  excreted  and  correspondingly 
more  water  to  be  drunk.  This  polyuria  may 
be  accompanied  by  urinary  infection,  and 
the  latter,  with  burning  and  frequency,  may 
actually  bring  the  patient  to  his  physician. 
We  have  noted  a number  of  elderly  diabetics 
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whose  vision  had  deteriorated  because  of 
cataracts  and  in  whom  diabetes  was  found 
on  routine  urine  analysis. 

Fortunately,  diabetes  is  easily  diagnosed 
— usually  the  laboratory  does  it  for  us. 
There  are  a few  common  pitfalls  to  be 
avoided.  An  effort  must  be  made  to  test 
urine  specimens  about  two  hours  after  a 
meal.  Hospitals  often  deliberately  avoid 
this  rule,  preferring  to  send  to  the  labora- 
tory the  fasting  morning  specimen  as  an 
admission-urinalysis.  Then,  too,  we  must  be 
aware  that  substances  other  than  glucose 
can  reduce  the  testing  substance.  During 
lactation,  lactosuria  is  said  to  occur  in 
greater  or  lesser  amount  in  every  patient. 
In  actual  practice,  it  is  unusual  for  it  to 
react  to  the  usual  testing  substance.  The 
confirmatory  blood  sugar,  if  it  analyses  for 
“true  sugar”  which  most  analyses  are  now 
doing,  will  be  helpful  in  this  regard  because 
lactose  in  the  blood  will  not  elevate  the  true 
blood  glucose  level.  Other  sugars,  especially 
pentose  and  sucrose,  occur  so  rarely  that  we 
can  safely  neglect  them.  Creatinine,  conju- 
gated glucuronates,  vitamin  C and  homo- 
gentisic  acid  occasionally  cause  copper  re- 
duction. The  confirmation  of  the  diabetic 
state  rests  upon  the  finding  of  glycosuria 
and  hyperglycemia,  occuring  concomitantly. 
If  glycosuria  is  present,  hyperglycemia 
should  be  ruled  in  or  out.  The  absence  of 
glycosuria,  however,  does  not  rule  out  dia- 
betes, for  the  patient  may  have  an  elevated 
renal  threshold.  This  is  particularly  true 
in  older  diabetics. 

The  postprandial  blood  sugar  is  a more 
accurate  way  of  determining  the  presence 
or  absence  of  hyperglycemia  than  is  the 
fasting  blood  sugar.  Normal  fasting  levels 
may  occur  in  the  mild  diabetic.  If  the  post- 
prandial blood  sugar  (Folin-Wu)  is  above 
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170  mg.  per  100  ml.  on  more  than  one  ex- 
amination, diabetes  is  present. 

Tolerance  tests  have  been  devised  to  aid 
in  the  detection  of  mild  diabetes.  Duncan (1) 
has  pointed  out  the  simplicity  and  economy 
of  employing  the  test  meal.  He  has  achieved 
as  good  results  with  this  procedure  as  with 
the  standard  glucose  tolerance  test.  After 
the  patient  has  been  on  a diet  containing 
at  least  300  grams  of  carbohydrate  daily 
for  three  days  before  the  test,  he  is  given 
a test  meal  containing  100  grams  of  car- 
bohydrate. A sample  of  venous  blood  is 
drawn  two  hours  later.  If  the  blood  sugar 
exceeds  170  mg.  per  100  ml.  and  glycosuria 
is  present,  it  is  quite  likely  that  one  is  deal- 
ing with  diabetes  mellitus. 

The  refinement  of  the  standard  100  gram 
glucose  tolerance  test  is  fine  but  expensive, 
involving  five  blood  and  five  urine  tests  in- 
stead of  one  each.  The  theory  that  the  two- 
dose  Exton-Rose  glucose  tolerance  test  was 
superior  to  the  standard  test  because  it 
“primed”  the  pancreas  has  been  disproved. 
The  standard  glucose  tolerance  test  is  the 
preferred  method  for  establishing  the  diag- 
nosis in  doubtful  cases.  Conditions  which 
influence  the  results  of  this  test  include 
infections,  parenchymal  liver  disease,  and  a 
previously  deficient  diet.  There  are  two 
points  of  most  importance  along  the  glucose 
tolerance  curve.  These  are  the  fasting  level 
and  the  two  hour  level  neither  of  which 
should  exceed  130  mg  per  100  ml.  (Folin- 
Wu).  Though  there  is  some  disagreement 
as  to  the  importance  of  the  peak  of  the 
curve,  most  authorities  disregard  it  if  the 
two  hour  level  is  130  mg.  per  100  ml.,  or  less. 

The  intravenous  glucose  tolerance  test  is 
indicated  when  abnormalities  of  absorption 
from  the  gastrointestinal  tract  preclude  the 
use  of  the  oral  test.  Such  abnormalities  in- 
clude both  hyper-  and  hypothyroidism  as  well 
as  sprue-like  syndromes.  In  a diabetic,  the 
blood  sugar  does  not  return  to  130  mg.  per 
100  ml.  in  two  hours  after  intravenous  glu- 
cose is  given. 

For  the  follow-up  of  the  patient,  a simple 
office  tablet-test (2)  of  the  capillary  blood 
sugar,  obtained  from  a prick  of  the  finger, 
will  indicate  if  the  true  blood  sugar  is  less 
than  130  mg.,  between  130  and  180,  or  over 
180  mg.  per  100  ml.  While  it  is  well  to 
keep  the  post-prandial  true  blood  sugar  be- 
tween 130  and  180,  this  test  is  obviously  not 
adequate  for  the  original  examination. 


Some  errors  in  the  evaluation  of  glyco- 
suria and  hyperglycemia  will  be  eliminated 
if  it  is  remembered  that  these  occur  trans- 
iently in  head  injuries,  intracranial  infec- 
tions and  vascular  accidents,  and  during 
attacks  of  hypertension  caused  by  pheochro- 
mocytoma.  Mild  hyperglycemia  and  glyco- 
suria occur  in  Cushing’s  syndrome  and  in 
acromegaly.  Liver  disease  is  often  confus- 
ing. While  abnormal  glucose  tolerance  is 
common  in  cirrhosis,  glycosuria  is  usually 
absent,  and  the  differentiation  is  clear  after 
liver  function  tests.  Hemochromatosis 
causes  a real  diabetes  due  to  involvement  of 
pancreas  and  liver.  Chronic  pancreatitis 
can  destroy  islets  of  Langerhans  in  suffi- 
cient number  to  cause  diabetes,  but  this  is 
unusual. 

In  the  thyrotoxic  patient  there  appears  to 
be  a lowering  of  the  renal  threshold  which 
again  becomes  normal  after  treatment.  In 
conjunction  with  the  glycosuria,  hypergly- 
cemia may  also  exist  and  one  must  revise 
upward  the  upper  limit  of  the  fasting  and 
two  hour  blood  sugar  levels. 

Glucose  may  occur  in  the  urine  of  a non- 
diabetic. When  glucose  is  present  in  con- 
junction with  normal  blood  sugar,  renal 
glucosuria  is  said  to  exist.  This  state  is 
dependent  upon  the  inability  of  the  renal 
tubules  to  completely  reabsorb  glucose,  a 
condition  which  may  occur  in  normal  per- 
sons. Contrariwise,  older  diabetics  may  have 
an  elevated  threshold,  failing  to  excrete 
sugar  even  though  the  blood  sugar  is  high. 

The  complete  evaluation  of  diabetes  in- 
volves early  search  for  the  complications. 
Since  most  new  cases  of  diabetes  in  adults 
are  elderly,  degenerative  disease  is  common. 
The  fundi  of  the  eyes  are  often  abnormal 
in  advanced  and  long  standing  diabetes, 
particularly  in  that  condition  with  nephro- 
s i s , the  Kimmelstiehl  - Wilson  syndrome. 
Cataracts  also  are  frequent.  The  heart  is 
carefully  examined,  since  coronary  disease 
has  a heightened  incidence  in  the  diabetic. 
The  liver  is  examined.  Fatty  infiltration 
causing  descent  of  the  liver  edge  is  nearly 
universal  in  the  poorly-managed  diabetic. 
We  make  it  a practice  to  study  the  blood 
cholesterol  when  there  is  hepatic  enlarge- 
ment, since  this  value  rises  when  poor  dia- 
betic control  and  hepatomegaly  are  present. 
Pelvic  blood  vessels  calcify  and  can  be  seen 
on  a plain  x-ray  view  of  the  abdomen.  Peri- 
pheral pulses  are  felt,  the  tissue  turgor  of 
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the  feet  is  noted,  and  vibration  sense  is 
tested,  because  this  sign  is  lost  early  in 
neuropathy.  The  urine  is  examined  for 
evidence  of  infection,  frequent  in  the  dia- 
betic, and  usually  due  to  Escherichia  coli. 
If  there  is  albuminuria,  such  as  in  the 
Kimmelstiehl- Wilson  syndrome,  “oval  fat 
bodies” (3)  are  sought  as  a pathognomonic 
sign  of  nephrosis. 

Diabetes  is  a serious  disease  and  warrants 
an  adequate  work-up.  We  have  shown  that 
in  the  usual  case,  the  only  expense  to  the 
patient,  aside  from  the  careful  history  and 
physical  examination,  is  a single  postpran- 
dial blood  sugar  determination  and  urinaly- 
sis. When  complicated  disease  is  present  it 
is  desirable  to  study  the  electrocardiogram, 
chest  x-ray,  urine  culture,  serum  cholesterol 
and  other  indicated  tests. 

The  first  thought  the  patient  will  have,  on 
learning  that  he  has  diabetes,  is  one  of 
gloom  in  his  outlook  for  a life  full  of  re- 
strictions. This  can  be  dispelled  quickly  by 
showing  him  that  patients  with  diabetes 
live  very  nearly  normal  lives.  However, 
when  the  physician  begins  the  details  of  the 
patient’s  diet  and  insulin  management,  he 
again  becomes  bewildered.  Since  so  much  de- 
pends on  the  diabetic’s  understanding  his  dis- 
ease, the  educational  process  of  the  patient  is 
most  important  and  can  be  done  best  in  a 
hospital.  It  is  for  this  reason  that  we  believe 
all  patients,  in-so-far  as  they  are  financial- 
ly able,  should  be  hospitalized  at  the  intro- 
duction of  the  disease  in  order  that  they 
can  become  familiar  with  these  routines 
which  are  simple,  once  learned.  A hospital 
period  of  four  or  five  days  is  well  repaid 
in  subsequent  ease,  understanding,  and  co- 
operation of  the  patient  with  his  physician. 

The  patient  usually  asks  two  important 
questions  the  first  of  which  is  “Why  do  I 
need  to  take  insulin?”  We  merely  state  that 
the  insulin  is  replacing  what  his  tired  gland 
has  failed  to  produce  in  adequate  amounts. 
If  that  involves  the  injection  of  insulin, 
that  it  is  to  be  taken  as  an  additional 
habitual  procedure,  just  as  eating  is  neces- 
sary and  habitual ; but  that  the  positive  em- 
phasis is  to  be  kept  on  his  living  a normal 
life.  The  next  question  that  seriously  occurs 
to  patients  is : “What  are  my  chances  for 
cure  or  for  serious  complications?”  It  is 
our  experience  that  “cure”  occurs  very 
rarely,  and  that  the  patient  should  consider 


himself  always  either  a diabetic  or  a can- 
didate for  diabetes.  In  truth,  the  early  and 
proper  use  of  insulin  often  “rests”  the  in- 
sulin-secreting glands  so  that  they  can  re- 
cover. This  is  documented  by  those  obese 
persons  whose  insulin  requirements  are  re- 
duced upon  dieting,  or  by  those  other  pa- 
tients who  no  longer  need  insulin  when 
dietary  mismanagement  or  infections  are 
controlled.  If  the  patient  has  had  a friend 
or  relative  suffering  from  gangrene  or 
coma,  we  indicate  that  these  complications 
are  almost  always  the  result  of  misman- 
agement, and  that  the  prevention  of  these 
complications  is  ever  so  much  easier  than 
the  cure.  Furthermore,  if  he  or  she  is 
careful  in  management,  these  complications 
probably  will  not  arise,  at  least  not  for  a 
great  many  years.  We  now  know  that  the 
life  expectancy  of  the  diabetic  is  almost  as 
good  as  that  of  the  general  population ; that 
patients  with  diabetes  can  obtain  life  in- 
surance if  they  wish;  and  that  many  pa- 
tients, because  they  take  better  care  of 
themselves,  actually  survive  longer  than 
persons  without  diabetes  who  are  careless 
about  frequent  physical  examinations,  which 
often  disclose  early  evidence  of  other  serious 
disease. 

W h e n the  patient  understands  these 
things,  he  more  readily  appreciates  why  he 
must  go  into  the  hospital.  We  expect  the 
patient  in  the  hospital  to  learn  the  follow- 
ing four  things,  and  we  specifically  check 
to  make  sure  that  he  learns  them.  First,  he 
learns  careful  control  of  his  diet;  second, 
how  to  give  himself  insulin,  if  he  needs  to 
do  so;  third,  how  to  test  his  own  urines; 
and  fourth,-  what  a hypoglycemic  reaction 
is  like.  During  this  same  time,  of  course, 
the  physician  has  an  opportunity  to  work 
out  the  diet  most  suited  for  the  patient,  and 
to  decide  what  kind  of  insulin  is  to  be  used 
and  in  what  amounts.  It  is  seldom  possible 
to  predict  on  the  first  examination  of  the 
patient  what  his  diet  and  insulin  require- 
ments will  be,  specifically,  and  even  if  the 
experienced  physician  should  be  able  to  tell 
such,  the  patient  would  not  be  able  to  learn 
it  satisfactorily  on  the  first  one  or  two  office 
visits.  Training  the  diabetic  to  take  care 
of  himself  is  a time-consuming  procedure 
which  the  busy  physician  seldom  has  time 
to  give  in  his  office  practice.  On  the  other 
hand,  a well-instructed  nurse  and  dietitian 
can  relieve  the  physician  of  the  hours  of 
instruction  required,  all  of  which  are  well 
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repaid  by  the  patient’s  learning-  to  take 
better  care  of  himself. 

We  have  mentioned  that  learning  the  diet 
is  very  important.  In  general,  it  is  done  as 
follows:  The  physician  carefully  interro- 

gates the  patient  about  everything  that  he 
normally  eats,  and  computes  from  this  what 
the  patient’s  normal  daily  requirment  in 
food  is.  Ordinarily,  his  diet  will  have  some- 
what more  carbohydrate  and  less  protein 
than  is  desirable  for  the  diabetic,  and  the 
food  intervals  may  not  be  distributed  prop- 
erly. The  physician  compares  this  with  an 
estimate  of  the  basic  caloric  needs  from 
height  and  weight  charts  or  nomograms. 

For  the  diabetic,  the  hours  of  eating  in 
a hospital  are  not  ideal,  since  the  meals 
are  placed  too  closely  together,  at  8,  12  and 
4.  It  is  better  to  breakfast  in  the  morning 
at  7 :00,  have  lunch  at  noon,  and  dinner  at 
7 :00,  with  an  additional  bedtime  feeding. 
In  the  beginning  it  is  wise  to  allow  about 
the  same  caloric  intake  for  the  three  main 
meals.  These  diets,  of  course,  are  carefully 
measured,  and  the  patient  learns,  by  re- 
ceiving the  measurements  with  each  of  his 
diet  trays,  exactly  what  amounts  to  a cup 
of  a certain  vegetable,  a half  cup  of  that, 
100  grams  of  meat,  and  so  on.  In  the  long 
run  the  intelligent  patient  will  do  better  if 
he  uses  a scale,  although  we  recognize  that 
the  patient,  because  of  financial  difficulties, 
will  not  always  be  able  to  purchase  one.  The 
purchase  of  a scale  does  not  mean  that  he 
must  weigh  his  food  for  the  rest  of  his  life, 
but  that  he  will  eventually  recognize  so  well 
what  100  grams  of  a food  amounts  to  that 
he  can  estimate  it  by  sight.  Similarly,  the 
pamphlet,  Meal  Planning  in  Diabetes^ , pre- 
pared by  committees  of  American  Diabetes 
Association  and  American  Dietetic  Asso- 
ciation, utilizes  quantitative  measures  with- 
out a scale. 

Uniformity  in  diet  is  a most  important 
tenet  of  the  diabetic  management.  The  dia- 
betic must  learn,  for  example,  that  it  would 
be  most  unwise  for  him  to  have  a heavy 
dinner  and  a light  lunch  one  day,  and  the 
next  day  to  have  a heavy  lunch  and  a light 
dinner.  Likewise,  in  arranging  the  patient’s 
diet,  the  physician  must  remember  that 
marked  change  should  not  be  made  at  all, 
and  when  changes  are  made,  they  should  be 
gradual  and  not  more  often  than  every 
other  day.  The  reduction  of  obesity  affords 
a great  opportunity  to  improve  the  patient. 


For  example,  in  our  classification,  the  adult 
diabetic  has  mild  diabetes  if  he  is  over- 
weight, regardless  of  the  blood  sugar  or 
glycosuria.  It  is  well  known,  moreover,  that 
the  adult  diabetic  often  tolerates  very  large 
doses  of  insulin  if  he  is  obese,  but  that  this 
must  not  be  taken  as  an  index  of  the  severity 
of  his  disease.  Most  of  that  insulin  is 
wasted,  and,  to  some  extent,  continued  ad- 
ministration of  large  amounts  will  prevent 
the  reduction  of  weight  which  is  desired. 
If  the  patient,  therefore,  is  overweight,  we 
immediately  start  him  on  a reduction  diet 
with  the  object  of  losing  about  two  pounds 
per  week.  With  a little  bit  of  practice  physi- 
cians will  find  it  easy  to  calculate  any  dia- 
betic diet,  but,  in  our  experience,  when  they 
do  so  they  are  likely  to  be  a bit  too  rigid 
about  substitutions  and  not  allow  the  patient 
as  much  latitude  as  he  could  achieve  by  fol- 
lowing well  established  diets.  For  most  per- 
sons we  recommend,  therefore,  that  standard 
diets  be  obtained  with  an  adequate  list  of 
substitutions.  The  diabetic  will  soon  learn 
that  is  is  possible  for  him  to  eat  almost 
any  food  he  desires,  providing  he  knows  the 
carbohydrate  and  protein  component  so  that 
substitutions  can  be  made.  The  easier  the 
dietary  restrictions,  the  more  his  continued 
cooperation. 

The  next  thing  the  patient  learns  is  his 
management  by  insulin.  Our  initial  dose  is 
usually  rather  small,  unless  the  patient  is 
in  coma,  feeling  that  it  is  better  to  under- 
treat than  overtreat  the  disease  in  the  early 
stages.  In  the  last  few  years,  we  have  be- 
gun most  of  our  adult  patients  on  NPH  in- 
sulin— an  intermediate  type  of  insulin.  Our 
initial  dose,  except  in  coma,  seldom  exceeds 
twelve  or  sixteen  units.  The  following 
morning  the  blood  sugar  is  recorded,  and 
the  dose  of  insulin  may  be  raised  or  lowered 
depending  upon  this  result.  In  the  mean- 
time, we  test  urine  specimens  before  each  of 
the  three  meals  and  again  at  bedtime.  If 
the  tests  reveal  that  the  patient  is  spilling 
four  plus  before  one  of  the  three  main 
meals,  on  the  second  voided  specimen,  we 
supplement  with  twelve  units  of  crystalline 
or  regular  insulin;  if  three  plus,  eight  units; 
if  two  plus,  four  units ; otherwise,  no  supple- 
ment. We  like  to  have  the  patient  give  his 
own  injections  as  soon  as  possible  and  decry 
the  tendency  in  many  hospitals  for  this  in- 
struction to  be  given  tardily  by  the' reluctant 
nursing  staff  on  the  last  day  of  hospitaliza- 
tion. We  make  sure  that  the  patient  under- 
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stands  proper  sterilizing  procedures,  the 
difference  between  U-40  and  U-80,  and  the 
actions  of  protamine,  NPH,  globin,  regular, 
and  crystalline  insulins. 

The  third  thing  we  do  for  the  patient  in 
the  hospital  is  to  instruct  him  very  early 
to  test  his  own  urines.  Initially  he  should 
do  this  four  times  a day.  The  patient  keeps 
a diary  of  his  urine  sugar  in  a notebook  and 
learns  to  measure  roughly  the  amount  of 
sugar  spilled  in  the  24-hour  specimen.  It 
is  possible,  of  course,  to  get  quantitative 
24-hour  urine  sugar  determinations  while 
the  patient  is  in  the  hospital.  A controlled 
diabetic  should  not  excrete  more  than  ten 
per  cent  of  his  daily  ingestion  of  sugar, 
preferably  even  less.  We  find  the  “Clini- 
test”(5)  the  most  helpful  way  of  testing  for 
sugar  in  the  urine,  and  ask  each  patient  to 
buy  the  “Clinitest”  kit  and  to  learn  its  use 
while  he  is  in  the  hospital,  keeping  his  own 
record  and  not  asking  the  nursing  staff  to 
do  it  for  him.  If  the  patient  is  blind  or 
otherwise  incapable  of  managing  his  own 
urine  analyses,  then  a responsible  member 
of  the  family  must  be  given  an  equivalent 
amount  of  instruction. 

Lastly,  the  patient  in  the  hospital  should 
be  shown  what  complications  can  occur,  and 
how  he  can  avoid  them.  Too  little  attention 
is  given  by  most  physicians,  in  their  instruc- 
tions to  the  patients,  about  foot  hygiene  and 
caring  for  corns,  callouses  and  ingrown  toe- 
nails. For  example,  the  patient  should  be 
taught  to  wear  bed-slippers  when  out  of  bed 
to  avoid  trauma  to  his  feet.  If  he  develops  an 
infection  he  must  seek  his  physician’s  help 
at  once.  The  small  booklets  that  are  put  out 
by  Eli  Lilly  and  Company,  A Pocket  Refer- 
ence for  the  Diabetic  and  by  E.  R.  Squibb 
and  Sons,  A Handbook  for  Diabetics  for  the 
patient’s  use,  contain  warnings  to  the  pa- 
tients on  these  complications.  If  possible, 
we  like  to  take  the  patients  around  to  show 
them  other  patients  who,  because  of  mis- 
management or  for  other  cause,  have  de- 
veloped serious  infections,  or  coma,  or  hypo- 
glycemia, and  thus  teach  him  how  he  can 
avoid  these  complications.  In  addition,  as 
our  fourth  procedure,  we  deliberately  induce 
a reaction  of  hypoglycemia  while  he  is  in 
the  hospital,  so  that  he  can  know  what  it 
is  like  and  learn  how  to  treat  it.  With  the 
Lilly  or  Squibb  booklet  he  will  receive  a 
small  identification  card  to  be  carried  in 
his  wallet  in  a form  recommended  by  the 


American  Diabetes  Association.  It  contains 
the  following  information : 

I AM  A DIABETIC  — I AM  NOT  INTOXICATED 

If  I am  unconscious  or  my  behavior  is  peculiar, 
please  refer  to  emergency  instructions  on  reverse 
side  of  this  card. 

Name : 

Address . 

City Telephone 

Physician's  Name 

Address Telephone 

EMERGENCY  TREATMENT 

If  unconscious,  give  sugar  in  some  form — orange 
juice,  Coca-Cola  or  other  sweet  beverage,  candy, 
sugar,  syrup,  etc.,  and  call  a doctor  or  emergency 
hospital. 

INFORMATION  FOR  THE  PHYSICIAN 
INSULIN  : DIET  : 

Type Carbo.  Gm. 

Daily  Dosage Protein  Gm. 

A.M.  Noon  P.M.  Fat  Gm. 

Units 

Units 

Needless  to  say,  a diabetic  should  always 
carry  some  form  of  carbohydrate  with  him. 

One  further  caution  — patients  who  are 
being  started  on  management  for  their  dia- 
betes will  often  have  a disturbance  in  their 
vision  so  that  temporarily  they  see  less 
clearly  than  they  have  before.  Therefore, 
avoid  doing  refractive  measurements  in  this 
early  stage  while  there  are  still  adjustments 
in  the  salt  and  water  metabolism  going  on 
within  the  eye.  Furthermore,  it  is  known 
that  neuropathy  will  frequently  become  ac- 
centuated at  the  beginning  of  diabetic  man- 
agement. This  is  a temporary  worsening, 
and  we  are  convinced  that  careful  manage- 
ment reduces  the  frequency  and  severity  of 
neuropathy  in  the  long  run.  It  is  established 
that  vitamin  requirements  in  diabetics  are 
increased,  particularly  that  for  vitamin  B. 
For  that  reason  we  prescribe  a vitamin  sup- 
plement, usually  Brewer’s  yeast,  which  we 
have  them  .take  with  each  meal. 

Finally,  we  believe  that  the  patient  with 
diabetes  should  entertain  a hopeful  attitude 
about  his  disease.  With  improvement  in 
nutrition  and  loss  of  obesity,  he  will  feel 
better  and  have  a good  prognosis  for  a 
happy  and  successful  life.  It  has  been  well 
established  that  the  more  the  patient  knows 
about  his  disease  the  better  off  he  is,  and 
it  should  be  our  responsibility  as  physicians 
to  make  sure  that  he  does  know  as  much 
about  his  disease  as  it  is  possible  for  us 
to  teach  him. 
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A Country  Doctor 

in  Washington* 


THANK  you,  Dr.  Angle.  Distin- 
guished Guests  and  Fellow  Ne- 
braskans ! 1 felt  that  you  ought 
to  stand  up  and  get  a little  relaxation  and 
it  would  make  it  easy  for  some  of  you,  who 
for  whatever  reason  want  to  go  or  have 
other  engagements,  to  slip  out.  Don’t  feel 
at  all  embarrassed,  because  if  you  have  ever 
been  in  Washington  and  visited  Congress 
you  know  we  are  accustomed  to  having  peo- 
ple walk  out  on  us  when  we  speak  down 
there. 

It  has  been  a long  program  and  I admire 
your  ability  to  stay  on,  especially  when  you 
have  one  of  the  home  town  boys  to  talk  to 
you.  I suppose  when  you  heard  I was  to  be 
on  the  program  you  felt  a little  bit  like  the 
lady  who  went  to  the  doctor  with  an  obscure 
eruption  on  her  skin.  The  doctor  puzzled 
over  it  and  then  he  said,  “Madam,  have  you 
had  this  before?’’  She  said,  “Yes.”  He  said, 
“Well,  you’ve  got  it  again.” 

Of  course  it  is  a little  hard  for  me  to 
speak  here  in  Nebraska  because  Earl  Lein- 
inger  and  I were  in  school  together  all  seven 
years,  and  Max  Gentry  is  here  and  I roomed 
with  him  for  four  years,  and  here  is  a lady — 
I really  am  on  dangerous  ground  now — who 
was  in  the  nurses  training  school  when  I 
was  an  intern.  She  was  reminding  me  of 
one  time  when  I got  in  from  something  or 
other  at  three  a.m.  I can’t  remember  that. 

I am  sort  of  like  the  man  who  was  read- 
ing an  article  at  home  one  night  which  said 
that  there  was  a very  small  number  of  people 
in  our  country  who  really  controlled  the 
whole  economic  and  industrial  life  of  the  na- 
tion. The  number  was  so  small  that  he 
turned  to  his  wife  and  said,  “Dear,  how 
many  great  men  do  you  think  there  are  in 
our  country?”  She  said,  “I  haven’t  any  idea, 
but  it  is  one  less  than  you  think.” 

I am  in  that  same  sort  of  trouble  here  in 
my  home  state;  but  then  you  brought  your 
wives  along  so  you  can’t  get  away  with  any- 
thing either,  and  we  are  all  on  an  even  keel. 

* Address  delivered  before  Nebraska  State  Medical  Association, 
May  12,  1954. 


An  Address  by 

HONORABLE  WALTER  H.  JUDD,  M.D. 

Member  of  United  States  Congress 
from  Minnesota 

I don’t  know  how  you  keep  awake  this 
long  and  this  late  on  the  third  day  of  your 
convention.  Usually  people  come  to  these  con- 
ventions and  they  are  all  full  of  pep  and  en- 
ergy in  the  beginning,  but  I have  observed 
that  sometimes  about  the  second  night  they 
get  insomnia.  Every  once  in  a while  I get 
to  one  of  the  conventions  and  I find  them 
wandering  around  the  corridors  of  the  hotel 
at  one,  two  o’clock  in  the  morning.  I sup- 
pose it  is  insomnia. 

I read  of  a man  in  business  who  was 
troubled  by  government  regulations  and 
shortages  and  controls  and  all  the  disloca- 
tions and  labor  troubles  and  he  finally  got 
such  a bad  case  of  insomnia  worrying  about 
his  affairs  that  he  went  to  his  doctor  and 
said,  “Doctor,  I have  just  got  to  have  some 
help;  I’ve  counted  sheep,  done  all  the  things 
T ever  heard  of  and  I can’t  get  any  rest; 
won’t  you  give  me  twilight  sleep?”  The 
doctor  said,  “No,  that’s  for  labor.”  The 
business  man  said,  “Isn’t  there  anything 
for  management?” 

So  if  you  are  troubled  with  insomnia  you 
have  now  come  to  that  part  of  the  program 
where  you  will  be  put  to  sleep  and  then  you 
will  have  had  a good  time  at  your  annual 
banquet,  with  this  beautiful  music  and  pre- 
sentation of  deserved  honors  to  these  distin- 
guished fellow  workers  down  through  the 
decades  in  our  State  of  Nebraska.  I say  “our 
state”  because,  after  all,  where  you  were 
born  and  brought  up  and  educated  always 
has  first  place  in  your  heart.  I got  into 
Minnesota  more  or  less  by  accident  when  I 
went  to  the  Mayo  Clinic  to  study  and  have 
been  there  ever  since.  And  I got  into  poli- 
tics more  or  less  by  accident  and  without 
intent. 

It  is  a real  delight  to  have  a chance  also 
to  be  with  people  who  have  had  the  same 
sort  of  training  as  I have  had  and  who 
tend  to  think  the  same  general  way  and  who 
speak  the  same  general  language. 
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You  have  these  meetings  primarily  to 
come  together  and  learn  all  the  new  medical 
techniques  and  ideas  and  concepts  and  get 
the  results  of  other  people’s  experiments  or 
discoveries  and  findings.  You  come  to  learn 
how  better  to  take  care  of  your  patients,  to 
improve  your  skills  and  your  knowledge  as 
physicians;  and  that’s  good.  But  before 
any  one  of  us  is  a physician,  we  are  some- 
thing else,  we  are  citizens  of  this  Republic; 
and  what  happens  in  our  practice  depends 
in  no  small  degree  on  what  happens  in  this 
Republic,  and  that  depends  on  what  we  do 
as  citizens,  more  I think  than  we  often  real- 
ize. 

We  are  also  taxpayers.  Almost  every  one 
of  you  is  a parent.  1 noticed  all  of  these 
couples  who  have  children  that  are  follow- 
ing in  their  footsteps.  As  parents  we  have 
responsibilities  for  oncoming  generations. 

Above  all,  we  are  trustees  of  a heritage, 
a culture,  a way  of  doing  things,  a certain 
philosophy  of  life,  an  attitude  toward  events 
and  toward  people,  toward  the  past  and 
the  present  and  the  future,  toward  all  the 
things  that  make  up  a civilization.  And  we 
are  living  in  a time  when  that  culture  is 
for  the  first  time  on  the  defensive. 

When  our  forefathers  came  here  they 
had  a simple  idea  or  two.  The  big  idea 
was  religious  and  political  liberty.  They 
saw  no  hope  of  working  out  the  kind  of  life 
they  wanted  in  the  old  countries  and  they 
came  here  to  build  a different  social  and 
political  order  that  would  allow  them  to  wor- 
ship as  they  pleased  and  to  choose  and  con- 
trol their  own  government. 

After  much  experimentation  they  finally 
set  up  this  Republic.  They  had  no  prece- 
dent, they  had  no  blueprint.  All  the  rest 
of  the  world  was  organized  under  kings  and 
emperors.  They  did  not  have  much  experi- 
mental data,  but  they  had  an  idea  and  they 
set  up  this  government  whose  essence  was 
that  the  people  controlled  the  government, 
instead  of  the  government  controlling  the 
people.  And  the  thing  worked.  It  took  the 
hand  of  government  off  the  people.  It  op- 
erated to  keep  them  within  proper  bounds, 
the  way  the  traffic  signals  and  the  traffic 
policemen  operate  to  keep  you  from  going 
across  the  street  against  the  stop  sign  or 
the  red  light;  not  for  the  purpose  of  holding 
you  back,  but  for  the  purpose  of  facilitating 
your  getting  wherever  you  want  to  go. 


And  when  they  took  the  hand  of  govern- 
ment off  of  human  beings  it  was  discovered 
that  most  people  had  greater  capacity  than 
realized.  There  took  place  in  America  this 
unbelievable  outburst  of  creative  effort  and 
imagination  and  energy  and  production  and 
progress.  Nothing  in  the  world  had  ever 
been  seen  like  it. 

Forty  millions  of  people  voluntarily  left 
their  homes  in  Europe,  pulled  up  their  roots, 
broke  with  their  own  cultures  and  came  here. 
That  is  so  commonplace  to  us  we  don’t  appre- 
ciate how  remarkable  it  is  that  in  one  cen- 
tury forty  millions  of  people  would  break 
their  ties,  leave  their  families  and  go  clear 
across  the  sea  to  this  unknown  place.  They 
went  because  of  what  they  heard  and  be- 
cause of  their  dream  — the  “American 
dream”  it  was  called.  It  was  on  the  march, 
and  those  who  could  not  come  here  dreamed 
in  almost  every  part  of  the  world  of  develop- 
ing something  like  the  thing  that  they  had 
read  or  heard  was  being  developed  in  Amer- 
ica. 

Our  ideas,  our  concepts  of  self-government 
continued  to  expand  in  areas  where  men 
were  enslaved,  whether  by  classes  or  by 
kings  and  dictators  or  by  religious  groups 
or  whatever  it  might  be.  Wherever  some 
minority  controlled  the  majority,  that  area 
in  the  world  contracted  until  about  twenty- 
three  years  ago.  I think  history  will  say 
that  the  watershed  was  September,  1931, 
when  Japan  seized  Manchuria.  She  reversed 
the  pattern  that  had  been  developing  over 
a period  of  a century  and  a half,  at  least. 
The  rest  of  the  world  said,  “You  should  not 
do  it,”  but,  just  as  now,  free  peoples  did 
not  want  war,  did  not  want  trouble.  “Man- 
churia is  a long  ways  away ; don’t  bother.” 

So  the  reversal  went  on.  From  ’31,  to 
the  present  there  has  been  a steady  con- 
traction of  the  areas  where  men  are  free, 
and  a terrifying,  literally  terrifying,  expan- 
sion of  the  areas  where  men  are  enslaved. 
Our  “dream”  is  not  the  thing  that  lights  the 
eyes  of  people  around  the  world  today.  Our 
civilization,  our  whole  approach  is  on  the 
defensive.  Show  me  one  place  where  it  is 
gaining  today.  There  are  a few  places  where 
it  is  holding  its  own,  but  in  more  than  half 
the  world  it  is  in  alarming  retreat. 

This  heritage  that  our  forefathers  built 
up  and  turned  over  to  us,  we  somehow  have 
not  understood  it  or  cherished  it  or  treas- 
ured it  as  we  ought.  We  have  not  expanded 
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ancl  strengthened  and  turned  it  over  to  our 
children  in  as  good  and  healthy  condition 
as  it  was  when  we  got  it  from  our  fathers. 
That  is  the  first  fact  that  we  face  as  trustees, 
as  citizens  of  this  Republic. 

You  properly  want  to  know  and  you  have 
had  speakers  talk  to  you  in  this  convention 
about  the  prospects  for  state  medicine,  or 
some  other  political  aspect  of  our  govern- 
ment that  may  influence  your  practice.  That 
is  proper,  you  naturally  want  to  know  what 
is  ahead  in  your  practice,  but  you  also  must 
know  that,  in  greater  degree  than  was  ever 
true  before,  what  happens  in  your  practice 
depends  on  what  happens  in  your  govern- 
ment; and  what  happens  in  your  govern- 
ment, in  greater  degree  than  was  ever  true 
before,  depends  on  what  happens  in  other 
countries  around  the  world  — countries  that 
we  would  rather  not  have  anything  to  do 
with  but  whose  doings  have  impact  upon 
us : our  taxes,  our  homes,  whether  our 
youngsters  are  to  have  a chance  to  carry  out 
their  futures  as  they  would  like  to. 

A year  ago  I was  in  my  old  home  in  Ne- 
braska, up  in  Butler  County,  and  in  the  fa- 
miliar surroundings  of  that  little  town 
where  I was  born  and  brought  up  I thought 
how  much  better  a future  I had  as  a coun- 
try kid  out  there  with  no  particular  advan- 
tages, than  my  children  have  today  living 
part  of  the  year  in  Minneapolis  and  part  of 
the  year  in  Washington.  They  have  all  sorts 
of  incredible  privileges  and  opportunities. 
Yet  they  don’t  have  as  good  and  as  assured 
a future  as  I had. 

There  wasn’t  a single  cloud  over  my  head 
thirty-five  years  ago,  or  over  the  head  of 
any  American  boy.  There  wasn’t  a single 
thing  that  we  could  not  dream  of  or  set  our 
faces  toward,  and  if  we  had  the  will  and  the 
industry  and  reasonable  ability  and  perser- 
verance,  we  could  confidently  expect  to 
achieve  our  objective.  But  that  is  not  so 
now.  There  isn’t  a boy  in  America  today 
who  does  not  have  a cloud  over  his  head. 
There  isn’t  a boy  in  America  today  who  does 
not  have  a sword  over  his  head,  and  a 
sword  in  the  heart  of  the  girl  that  loves 
him.  They  don’t  even  know  where  he  is 
going  to  be,  on  what  continent  out  of  the 
five,  by  the  time  he  is  twenty-one  or  twenty- 
two  or  twenty-three.  I don’t  know  how  they 
do  as  well  as  they  do  with  the  uncertainties 
of  the  dislocated  world  we  turned  over  to 
them. 


This  is  a different  situation  than  we  in 
America  have  ever  faced  before.  I don’t 
mean  to  say  this  in  any  alarmist  sense.  I 
say  it  just  as  a doctor  does  when  he  is  called 
in  to  take  care  of  a sick  patient.  It  makes 
no  difference  what  he  wishes  the  patient  had, 
or  what  he  thinks  the  patient  might  have 
had  had  he  exercised  better  judgment,  or 
what  he  thought  the  patient  had  when  they 
described  his  condition  over  the  telephone. 
He  has  to  plan  his  course  of  action  in  terms 
of  what,  after  a careful  diagnosis  it  seems 
to  him  the  patient  has. 

That  is  why  I miss  in  politics  more  than 
anything  else  the  association  with  men  who 
have  had  the  kind  of  training  that  you  phy- 
sicians have  had,  who  have  had  to  learn  to 
think  in  terms  of  the  autopsy.  You  may 
have  been  ever  so  sure  that  the  trouble  was 
in  the  pancreas;  you  may  have  called  in  an 
expert  consultant  who  also  was  convinced 
that  the  trouble  was  in  the  pancreas;  you 
may  have  had  a propaganda  agency  to  con- 
vince the  man  and  his  relatives  that  the 
trouble  was  in  the  pancreas;  but  when  the 
man  was  dead  and  you  opened  him  up  and. 
it  was  found  to  be  in  the  gall  duct,  that 
settled  it;  it  was  in  the  gall  duct.  Whether 
the  doctor  was  a Republican  or  a Democrat, 
it  still  was  in  the  gall  duct. 

A lot  of  things  that  were  not  plain  a few 
years  ago  are  plain  now;  whether  we  are 
Republicans  or  Democrats,  the  evidence  is 
clear,  it  is  on  the  record.  But  politicians 
tend  to  run  away  from  what  they  see.  The 
typical  “politician”  — and  I don’t  say  this 
to  criticize  him  — is  there  only  because 
others  haven’t  bothered  to  get  into  the  job. 
We  leave  a vacuum  and  he  moves  in.  Such 
politicians  spend  their  time  explaining,  not 
curing,  the  situation,  alibiing  for  yesterday’s 
failures,  not  trying  to  find  the  means  to  end 
the  failures  and  get  successes  from  now  on. 

I wish  also  I could  associate  with  more 
people  in  government  who  were  trained  with 
the  biopsy  type  of  mind.  The  doctor  takes  a 
look  at  a little  piece  of  tissue  from  some- 
thing that  is  abnormal  and  if  he  sees  a half- 
dozen  cells  that  are  behaving  lawlessly  he 
does  not  say,  “That  is  cancer  all  right,  but 
never  mind,  it  is  way  down  in  the  big  toe. 
Like  the  Japanese  way  over  in  Manchuria 
or  Hitler  and  his  treatment  of  the  Jews,  that 
does  not  bother  me;  let’s  see  if  it  spreads. 
If  it  gets  up  into  the  groin,  let’s  take  another 
look  at  it.”  When  it  gets  up  into  the  groin 
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he  does  not  say,  “Let’s  wait  some  more  and 
see  if  it  spreads  any  further;  if  it  gets  up 
into  the  liver  or  we  see  a shadow  in  the 
lung,  that’s  pretty  serious.  Or  let’s  wait  to 
see  if  he  begins  to  get  a little  confused  which 
would  indicate  a metastasis  in  his  brain  or 
something  of  the  sort.  If  it  gets  there,  may- 
be we  will  have  to  take  action  on  this  can- 
cer.” 

Yet,  that  is  what  happens  in  politics;  you 
see  it  happening  right  now.  We  are  dealing 
with  a malignancy.  Communism  is  a law- 
less malignancy  that  encroaches  so  insid- 
iously on  the  rights  of  the  free  people  of 
the  world  that  it  engulfs  them  and  often 
does  not  have  to  fire  a single  shot  in  battle. 
We  have  witnessed  that  for  thirty  years, 
yet  thousands  of  Americans  are  still  hoping 
for  the  millennium  and  saying,  “Let’s  have 
one  more  little  go.”  Every  time  we  make  a 
deal  we  lose  our  shirt  but  let’s  have  another 
one.  We  are  like  the  drunk  who  wants  to 
quit  drinking,  but  first  wants  to  try  it  once 
more. 

Doctors  know  the  thing  that  makes  a can- 
cer bad  is  not  its  size  or  its  location,  but 
the  lawless  way  it  grows;  and  if  its  be- 
havior is  that  sort,  then  life  or  death  de- 
pends on  getting  it  when  it  is  down  in  the 
big  toe,  not  up  in  the  groin  or  in  the  lung. 

We  saw  what  the  Japanese  did  to  the  Kor- 
eans for  fifty  years;  there  was  the  biopsy. 
We  saw  what  Hitler  did  to  the  Jews.  Did 
we  imagine  he  could  be  that  way  to  them 
and  be  benign  in  dealing  with  us  or  other 
people  ? 

We  have  seen  what  the  Kremlin  has  done 
to  every  country  that  has  fallen  under  its 
blight,  yet  thousands  of  Americans  still  say, 
“After  all,  the  Communists  do  some  good 
things.” 

Some  diseases,  you  know,  give  a charac- 
teristic euphoria,  make  the  patient  flush- 
cheeked and  brilliant,  shiny-eyed  and  feel 
better  temporarily,  but  doctors  are  trained 
to  think  in  terms  of  the  ultimate. 

Hitler  made  the  people  of  Germany  bet- 
ter off  than  anybody  else  in  Europe.  Did 
that  make  his  movement  good?  There  was 
no  unemployment,  the  trains  ran  on  time, 
the  city  streets  were  clean,  there  were 
no  beggars,  everybody  was  at  work,  there 
was  enthusiasm  and  unity,  women  had  ma- 
ternity benefits,  everybody  had  summer  va- 
cations at  public  expense  at  the  rehabilitated 


spas.  The  Germans  had  more  calories  than 
anybody  else  in  Europe,  and  calories  are 
important.  But  that  did  not  make  Hitler 
good  — because,  like  every  tyrant  in  history, 
he  did  good  things  in  order  to  get  the  power 
so  he  could  do  evil  things. 

The  Chinese  Communists  did  the  same 
thing.  The  people  were  much  better  off  at 
first  in  the  country  area.  They  could  not 
get  into  power  otherwise.  They  wanted  to 
starve  the  people  in  the  cities.  So  they 
wouldn’t  let  the  country  people  sell  grain 
to  the  cities.  But  if  you  are  not  permitted 
to  sell  your  grain  to  the  cities  so  the  peo- 
ple in  the  cities  will  starve  and  revolt  against 
the  government,  you  eat  all  your  own  grain, 
you  have  more  grain  than  you  ever  had  be- 
fore, you  seem  to  be  better  off.  Even  some 
missionaries  came  home  and  said  “the  peo- 
ple are  better  off.”  Don’t  look  at  the  biopsy ; 
the  people  are  better  off  temporarily;  let 
the  cancer  spread.  Now  we  are  wrestling 
with  whether  to  send  some  boys  into  Indo- 
China  to  deal  with  the  malignancy  which 
was  not  checked  in  China,  because  it  pre- 
tended to  be  benign. 

And  then  a doctor  in  Washington  misses 
the  comradeship  of  people  who  are  trained 
to  think  in  terms  of  alternatives.  Politi- 
cians almost  always  talk  as  if  things  are  all 
black  or  all  white,  all  right  or  all  wrong; 
but  doctors  think  in  terms  of  alternatives. 
Almost  every  surgical  procedure  is  cruel  and 
unideal ; it  is  a bloody,  mutilating  thing. 
How  can  you  do  these  terribly  cruel  things? 
Because  you  think  in  terms  of  the  alterna- 
tive. 

Without  the  operation,  the  patient  is  sure 
to  die.  People  say,  “If  you  do  this  it  may 
lead  to  war.”  That’s  right,  but  if  you  don’t 
do  it,  it  is  certain  to  lead  to  war.  So  the 
doctor  says,  “I  take  that  course  which  has 
some  hope  even  though  it  may  lead  to  the 
patient’s  death  rather  than  do  nothing  and 
‘play  safe’  while  the  disease  spreads,  which 
is  certain  to  lead  to  the  patient’s  death.” 

People  will  talk  about  the  terrible  mistake 
of  fighting  in  Korea.  I,  myself,  think  it  was 
an  incredible  blunder  that  we  are  going  to 
pay  for,  maybe  with  our  existence,  when  we 
had  victory  within  our  grasp  in  Korea  and 
somebody  decided  not  to  win  that  war; 
pulled  out  MacArthur,  decided  it  was  more 
dangerous  to  win  than  it  was  to  lose.  Send 
your  boys  out  to  die,  but  don’t  let  them  win 
because  that  would  provoke  the  enemy.  It 
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was  the  first  war  ever  fought  in  terms  of 
not  'provoking  the  enemy! 

And  because  we  did  not  get  full  victory, 
everybody  says,  “What  a terrible  mistake, 
Korea!”  I won’t  accept  that.  It  is  true  an 
incredible  blunder  was  made  after  victory 
had  been  almost  won  by  the  heroism  of  our 
sons;  but  that  does  not  mean  the  war  was 
a mistake,  that  there  was  no  good  in  it. 
The  patient  would  have  been  worse  off  if 
we  had  not  carried  on  such  resistance  as  we 
did  in  Korea.  The  Reds  would  have  had  it 
all. 

It  is  like  a man  who  has  a duodenal  ulcer, 
or  a tuberculous  process  in  his  lung.  The 
doctor  tells  him  what  he  ought  to  do,  but 
he  doesn’t  believe  it;  he  feels  pretty  good 
and  he  takes  a little  soda  and  the  ulcer  does 
not  hurt  for  a while ; besides,  he  has  a heavy 
program,  he  can’t  take  time  out  to  dislo- 
cate his  program  to  do  what  the  doctor  tells 
him,  so  he  goes  along.  One  day  it  ruptures, 
or  hemorrhage  occurs,  and  then  he  dislo- 
cates his  schedule  and  pleads  with  the  doc- 
tor to  save  his  life,  after  he  would  not  obey 
the  doctor’s  instructions. 

Then  the  doctor  has  to  get  in  and  get  out; 
he  can’t  do  a fancy  operation,  maybe  it  is 
that  serious.  Sometimes  the  fellow  does  not 
do  too  well.  Maybe  he  gets  a fistula,  a mild 
obstruction,  gas  pains,  indigestion,  doesn’t 
regain  hit:  weight,  is  tired  all  the  time,  and 
he  says,  “Look  what  a terrible  failure  my 
operation  was !”  It’s  true,  he  isn’t  well ; 
but  he  is  alive.  And  without  the  operation 
he  would  be  out  in  the  cemetery. 

Now  that  is  the  situation  with  Korea.  It 
is  true  that  Korea  is  not  in  good  shape,  but 
Korea  is  free.  It  is  too  bad  about  Indo- 
China  because  they,  too,  want  freedom,  and 
Indo-China  would  have  been  free,  in  1951, 
if  the  French  had  allowed  them  to  get  or- 
ganized under  strong  leadership.  But  there 
still  is  a chance  in  Indo-China,  Korea,  Japan, 
Formosa,  Thailand,  Burma,  Indonesia  — 
every  one  is  in  trouble,  but  they  are  still 
free.  There  is  a chance  to  save  the  patient, 
but  there  wouldn’t  have  been  if  the  alterna- 
tive course  of  resistance  in  Korea  had  not 
been  followed.  We  have  to  recognize  the  sit- 
uation as  partly  good,  partly  bad,  as  is  most 
often  the  case. 

Then  there  is  one  other  habit  of  mind  or 
training  that  doctors  have  which  I some- 
times wish  we  had  more  of  in  politics.  Most 


doctors  try  to  do  everything  possible  for  the 
patient;  that  is,  they  are  not  faddists.  They 
don’t  pick  out  one  particular  thing  and  say 
it  is  the  one  and  only  remedy.  One  of  my 
doctor  friends,  one  of  our  teachers,  Dr.  Roed- 
er,  used  to  say,  “Even  a cat  likes  to  have  his 
back  rubbed,  and  if  he  had  any  money  he 
would  give  it  to  you.”  Faddists  decide  that 
everything  is  due  to  dislocation  of  the  ver- 
tebrae, or  everything  is  due  to  some  partic- 
ular dietary  habit.  Doctors,  however,  if  the 
patient  has  pneumonia,  don’t  just  give  him 
penicillin ; they  give  him  the  oxygen  tent, 
transfusions,  and  all  the  other  things  that 
are  necessary.  You  try  to  win,  not  to  prove 
that  one  particular  theory  is  right. 

I read  of  a man  who  came  in  to  a bunch 
of  specialists  complaining  of  a vise  - like 
pain  around  his  head.  The  specialists  went 
over  him  and  one  of  them  decided  he  had 
this  kind  of  a psychosis,  another  one  thought 
he  had  that  kind  of  a neurosis,  and  another 
said,  “You  are  living  too  hard,  worrying 
about  your  business.”  He  said,  “No,  I’m 
not.”  Another  fellow  said,  “You  are  smok- 
ing to  much.”  He  said,  “No,  I don’t  smoke.”- 
Another  one  said,  “You  are  drinking  too 
much.”  He  said,  “No,  I don’t  drink  at  all.” 
Another  fellow  said,  “You  are  going  to  the 
races.”  He  said,  “No,  I don’t  go  to  the 
races.” 

After  the  specialists  had  had  their  inning 
the  old  country  practitioner  said,  “What’s 
wrong  with  that  fellow  is  that  his  halo  is 
too  tight.”  The  ordinary  doctor  was  more 
interested  in  the  human  being  than  in  some 
particular  fad  or  theory  by  which  he  tried 
to  explain  everything. 

Now  we  have  got  this  sick  world  on  our 
hands  and  whether  or  not  you  are  long  to 
have  the  chance  to  use  the  skills  that  you 
have  gotten  in  your  medical  training,  and 
that  you  have  polished  up  a little  bit  during 
this  convention  and  similar  conventions, 
whether  you  are  going  to  long  have  a chance 
to  use  those  skills  freely  and  with  success 
and  with  satisfaction  depends  more  than 
anything  else  on  what  your  government 
does.  And  government  is  determined  by 
politics,  rightly  or  wrongly;  which  means 
that  politics  is  the  most  important  business 
you  can  have  when  you  consider  the  pros- 
pects for  your  family,  and  you  older  ones, 
the  prospects  for  your  grandchildren. 

Let’s  look  at  this  patient  for  a little  bit. 
The  world  is  split  today  roughly  in  thirds. 
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Here  is  the  free  world  with  about  a third 
of  the  people  — the  Western  Hemisphere, 
Western  Europe,  North  and  South  Africa, 
Australia,  New  Zealand,  and  a few  others — 
eight  hundred  million  people,  largely  held  up 
by  the  United  States;  if  we  don’t  hold  them 
up  they  disintegrate.  Over  here  is  another 
third  controlled  by  the  Kremlin  — Russia, 
Eastern  Europe,  China,  and  a few  others  — 
eight  hundred  million  people.  These  two 
one-thirds  are  locked  in  probably  the  most 
titanic  conflict  in  all  history. 

Who  holds  the  balance  of  power?  The 
other  third  of  the  people  in  the  world.  Where 
do  they  live?  They  live  in  a series  of  twelve 
countries  that  lie  like  a crescent  around 
China,  from  Japan  and  Korea  to  Afghanis- 
tan. The  third  of  the  people  of  the  world 
who  live  in  these  countries,  they  hold  the  bal- 
ance of  power.  If  they  go  with  the  free  world 
it  can  be  decisive,  if  they  go  with  the  Com- 
munist world  it  will  be  decisive.  They  are 
on  the  fence  at  the  moment,  and  they  are 
not  wholly  masters  of  their  own  destinies  be- 
cause the  forces  that  are  contending  as  to 
who  shall  master  them  are  too  strong  for 
them. 

It  used  to  be  only  sentimental  folks  like 
missionaries,  starry-eyed  folks,  impractical 
people  who  saw  the  possibilities  in  these  so- 
called  backward  peoples  in  Asia.  But  all 
can  see  today  that  whether  we  have  a free 
country  twenty  years  from  now  depends  on 
these  backward  peoples.  The  struggle  in 
the  world  today  is  centered  around  who  is 
going  to  win  that  third  of  the  world.  Are 
they  going  to  go  our  way  or  that  other 
way? 

I have  been  out  in  that  part  of  the  world 
twice  in  the  last  year,  sent  out  by  the  Con- 
gress because  it  is  now  more  generally  real- 
ized that  there  is  where  the  crucial  struggle 
is.  We  thought  we  had  to  know  firsthand 
if  we  are  to  make  recommendations  to  our 
Congress  and  our  executive  branch  and  our 
people  as  to  what  our  policies  should  be.  I 
got  back  from  Asia  in  connection  with  the 
work  of  a subcommittee  of  which  I am  chair- 
man, shortly  before  Christmas. 

The  war  against  Communism  will  be  won 
or  lost,  not  in  districts  like  Dien  Bien  Phu 
or  Hanoi — those  are  little  skirmishes  in  a 
mighty  world-shaking  struggle.  Try  to  un- 
derstand the  whole  patient,  the  whole  body 
politic,  and  the  terrible  virus  with  which  he 


is  infected.  He  is  desperately  ill,  and  he 
has  lost  the  first  four  rounds. 

The  first  round  was  lost  when  somebody 
decided  that  we  could  get  along  better  with 
the  Communists  if  we  gave  them  somebody 
else’s  territory;  so  at  Yalta  we  gave  them 
parts  of  Poland.  They  didn’t  belong  to  us, 
but  we  gave  them  to  the  Soviet  Union  any- 
way. And  we  gave  them  control  of  the  main 
ports  and  railroads  of  Manchuria.  They 
didn’t  belong  to  us,  and  we  publicly  declared 
the  proper  rightful  owner  was  China,  but 
under  the  table  we  gave  control  of  the  ports 
and  railroads  of  Manchuria  to  the  Soviet 
Union.  Round  One. 

Without  Manchuria  it  was  inevitable  that 
the  Chinese  government  would  fall.  As  it 
has  every  time  in  history,  when  Manchuria 
fell  the  rest  of  China  fell.  It  was  inevitable, 
that  is,  unless  the  United  States  would  wake 
up  and  take  measures  to  retrieve  the  losses 
in  the  first  round.  But  in  the  second  round 
we  were  beguiled,  by  and  large,  into  believ- 
ing “A  plague  on  both  your  houses,  both 
Chinese  governments  are  rotten,  and  maybe 
the  Communists  aren’t  so  bad  after  all.”  We 
did  not  try  to  bolster  up  the  Nationalist 
government;  we  pulled  the  rug  out,  and 
lost  Round  Two. 

That  led  inevitably  to  Round  Three,  Ko- 
rea, which  never  could  have  been  started 
w i t h o u t the  Communists  in  Manchuria. 
There  wasn’t  a Communist  in  Manchuria 
when  the  war  ended;  the  Japanese  had  kept 
them  out.  Then  we  split  North  Korea  off — 
we  did  that — and  gave  it  to  the  Kremlin. 

We  had  a chance  to  retrieve  lost  ground 
when  victory  in  Korea  was  within  our  grasp  ; 
two  Red  divisions  were  demoralized.  Then 
Mr.  Malik  got  up  at  the  United  Nations 
two  years  ago  last  June  and  said,  “Let’s 
have  some  truce  talks.”  So  we  decent,  civi- 
lized people  assumed,  without  evidence  upon 
which  to  base  that  assumption,  that  when 
they  talked  about  peace  they  wanted  peace. 
No,  those  are  our  ideas.  When  they  propose 
a peace  it  is  a military  tactic,  just  as  much 
as  a shifting  of  divisions.  It  isn’t  because 
they  want  peace,  it  is  because  they  want 
to  win  a war.  When  they  are  victorious 
do  they  ever  ask  for  peace  talks?  Ask  the 
French  down  in  Dien  Bien  Phu  in  the  last 
few  days.  When  we  had  victory  in  Korea 
in  our  grasp  they  said,  “Let’s  have  peace 
talks.”  We  relaxed  our  pressure  and  began 
talks.  I am  glad  we  are  the  sort  of  people 
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we  are,  but  let’s  not  be  fooled  and  imagine 
the  millenium  will  come  by  having  peace 
talks  with  the  Communists. 

When  we  gave  away  Round  Three  in  Ko- 
rea, that  made  inevitable  Round  Four,  Indo- 
China.  Now  we  are  in  the  midst  of  deciding 
what  to  do  about  this  round.  I will  have 
some  more  to  say  about  that  a little  later. 
It’s  pretty  tough,  the  patient  is  desperately 
ill ; but  let’s  not  fool  ourselves,  if  we  don’t 
hold  in  Indo-China  we  don’t  end  the  struggle, 
we  just  move  into  Round  Five  which  will  be 
Thailand,  Burma,  Indonesia  and  the  Philip- 
pines, that  crescent.  If  you  let  that  go  you 
have  Round  Six,  India,  Pakistan,  Australia 
and  New  Zealand ; or  Round  Seven,  South 
Korea  and  Japan.  The  order  may  be  changed. 
If  you  let  them  go,  you  don’t  end  the  strug- 
gle, you  just  move  into  Round  Eight,  the 
Middle  East,  Africa,  and  the  Mediterranean 
area.  Then  Europe  is  cut  off  and  that’s 
Round  Nine.  Then  have  you  ended  the  strug- 
gle? No,  you  have  Round  Ten,  the  Western 
Hemisphere  and  the  United  States. 

It  is  not  yet  too  late,  but  we  are  already 
in  the  fourth  round.  The  disease  is  not  fatal 
yet  if  we  understand  and  deal  with  it  before 
the  whole  blood  stream  is  infected. 

Look  at  these  countries  that  lie  around 
China:  Korea,  Japan,  Formosa,  the  Philip- 
pines ; then  four  here  in  Southeast  Asia,  or 
six  if  you  count  the  former  Indo-China  col- 
ony as  the  three  independent  countries  I 
hope  they  will  become,  Laos,  Cambodia,  and 
Viet  Nam,  plus  Thailand,  Malaya  and  In- 
donesia; then  four  more,  Burma,  India,  Pak- 
istan and  Afghanistan. 

Asia  is  like  a giant  hand.  China  is  the 
palm  of  the  hand,  and  these  twelve  coun- 
tries, or  fourteen  depending  on  how  you  di- 
vide Indo-China,  these  countries  are  like  fin- 
gers that  project  out  from  the  hand,  pen- 
insulas and  groups  of  islands  that  lie  around 
China. 

The  Kremlin  had  maps;  we  had  maps.  But 
we  did  not  study  ours ; they  studied  theirs. 
So  they  announced  right  after  VJ-Day,  “The 
war  in  China  is  the  key  to  all  problems  on 
the  international  front.”  But  we  said,  No, 
Western  Europe;  we  said  the  Mediterran- 
ean ; we  said  the  oil  of  the  Middle  East ; 
we  said  India.  Some  are  still  saying  it.  We 
said  Japan,  we  said  Alaska. 

But  the  Kremlin  said,  “The  war  in  China 
is  the  key  to  all  problems  on  the  internation- 


al front.”  It  is  easy  to  see  why  if  you  just 
look  at  the  map ; and  it  has  been  proved 
by  nine  years  of  evidence  if  you  look  at  the 
autopsy,  or  at  least  the  exploratory  opera- 
tion through  which  we  are  going.  The  war 
in  China  ivas  the  key,  and  if  they  can  con- 
solidate their  position  in  China  they  will 
take  these  fingers.  If  they  move  into  Korea 
and  we  push  them  back,  they  then  shift  to 
Indo-China.  If  we  push  them  back  there, 
they  move  into  Thailand.  Pushed  back,  they 
move  into  Burma  — or  back  into  Korea. 
They  can  run  us  to  death  and  bleed  us  white 
if  they  can  control  and  use  China. 

We  can’t  do  anything  about  China  at  the 
moment  except  to  try  to  keep  the  Reds  from 
consolidating  their  position  and  mobilizing 
China’s  full  strength.  The  key  thing  is  to 
prevent  them  getting  any  more  of  those 
fingers.  You  can’t  get  a malignant  process 
to  stop  that  is  winning.  You  have  to  stop 
it.  It  is  like  an  inexorable  glacier.  First,  you 
have  to  stop  it  before  you  can  melt  it  and 
turn  it  back.  That  is  the  problem  in  the 
world  today,  how  to  stop  it. 

Let  me  tell  you  just  a few  things  about 
these  countries,  I can  mention  only  four  or 
five.  There  is  a point  with  respect  to  each 
one  that  may  give  us  some  insight  as  to 
how  to  deal  with  the  whole  problem. 

Begin  with  Korea,  because  that  is  the  one 
where  33,000  of  your  sons  gave  their  lives, 
8,000  more  are  still  unaccounted  for,  more 
than  100,000  others  are  casualties.  It  is 
a little  thumb  projecting  off  the  China  main- 
land. It  has  no  chance  of  becoming  an  inde- 
pendent, secure  country  as  long  as  there  are 
clashes  between  the  three  giants  that  sur- 
round it:  Communist  China  at  its  rear  and 
across  the  Yalu  on  the  north,  the  Soviet  Un- 
ion, and  then  Japan.  This  little  country  is 
tragic,  it  breaks  your  heart.  The  Koreans 
are  trying  so  hard,  they  are  so  valiant,  they 
have  such  unbelievable  fortitude;  and  the 
dice  are  loaded  against  them.  They  haven’t 
got  a chance.  If  the  government  of  Korea 
was  under  the  Angel  Gabriel  and  was  twen- 
ty times  as  good  as  it  is,  it  still  could  not 
become  independent  and  secure  as  long  as 
the  mainland  off  which  it  projects  is  con- 
trolled by  the  Communists.  And  we  brought, 
I repeat,  the  Communists  into  control  of 
that  mainland. 

In  addition  to  these  geographical  factors 
there  is  the  fact  that  Korea  was  split  by  us 
and  the  asset  areas  were  given  to  the  Soviet 
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Union  and  we  took  the  deficits.  We  nearly 
always  pick  np  the  checks  for  the  deficits, 
while  we  give  the  assets,  the  resource-areas 
to  our  enemies. 

Then  Korea  doesn’t  have  an  adequate  num- 
ber of  trained  men  with  experience  in  gov- 
ernment. In  Washington  sometimes  we  wish 
we  could  get  rid  of  at  least  300,000  gov- 
ernment officials  and  1 think  it  would  be 
an  improvement;  but,  on  the  other  hand, 
you  try  to  run  a government  with  only  a 
handful  of  people  who  understand  taxation 
and  the  administration  of  government  agen- 
cies and  see  how  easy  it  is. 

These  Asian  governments  are  three,  four, 
five,  six,  seven  years  old.  When  our  govern- 
ment was  almost  forty  years  old,  in  the  War 
of  1812  things  were  so  bad,  so  rotten,  with 
graft,  corruption,  inefficiency,  factionalism, 
that  you  recall  the  people  of  New  England 
met  in  Hartford,  Connecticut  and  solemnly 
voted  to  secede  from  the  Union.  They  were 
giving  it  up  after  forty  years,  because  they 
did  not  see  how  they  could  make  a go  of 
this  Republic.  These  Asian  countries  are 
only  three,  four,  five  and  six  years  old,  they 
are  in  terrible  trouble,  and  they  have  only 
a handful  of  people  of  leadership  caliber. 

People  say  that  Syngman  Rhee  is  irra- 
tional, irresponsible.  He  is  the  least  irra- 
tional of  the  people  I talked  with  in  Asia, 
or  for  that  matter  in  Washington,  with  re- 
spect to  the  Communist  cancer.  He  is  per- 
fectly rational,  just  as  right  as  can  be,  but 
he  cannot  be  unemotional  because  his  na- 
tion’s freedom  is  at  stake.  People  say  he 
is  trying  to  get  his  country  into  war.  No, 
he  is  not.  He  is  trying  to  get  freedom  for 
his  country,  the  same  thing  that  George 
Washington  fought  for  when  he  accepted 
war  and  even  had  his  men  go  barefoot  in 
the  snow  with  no  reasonable  prospect  of 
success  rather  than  live  under  slavery.  Any- 
thing wrong  with  that? 

Mr.  Rhee  is  afraid  that  we  in  our  political 
immaturity  will  build  up  Japan’s  military 
strength  again;  and  he  is  afraid  of  Japan 
because,  like  all  human  beings,  he  is  more 
aware  of  and  more  opposed  to  the  imperial- 
ism he  knows  than  he  is  to  some  other  which 
he  does  not  know. 

That  is  a perfectly  normal  human  reaction. 
Look  at  the  French  today.  One  of  the  rea- 
sons the  French  won’t  come  into  the  EDC 
to  get  real  strength  in  Western  Europe  is 


that  they  would  rather  take  a chance  on 
Communist  enslavement,  which  they  have 
not  known,  than  to  have  a recurrence  of  Ger- 
man conquest  which  they  have  known  three 
times  in  the  last  eighty-five  years. 

Pakistan’s  Governor  General  told  me  when 
we  were  in  Pakistan,  “Only  one  thing  could 
ever  make  us  go  Communist,  that  is  if  any- 
body tried  to  put  us  back  under  the  Hindus.” 
You  see  for  centuries  they  were  under  the 
Hindus  as  a minority,  outnumbered  four  to 
one.  They  are  against  that  imperialism  be- 
cause they  know  it.  They  have  not  been 
under  the  Communists. 

In  Indo-China  today  you  find  the  same 
thing.  The  one  great  weapon  that  Ho  Chi 
Minh  has,  more  important  and  more  deci- 
sive than  the  skill  of  his  jungle  fighters,  is 
the  fact  that  at  least  fifty  per  cent  of  the 
people  of  Viet  Nam  are  primarily  against 
the  French  because  they  know  what  French 
control  is;  they  have  not  been  under  Com- 
munism yet ; maybe  it  won’t  be  so  bad. 

When  Mr.  Rhee  was  talking  to  me  he 
spoke  very  frankly  because  I have  known 
him  for  years.  He  knows  I have  been  fight- 
ing on  his  side,  for  thirty  years  for  the  free- 
dom of  all  peoples  over  there,  because  that 
is  essential,  we  will  find  it  out  eventually, 
to  the  security  of  us  in  America. 

I said,  “Mr.  President,  I judge  from  what 
you  say  that  if  it  came  to  a choice  between 
the  Japanese  and  the  Communists  you  would 
take  the  Communists.” 

He  did  not  hesitate.  “Certainly!  We  would 
at  least  have  a different  master.” 

There  is  this  almost  fanatical  obsession 
in  Korea  that  Japan  will  be  rebuilt  and  will 
reestablish  her  control  over  Korea.  If  you 
try  to  explain  to  him,  “Why  should  you  wor- 
ry about  that?”  he  will  give  you  some  evi- 
dence. 

For  example,  he  will  say,  “Where  is  the 
war?”  “Well,  it  is  in  Korea.” 

“Where  are  your  American  headquar- 
ters?” “Over  in  Japan.” 

“Why  don’t  you  put  them  in  Korea  where 
the  war  is?” 

You  and  I can  think  of  a lot  of  logistical 
reasons  why  it  is  more  advantageous  to 
have  our  American  headquarters  in  Japan, 
besides  the  fact  that  your  boys  would  much 
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rather  be  in  Japan  than  in  Korea.  To  Syng- 
man  Rhee  it  means  that  we  are  definitely 
going  to  hang  on  to  Japan.  Korea?  Pos- 
sibly, but  if  necessary,  we  can  let  that  go. 
Maybe  we  will  make  an  arrangement  over 
at  Geneva  at  the  expense  of  South  Korea 
that  will  give  us  security.  That  is  what  our 
allies  want  us  to  do,  our  allies  who  insisted 
that  we  not  win  a victory  in  Korea. 

Then  he  will  give  you  some  ancient  his- 
tory, something  I had  forgotten.  Back  in 
1882  we  had  a solemn  treaty  with  Korea, 
ratified  by  the  United  States  Senate,  which 
contained  two  main  articles:  (1)  That  the 

two  contracting  parties  agreed  to  respect 
the  sovereignty,  independence  and  so  on,  of 
the  other;  (2)  that  each,  the  United  States 
and  Korea,  agreed  to  use  its  good  offices  on 
behalf  of  the  other,  if  the  other  were  threat- 
ened from  within  or  without.  Yet  we  broke 
the  treaty.  We  forget  about  that.  Theodore 
Roosevelt  broke  it.  In  1904  or  ’05,  at  the 
time  of  the  Portsmouth  Peace  Conference, 
he  made  a secret  executive  agreement  with 
the  Japanese  which  did  not  become  known 
for  nineteen  years.  What  was  that  secret 
agreement?  If  the  Japanese  would  stay  out 
of  the  Philippines  which  we  had  recently 
acquired,  we  would  give  them  a free  hand 
in  Korea. 

You  see,  we  did  not  use  our  good  offices 
on  behalf  of  Korea  in  accordance  with 
pledged  American  word.  We  used  our  good 
offices  against  Korea  and  for  the  Japanese. 
That  is  why  the  Koreans  are  afraid  to  trust 
us.  That  is  a matter  of  record.  Look  at  it 
objectively.  1 did  not  create  it.  I wish  it 
were  not  true,  but  there  it  is! 

You  see,  tough  though  it  may  be,  if  we 
are  going  to  have  the  responsibility  of  lead- 
ership we  have  to  decide  carefully  what  we 
mean,  and  don’t  say  anything  unless  we 
mean  it ; and  when  we  say  it,  keep  it.  They 
hesitate  to  trust  us,  because  we  say  this  and 
then  we  do  that. 

It  breaks  your  heart  in  Korea.  These 
people  struggled  so  long  to  get  their  free- 
dom. They  have  just  had  a taste  of  it  and 
it  is  good ; and  they  see  that  through  no 
fault  of  their  own,  it  is  slipping  through 
their  fingers. 

Now  come  to  Japan.  It  is  almost  as  bad 
because  Japan  now  has  fifteen  million  more 
people  than  she  had  when  she  attacked  Pearl 
Harbor:  four  or  five  million  brought  back 


from  overseas  plus  a population  increase  of 
a million  a year.  She  can’t  produce  enough 
rice  to  feed  them.  She  has  no  iron  ore  and  no 
coking  coal  to  make  steel ; she  had  some 
pretty  good  oil  wells  but  we  took  them  away 
and  gave  them  to  the  Soviet  Union  at  Yalta. 
So  she  has  to  trade  in  order  to  live. 

Where  can  she  trade?  One  source  is 
Southeast  Asia,  but  the  British  have  pretty 
well  kept  her  out  of  there  because  they  need 
that  trade  and  those  resources  for  them- 
selves; and  if  the  Communists  get  control 
Japan  won’t  have  any  trade  there. 

The  second  source  is  with  us.  It  used 
to  be  that  Republicans  were  held  solely  re- 
sponsible for  our  high  tariffs,  but  now  let 
me  tell  you  the  most  vocal  and  adamant 
persons  in  opposition  to  any  lowering  of  our 
tariffs  are  the  representatives  of  the  CIO 
and  AF  of  L who  come  before  our  commit- 
tees demanding  no  reduction  of  our  tariffs 
and  against  allowing  goods  to  come  in  from 
Japan  or  from  any  other  countries  where 
goods  are  produced  at  lower  wages  than  our 
Americans  get. 

What  other  source  of  trade  is  there  for 
Japan?  China.  China  can  live  without  Ja- 
pan, but  Japan  can  not  live  without  China. 

Mark  my  word,  unless  the  world  finds  a 
way  to  return  China  to  the  free  world,  with- 
in five  years  Japan  will  be  in  the  Commu- 
nist world.  Then  the  Kremlin  will  have  the 
manpower  and  materials  of  Asia  plus  the 
workshop  of  Japan,  the  third  best  in  the 
world.  If  you  think  we  have  a hard  prob- 
lem now,  it  is  peanuts  compared  to  what 
we  will  face  not  too  far  in  the  future. 

The  Japanese  are  in  confusion.  We  tell 
them  they  are  free,  but  every  half-mile 
or  so  there  is  another  American  headquar- 
ters. When  we  went  in,  the  same  crew  of 
wreckers  went  in  there  that  went  elsewhere : 
Owen  Lattimore  and  J.  Paton  Davies  and 
John  Service  and  George  Acheson.  These 
were  the  sort  of  men  who  went  in,  and, 
under  the  guise  of  helping  Japan,  started 
out  to  “reform”  her  as  they  did  with  Ger- 
many under  the  Morgenthau  Plan.  They 
let  all  the  subversive  elements  out  of  the 
jails  — they  must  have  “civil  rights.”  Now 
we  are  trying  to  get  the  Japanese  to  get 
them  back  into  jail  because  they  are  running 
many  of  the  papers  and  they  are  putting 
out  Communist  propaganda  every  day  in 
Japan. 
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We  told  Japan  she  must  be  democratic, 
and  to  be  democratic  she  must  disarm;  we 
wrote  it  in  her  constitution.  This  was  be- 
fore Korea.  Then  we  said,  “Japan,  the 
democracy  we  helped  you  get  is  being  threat- 
ened ; you  must  rearm. “ First  we  say,  “to 
be  democratic  you  must  disarm” ; then  we 
say  “to  be  democratic  you  must  rearm.”  The 
Japanese  say,  “Make  up  your  mind.” 

You  see  the  confusion  is  not  only  in  Japan. 
The  Japanese  were  not  the  people  who 
thought  the  Chinese  Communists  were 
“agrarian  reformers.”  That  was  we.  They 
can  look  at  the  map,  and  they  can  look  at 
the  trade  statistics,  and  they  know  they 
have  got  to  have  trade  somewhere  with  a 
free  Southeast  Asia,  or  with  the  United 
States,  or  with  China.  Is  China  to  be  free, 
or  is  she  to  be  enslaved?  That  is  always 
the  key  question. 

The  Communists  are  willing  to  trade  with 
Japan  on  one  condition;  that  Japan  break 
with  the  United  States.  You  see,  the  Com- 
munists don’t  operate  the  way  we  capitalists 
do.  We  are  interested  in  trade  for  com- 
mercial reasons,  reasonable  profits;  with 
them  trade  is  a military  weapon  or  a polit- 
ical weapon.  They  will  trade  with  Japan  if 
they  can  force  Japan  into  their  fold  more 
cheaply  that  way  than  they  could  do  if  they 
went  to  war  with  Japan.  Japan  can’t  make 
a go  of  it  apart  from  a change  in  the  world 
situation. 

Now  come  down  to  Indo-China.  The  Com- 
munists wanted  to  get  out  of  the  trouble  in 
Korea.  They  were  in  a war  they  could  not 
win  so  they  wanted  to  shift  to  one  they 
might  win.  Indo-China  was  the  weakest 
spot  in  all  the  countries  around  there,  the 
one  people  that  had  not  yet  gained  its  free- 
dom. 

A lot  of  people  think  that  the  first  urge  of 
these  people  in  Asia,  this  nearly  one  billion 
people,  is  to  improve  their  economic  status, 
but  that  is  a poor  second.  Other  people 
think  what  they  want  is  a democratic  gov- 
ernment, but  that  is  a poor  third.  The  thing 
that  is  first  is  their  national  independence, 
freedom  from  alien  control,  to  be  treated  as 
equal  human  beings  instead  of  as  colonials. 
This  is  the  one  that  burns  within  them. 
Everything  else  is  secondary.  They  can  go 
without  more  calories  for  hundreds  of  years 
if  necessary,  but  they  are  going  to  be  free 
from  the  white  man’s  control,  and  the  one 
area  that  had  not  achieved  that  is  Indo- 


China.  The  French  were  not  willing  to  give 
it  to  them.  We  offered  the  carrot  and  the 
stick  trying  to  get  the  French  to  do  it.  If 
the  French  were  stronger  I am  sure  they 
would  have  done  it,  but  they  are  weak  today 
and,  like  all  people  who  have  a genuine  in- 
feriority complex,  they  over-compensate  to 
conceal  from  themselves  the  fact  that  they 
are  weak.  They  won’t  do  the  noble  thing 
because  they  are  so  jittery  as  they  realize 
that  they  are  disintegrating.  This  is  why 
we  can’t  send  troops  into  that  area.  We 
can  not  win  that  war  unless  it  is  for  the 
freedom  of  those  people.  You  can’t  win  any 
guerrilla  war  unless  the  people  are  on  your 
side,  and  they  will  not  be  on  your  side  un- 
less it  is  for  their  own  freedom. 

What  Mr.  Dulles  said  yesterday  about  our 
not  intervening  alone  in  Indo-China  was  as 
plain  as  day,  but  still  everybody  speculates.  I 
don’t  know  why  the  newspapers  insist  on 
being  so  reckless  in  terrifying  our  allies  as 
they  have  been  doing  these  last  few  days. 
We  act  as  if  we  were  not  at  war.  We  did  not 
insist  that  Eisenhower  tell  us  all  the  de- 
tails of  how  and  where  he  was  going  to  land 
in  Normandy,  when,  and  with  what  troops. 
In  the  military  field  we  have  sense  enough 
to  know  that  we  can’t  reveal  our  hand.  But 
in  political  life  we  demand  that  the  Presi- 
dent tell  us  just  what  we  are  going  to  do, 
and  what  we  are  not  going  to  do.  If  we 
lose  we  can  in  part  charge  it  up  to  this  ir- 
responsible journalism.  It  may  take  the 
lives  of  thousands  of  your  boys  before  it  is 
over. 

Mr.  Dulles  made  it  perfectly  clear;  he 
said,  “The  forces  there  are  beyond  our  con- 
trol.” The  first  one  was  that  the  French 
won’t  give  Indo-China  its  independence.  It 
is  wrong  for  us  to  go  in  there  to  defend 
French  colonialism.  We  can’t  invade  and 
start  an  active  aggression  ourselves  against 
France  to  get  a chance  to  fight  the  Vietminh. 
Until  France  will  give  the  people  their  inde- 
pendence there  is  no  will  to  fight. 

The  President  said  in  his  press  conference 
yesterday,  “You  can’t  help  people  where 
there  isn’t  the  will  to  fight.”  It  is  not  be- 
cause they  don’t  want  independence,  but  be- 
cause they  don’t  have  a chance  to  get  their 
independence.  Until  France  is  willing  to 
make  that  political  move  there  is  no  base 
on  which  to  win. 

Again,  we  can’t  do  it  by  the  United 
States  going  in  alone.  The  Kremlin  would 
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love  to  have  us  do  that,  so  they  could  say, 
“America  is  taking  over  French  colonial- 
ism,’’ as  Molotov  said  in  a speech  on  Mon- 
day in  Geneva.  It  was  a vicious  attack. 
Even  Mr.  Eden  had  to  get  up  and  defend  us 
a little  bit  against  the  viciousness  of  the  at- 
tack. They  are  trying  to  make  it  stick,  but 
they  can’t  make  it  stick  unless  we  do  some- 
thing that  gives  real  plausibility  to  their 
charges.  If  we  were  to  go  into  Indo-China 
single-handedly,  rather  than  in  a united  ef- 
fort not  to  impose  our  will,  but  to  help  these 
people  defend  their  own  freedom,  the  Krem- 
lin could  convince  most  of  the  people  of  Asia 
that  the  United  States  was  imperialistic  and 
selfish  in  trying  to  establish  a colony  for  it- 
self. It  would  be  wrong  to  do  it  and  unwise 
to  do  it.  If  you  were  to  move  the  whole 
American  Marine  Corps  in  you  would  still 
lose.  Unless  those  political  acts  are  taken 
by  others,  the  hands  of  the  United  States 
are  tied. 

And  let  me  give  you  one  further  compli- 
cation. While  you  can’t  expect  the  people 
over  there  to  make  the  heroic  effort  that  is 
necessary  to  defeat  the  Communists  unless 
it  is  for  some  such  cause  as  their  own  free- 
dom, that  is,  you  can’t  expect  them  to  fight 
and  die  for  a country  they  are  not  sure  is 
going  to  be  theirs;  on  the  other  hand,  sup- 
pose the  French  do  give  them  genuine  free- 
dom, then  how  can  you  expect  the  French 
to  fight  for  a country  that  is  no  longer 
theirs?  Their  mothers  want  their  boys  home, 
too. 

The  question  is,  will  France  be  great? 
Will  she  think  just  in  terms  of  saving  a col- 
ony; or  will  she  fight,  not  to  hold  a col- 
ony but  to  obtain  a free  world?  France,  at 
the  moment,  is  at  the  crossroads.  She  has 
had  a great,  noble  history  as  a world  power 
for  a thousand  years.  If  now  she  says,  “If 
we  cannot  keep  Indo-China  as  a French  col- 
ony, then  we  will  pull  out  and  let  it  go  to  the 
Reds,”  mark  my  word,  France  too  will  go; 
because  the  rest  of  her  Union,  North  Africa, 
Madagascar,  and  the  others  will  go  over  to 
the  other  side  so  fast  that  it  will  make  your 
head  swim. 

I have  a hope — no  evidence  on  which  to 
base  it — it  is  kind  of  a hunch  one  gets  once 
in  a while — that  the  patient  is  going  to  pull 
through  despite  all  the  contrary  signs.  It  may 
be  that  the  very  desperation  of  the  situa- 
tion, their  pride  and  determination  to  re- 
main some  kind  of  force  in  the  world  will 


pull  the  French  together.  And  if  they  do, 
the  rest  of  the  world  can  help  decisively; 
but  it  can  not  act  without  that  act  of  the 
French. 

There  is  one  other  possibility;  perhaps 
we  could  get  a club  organized  over  there  that 
would  do  as  our  forefathers  did  in  1776  when 
they  met  and  declared  their  independence.  I 
mean  that  the  Vietnamese  people,  somehow 
or  other,  would  rise  up  and  say  to  France, 
“If  you  are  going  to  make  a coalition  with 
Communism,  we  are  not  going  to  participate, 
we  revolt.” 

I would  be  in  favor  of  the  United  States 
going  in  with  all  we’ve  got  in  such  a fight 
for  independence.  America’s  mission,  Emer- 
son said,  is  to  liberate  — not  by  force  but  by 
helping  people,  whether  white,  black,  yellow 
or  brown  who  want  to  be  free.  We  must 
make  clear  to  the  world  that  when  we  help 
the  English  and  French,  it  is  not  because 
they  are  English  or  French,  but  because 
wherever  people  are  fighting  for  their  free- 
doom,  we  stand  with  them.  We  will  do  the 
same  with  others,  because  these  are  our  real 
allies,  not  those  who,  however  close  they  may 
be  to  us  in  our  heritage,  are  wobbly  at  the 
moment. 

Let  me  mention  two  other  countries.  One 
of  them  is  Burma,  because  there  is  a lesson 
to  be  learned  from  Burma.  Next  to  Indo- 
China  is  Thailand ; next  to  Thailand  is  Bur- 
ma. One  has  22  million  people;  one  has  20 
million  people.  All  of  the  people  in  these 
fingers  from  Korea  and  Japan  to  Afghanis- 
tan eat  rice.  They  all  have  rice  deficits  ex- 
cept these  two  down  here,  Thailand  and  Bur- 
ma. These  countries  know  the  Communists 
intend  to  get  them  because  the  Communists 
are  not  fools.  They  know  that  if  the  Com- 
munists get  these  two  countries,  with  their 
rice  surpluses,  they  can  put  a squeeze  on 
the  stomachs  of  every  one  in  these  other 
countries  from  Korea  to  Afghanistan.  Thai- 
land and  Burma  know  that  the  Communists 
have  them  next  on  the  list  as  soon  as  it  can 
be  done  conveniently. 

When  we  were  in  Burma  one  of  the  mem- 
bers of  the  cabinet  said  to  us,  “Your  country 
does  not  like  us  to  be  neutral;  you  want  us 
to  take  a stand  for  the  free  world  against 
Communism.”  He  said,  “We  are  not  neutral 
because  we  want  to  be  neutral:  But  look 
at  it  realistically.  We  have  a border  eight 
hundred  miles  long  with  Communist  China. 
How  can  we  stand  up  and  shake  our  fists  in 
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the  face  of  Communist  China  and  defy  her, 
right  across  that  border,  when  you  have 
allies  in  Europe  who  want  you  to  embrace 
Communism?  If  you  are  going  to  accept 
China  into  the  United  Nations,  how  can  we 
defy  her?”  I could  not  give  a satisfactory 
answer  to  that  question. 

These  people  are  afraid  we  will  make  a 
deal  with  the  Reds  at  their  expense.  They 
are  afraid  we  will  not  be  consistent  in  our 
polices  in  Asia.  They  will  continue  to  be 
afraid  until  the  minute  they  are  sure  we  will 
be  constant  and  consistent;  not  until,  and  I 
can’t  blame  them. 

Contrast  this  with  the  Philippines.  The 
Philippines  had  a terrible  time  at  the  end 
of  the  war.  Their  economy  was  disorgan- 
ized. Their  country  suffered  physical  de- 
struction, largely  at  our  hands,  as  bad  as 
Warsaw  or  Berlin  or  Tokyo.  It  looked  for 
a while  as  if  they  were  going  to  disinte- 
grate. But,  they  are  over  the  hump.  One  of 
them  said  to  me,  “We  are  going  to  make 
it,”  They  conducted  themselves  with  great 
dignity  and  propriety  at  the  last  election. 
They  elected  as  their  leader  the  son  of  a 
blacksmith,  out  of  a village  in  the  typical 
American  tradition.  He  is  young,  full  of 
vigor,  and  determined  to  build  strength  in 
the  Philippines. 

The  Philippines  have  also  one  great  psy- 
chological asset.  I could  not  find  a Filipino 
who  was  in  the  least  alarmed  that  Uncle 
Sam  might  go  to  a conference  and  sell  the 
Philippines  down  the  river.  It  is  the  only 
country  where  you  don’t  find  such  alarm. 
Why?  For  fifty  years,  under  whatever  ad- 
ministration, our  government  was  steadfast 
and  our  people  were  steadfast  in  relation  to 
the  Philippines;  therefore  they  trust  us  be- 
cause we  deserve  to  be  trusted.  You  don’t 
find  it  in  any  other  country  in  Asia. 

A word  about  Communist  China.  There 
is  the  giant  that  hangs  like  a sword  over 
all  the  other  countries.  If  you  find  ways  to 
overcome  that  Communist  giant,  first  weak- 
en, then  loosen,  then  break  Communism’s 
hold  in  China,  you  don’t  need  to  worry  about 
the  fingers,  the  battle  is  won;  but  if  you 
allow  the  Communists  to  consolidate  their 
position  in  China,  and  develop  its  manpower 
and  resources,  then  I predict  there  is  nothing 
you  can  do  about  the  fingers,  stretching 
from  Korea  around  to  Afghanistan,  that  will 
have  lasting  success.  China  is  still  the  key 
to  lasting  peace  there. 


It  is  hard  indeed  to  do  anything  about 
China;  but  any  other  course  is  harder.  You 
are  choosing  the  more  difficult  course  when 
you  refuse  to  take  this  course  of  finding 
ways  to  weaken  and  break  Communist  China. 

Let  me  summarize  the  five  chief  impres- 
sions one  brings  home  from  the  third  of  the 
world  hanging  in  the  balance  that  controls 
your  future  and  mine.  One  is  that  the 
people  of  Asia  now  are  awake  to  the  nature 
and  menace  of  Communism.  Mr.  Nehru 
knows  about  Communism.  He  is  on  the 
fence  but  he  understands  it  better  than  he 
did.  The  one  great  unadulterated  benefit  of 
the  war  in  Korea,  despite  the  fact  that  we 
did  not  win  it,  was  this,  that  it  tied  up  the 
Communists  for  three  years  in  this  little 
thumb,  Korea,  and  during  those  three  years 
the  truth  about  Communism  leaked  out  to 
the  people  of  Asia. 

I sometimes  think  that  Stalin’s  greatest 
victory  was  in  our  minds,  getting  us  to  look 
at  Europe  while  he  was  working  to  get  Asia. 
But  his  greatest  blunder  was  starting  the 
war  in  Korea,  because  if  he  had  not  started 
that,  just  negotiated,  he  would  already  have 
had  all  of  Southeast  Asia.  But  during  these 
three  years  when  the  Reds  were  tied  up  in 
Korea  the  truth  about  Communists  came 
out.  A million  and  a half  refugees  sneaked 
out  of  China  and  reported  about  “Utopia.” 
We  captured  20,000  Chinese  prisoners  of 
war.  What  do  prisoners  of  war  generally 
do?  They  dream  of  getting  home.  Yet  sev- 
enty-four per  cent  of  these  prisoners  of  war 
said  they  would  die  rather  than  go  home, 
even  to  their  own  families.  Never  in  history 
has  there  been  so  drastic  a mass  repudiation 
of  any  governmental  regime  by  its  own  in- 
doctrinated armed  forces.  The  question  you 
hear,  “Don’t  the  people  of  China  support 
the  Communists?”  is  settled;  they  have  re- 
pudiated that  myth,  the  only  ones  who  have 
had  a chance.  The  idea  that  Communism  in 
Asia  is  a people’s  movement  is  off  the  wall 
and  smashed  like  Humpty-Dumpty.  All  the 
propaganda  can  never  put  it  together  again. 

The  Communists  are  in  trouble  in  China. 
They  are  trying  so  desperately  to  get  ac- 
cepted as  respectable,  to  solidify  their  hold, 
and  they  have  to  do  it  quickly.  Our  job  is 
to  see  that  they  don’t  do  it. 

The  people  of  Asia  are  awake  to  Commu- 
nism. Second,  they  are  afraid  of  it  because 
they  know  what  it  will  do  to  their  newlv-won 
independence. 
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Third,  they  want  to  be  on  our  side ; but, 
fourth,  they  are  afraid  to  trust  us  fully. 
They  are  uncertain  as  to  our  strength,  be- 
cause the  war  in  Korea  was  the  only  war 
that  we  have  ever  fought  where  we  did  not 
fight  to  win. 

Then,  too,  they  are  uncertain  as  to  the 
clarity  and  the  constancy  of  American  pur- 
pose and  American  policy.  They  are  afraid 
that  if  Molotov  were  to  come  to  Geneva  or 
Berlin  or  the  United  Nations  with  a nice 
little  “package  settlement”  that  would  give 
us  western  people,  us  white  people  the  assur- 
ance or  appearance  of  security  and  peace,  we 
would  probably  take  it  at  the  expense  of 
the  nonwhite  peoples  of  Asia.  This  is  their 
fear. 

Fifth,  they  have  the  will  to  resist  today; 
they  don’t  have  the  capacity.  They  know  the 
free  world  has  the  capacity:  it  does  not  yet 
have  the  will.  And  if  it  does  not  have  the 
will,  then  it  won’t  retain  its  freedom  and 
independence.  That  is  why  they  are  on  the 
fence.  Why  should  they  go  in  with  us  all 
out,  if  we  are  going  to  lose? 

Now  once  we  make  a diagnosis,  see  where 
we  are  going  wrong,  what  we  have  to  do 
becomes  clear. 

First,  we  have  to  get  a policy  that  makes 
sense,  that  is  honorable  and  consistent  and 
reasonable  and  workable  — and  stick  to  it. 
We  have  to  make  it  plain  to  the  people 
of  the  world  that  those  who  stand  on  our 
side  will  not  be  let  down.  If  we  do  that, 
quickly,  we  will  find  all  of  Asia  jell  around 
the  free  world  with  remarkable  rapidity ; 
just  as  it  may  go  the  other  way  if  they 
lose  their  faith  in  us.  It  means  that  we 
have  to  keep  free  that  part  of  the  world 
that  is  still  free.  But  it  isn’t  enough  to 
keep  the  free  world  free;  we  have  to  find 
means  to  enable  the  enslaved  peoples  to  be- 
come free. 

Ladies  and  gentlemen,  you  and  I are  nev- 
er going  to  be  able  to  relax  again  as  long  as 
we  live  on  this  planet,  and  be  tranquil  and 
look  ahead  with  assurance  as  we  could  when 
we  were  kids  25,  35,  40  years  ago;  never 
again  are  we  going  to  be  able  to  get  our 
taxes  down  to  a reasonable  level  until  the 
Kremlin’s  world  conspiracy  is  overthrown. 

Can  it  be  overthrown  from  the  outside 
alone?  I doubt  it.  I think  the  cost  would 
be  prohibitive. 


Can  it  be  overthrown  from  the  inside 
alone  by  the  people,  barehanded?  I doubt 
that.  I think  it  can  be  done  by  a combina- 
tion of  relentless  pressure  from  the  outside 
so  that  there  will  be  no  more  Communist 
victories,  plus  giving  hope  and  encourage- 
ment and  steadfastness  to  the  people  behind 
the  Iron  Curtain  so  that  they  have  the  will 
to  hold  on  and  resist  from  within  with  a 
thousand  pin  pricks. 

This  is  the  opposite  of  the  policy  advised 
by  some  for  years,  namely,  that  if  we  would 
just  help  the  Communists  win,  somehow  that 
would  make  them  lose.  That  was  how  we 
got  where  we  are. 

Or,  if  we  would  j ust  treat  our  loyal 
friends,  as  if  they  were  our  enemies,  that 
would  make  our  enemies,  the  Communists, 
having  seen  how  we  treated  our  friends,  be- 
come our  friends  so  we  could  do  the  same 
thing  to  them ! We  are  being  counseled  that 
way.  Don’t  fall  for  it,  I beg  of  you ! 

Is  there  any  hope  of  such  a policy  as  I 
have  described  developing?  Yes.  Let  me 
mention  three  or  four  significant  things  you 
may  not  have  fully  appreciated,  to  show 
you  the  trend  and  the  effort  that  is  being 
made. 

First,  it  is  perfectly  clear  that  our  own 
government  at  long  last  is  now  reasonably 
aware,  also,  of  the  nature  of  Communism 
and  its  objectives.  It  is  recognized  now  that 
Communism  in  Asia  is  just  the  same  as 
Communism  everywhere  and  its  objective  is 
to  isolate  and  destroy  the  United  States. 

War  is  not  the  immediate  danger.  Its  first 
technique  is  to  subvert.  Whom  can  it  sub- 
vert? It  can’t  subvert  the  strong  in  the 
West.  That  is  why  it  moved  to  Asia  where 
it  can  subvert  the  weak. 

The  second  technique  is  to  divide  the 
strong.  Subvert  the  weak,  mostly  in  Asia; 
divide  the  strong,  mostly  around  the  North 
Atlantic. 

This  is  the  heart  of  the  President’s  foreign 
policy  problem:  How  to  prevent  the  subver- 
sion of  Asia  and  at  the  same  time  to  hold 
together  the  alliance  in  Western  Europe. 
We  have  to  do  both  or  we  lose  both. 

It  is  also  clear  we  can’t  get  real  peace  by 
working  a deal  with  Communists.  You  can’t 
get  a truce  with  a cancer.  There  is  no  way 
to  have  a compatible,  peaceful  coexistence 
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between  malignant  tissue  side  by  side  with 
normal  tissue;  you  must  shut  off  the  blood 
supply  of  the  malignant  tissue  or  extripate 
it.  You  have  got  to  weaken  and  destroy  it; 
otherwise,  it  will  destroy  you. 

So  as  a result  of  the  recognition  that  we 
can’t  make  deals  with  it,  you  find  that  your 
government  is  not  again  going  to  take  Com- 
munist words  as  a substitute  for  deeds.  We 
will  go  to  conferences,  go  to  Berlin,  go  to 
Geneva.  If  we  did  not  go  they  would  say 
we  are  the  ones  responsible  for  prolonging 
tension.  We  will  be  present  in  the  hope 
that  the  cancer  will  suddenly  become  benign, 
though  not  expecting  that  to  happen ; but 
determined  to  make  clear  to  the  world  who 
it  is  that  is  preventing  the  making  of  peace. 

Some  people  say  that  Dulles  has  lost  the 
conference  at  Geneva.  On  the  contrary,  this 
is  one  of  two  or  three  that  we  have  not  lost. 
Usually  in  the  past  we  went  to  conferences, 
the  Communists  got  somebody’s  territory 
and  our  side  got  a piece  of  paper  with  Com- 
munist promises.  When  they  did  not  keep 
the  promises,  we  said,  “Let’s  have  another 
conference!’’  over  and  over  again.  Every 
time  we  signed  an  agreement  we  lost  our 
shirt  or  somebody  else’s  shirt.  This  is  one 
of  the  conferences  that  we  have  not  lost  yet. 
Just  take  it  easy.  The  fact  that  the  Com- 
munists have  not  been  able  to  trick  us  into 
signing  a “peace  agreement”  so  that  they 
could  go  home  and  say,  “See  we  won  a great 
victory!”  this  is  in  our  favor.  It  does  not 
do  any  good  to  take  words  as  a substitute 
for  deeds.  If  the  Communists  want  peace 
they  can  pull  their  troops  out  of  North 
and  East  Germany  and  peace  will  come  to- 
morrow. Until  they  do  something  like  that, 
any  deal  we  make  is  just  helping  the  cancer 
to  spread. 

Second,  it  is  clear  that  your  present  gov- 
ernment understands  that  this  planet  now 
is  one  strategic  area,  not  four:-The  West- 
ern Hemisphere,  the  North  Atlantic,  the 
Mediterranean  and  the  Middle  East,  and 
Asia.  They  are  all  regarded  now  as  one 
strategic  area. 

Did  you  notice  the  President’s  appoint- 
ments to  the  Joint  Chiefs  of  Staff?  Our 
government  militarily  has  been  run  for 
decades  by  men  who  were  real  experts  in 
land  warfare  in  Europe:  in  the  first  world 
war,  Pershing  and  March ; in  the  last  one, 
George  Marshall,  Omar  Bradley,  Lawton 


Collins — all  experts  on  Germany.  But  we  are 
not  fighting  Germany.  Notice  that  the  Pres- 
ident’s new  Joint  Chiefs  of  Staff  are,  all 
four,  experts  on  Asia.  A corner  has  been 
turned ; the  first  time  that  has  ever  hap- 
pened. 

Again,  it  is  clear  your  government  recog- 
nizes that,  with  this  enemy,  the  major  threat 
in  Asia  is  military,  not  economic.  The  Com- 
munists have  not  yet  been  able  to  gain  con- 
trol over  a single  country  except  by  force  of 
arms,  beginning  with  the  Soviet  Union,  and 
the  last  one,  Indo-China.  Therefore,  you  have 
got  to  meet  it  with  military  strength,  and  so 
the  emphasis  is  more  on  military  aid  to  those 
who  have  the  will  to  use  it,  than  on  general 
economic  aid  to  uplift  the  standards  of 
those  who  don’t  have  the  will  to  resist. 
There  is  not  enough  time  for  economic  up- 
lift. In  an  emergency  you  can’t  start  re- 
building the  patient’s  health,  to  make  up 
for  the  things  that  he  should  have  done  for 
himself  ten  years  ago.  You  get  in  and  get 
out,  and  you  act  fast. 

Then  again,  with  this  kind  of  an  enemy 
the  most  effective  military  weapon  to  pre- 
vent a world  war  from  developing;  or  to 
win  it  if  the  Kremlin  insists  on  having  it, 
is  not  to  bleed  ourselves  in  local  resistance 
around  the  periphery  of  the  satelites  but  to 
be  in  a position,  as  Mr.  Dulles  has  put  it, 
for  massive  retaliation  against  the  princi- 
pals ; that  is,  attack  the  heart  of  the  octopus, 
not  the  tentacles.  That  does  not  mean  we 
ever  intend  to  do  it,  or  want  to  do  it,  but 
to  hav.e  the  capacity  to  do  it  is  the  most 
effective  weapon  if  they  insist  on  having  a 
war.  This  is  the  one  ace  we  still  have  and 
we  must  not  bind  our  own  hands,  and,  in 
the  process,  not  succeed  in  weakening  the 
enemy. 

One  last  one.  It  is  clear  that  although 
there  still  is  division  within  our  government, 
by  and  large  and  especially  at  the  top,  there 
is  recognition  that  the  strongest,  the  most 
important,  the  most  dependable  ally  we  have 
in  this  long  struggle  for  our  own  survival 
are  the  people  behind  the  Iron  Curtain  who 
know  Communism  for  what  it  is.  These  are 
the  people  they  can’t  fool,  these  are  the 
people  who  don’t  think  Com  m unis  m is 
“agrarian  reform,”  and  these  are  the  people 
that,  above  all,  we  must  not  betray.  No 
deal  that  brought  temporary  respite  to  us 
or  to  Britain  or  to  France  or  anybody  else 
would  be  worth  the  paper  it  was  written  on 
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if  it  told  the  people  behind  the  Iron  Curtain 
that  they  had  been  abandoned  to  enslave- 
ment. 

America  is  in  the  process  of  making  a 
moral  decision.  Is  she  going  to  put  her 
faith  in  the  oppressed  peoples,  or  in  cynical 
deals  under  the  table  with  the  oppressors? 
Are  we  going  to  stand  steadfast  with  the 
people  at  the  expense  of  the  tyrants,  or  with 
the  tyrants  at  the  expense  of  the  people? 
This  is  the  tough,  fundamental  decision.  At 
the  top  it  has  been  made  and  will  be  carried 
out — if  our  people  understand  it  and  will 
support  it. 

Sometimes  I wonder,  I tell  you  frankly, 
whether  it  is  too  late,  whether  there  still  is 
time  to  reverse  this  trend  that  we  have  been 
drifting  along  while  the  cancer  spread. 
Sometimes  1 wonder  whether  we  are  intel- 
ligent enough,  discerning  enough,  alert 
enough,  steadfast  enough  to  prove  worthy 
in  the  moment  of  crisis  and  testing  in  which 
we  live.  If  we  do  prove  worthy,  then  we  will 
save  this  situation. 

For  we  are  not  weak.  We  have  plenty  of 
productive  capacity  and  every  other  kind  of 
strength,  once  we  are  clear  in  our  heads 
and  our  hearts.  If  we  will  stand  steadfast, 


then  I am  less  anxious  than  I have  been 
any  time  since  1931,  when  I came  out  from 
living  for  eight  months  under  the  Commu- 
nists. 

There  is  no  new  thing  in  the  picture.  The 
disease  is  no  worse;  it  is  only  more  ad- 
vanced. The  encouraging  thing  is  that  more 
people  are  aware  of  it.  That  is  good,  not 
bad.  Maybe  we  will  get  down  to  brass  tacks. 
If  so,  we  can  save  the  situation.  If,  on  the 
other  hand,  we  are  tempted  to  try  to  get 
peace  once  more  for  ourselves  by  sacrificing 
our  own  principles  and  other  people’s  rights 
and  territory  and  freedom,  then  we  will  walk 
to  our  own  destruction  and  all  history  will 
curse  us. 

Are  we  going  to  be  wise  enough  and  good 
enough  and  strong  enough  and  mature 
enough  to  exercise  wisely  the  power  that  is 
in  our  hands?  We  did  not  seek  it,  we  don’t 
want  it,  we  wish  we  did  not  have  it,  but  it 
is  in  our  hands.  It  will  be  used  either  against 
us  by  our  default;  or  by  our  decision,  in 
behalf  of  our  own  freedom  and  of  a free 
world.  Will  we  do  that?  I don’t  know,  but 
for  the  first  time  in  many  long,  anxious 
years  I think  we  are  going  to  make  good. 

Thank  you. 


Effective  Treatment  for 

Common  Colds 

THE  systemic  administration  of 
antibiotics  to  individuals  with 
“colds”  has  become  a deplorably 
common  practice.  A few  reports(1_3)  have 
indicated  what  appeared  to  be  some  favor- 
able effects  of  these  agents  on  the  disease. 
It  is  equally  apparent,  however,  that  such 
results  have  lacked  confirmation(4_7),  and 
there  is  no  concrete  evidence  that  the  com- 
mon cold  per  se  is  influenced  by  systemic 
antibiotic  therapy.  The  usefulness  of  such 
treatment  lies  only  in  its  effectiveness 
against  secondarily  arising  bacterial  com- 
plication(8'9>. 

The  common  cold  is  universally  recognized 
as  a respiratory  disease  involving  the  mucous 
membranes  of  the  nose,  sinuses  and  proxi- 
mal structures  of  the  upper  respiratory 
tract.  In  its  initial  stage,  the  cold  is  identi- 
fied by  a localized  catarrhal  inflammation, 
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which  in  some  individuals  may  be  mild,  un- 
accompanied by  constitutional  symptoms, 
while  severe  in  others  with  systemic  involve- 
ment manifested  by  chills,  fever,  distress, 
and  other  generalized  symptoms.  The  many 
variables  attending  this  disease  entity  make 
opinion  as  to  efficacy  of  any  form  of  treat- 
ment extremely  difficult.  Occasionally,  sim- 
ilarity of  symptoms  of  the  cold  with  those 
of  other  diseases,  such  as  the  various  forms 
of  traumatic  rhinitis,  make  it  expedient  that 
proper  diagnosis  be  made,  since  the  latter 
may  be  amenable  to  other  antibiotic  or  anti- 
histamine therapy (8). 

Despite  the  known  fact  that  the  common 
cold  is  primarily  a disease  of  local  and  topical 
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involvement,  most  all  attempts  have  been 
made  to  treat  it  systemically,  with  very  dis- 
appointing results.  Of  significance,  there- 
fore, has  been  the  gratifying  response  to 
antibiotic  therapy  applied  by  drops  or 
spray(1*2).  With  the  belief  that  this  repre- 
sented the  only  rational  therapeutic  ap- 
proach, further  evaluation  of  local  treatment 
of  common  colds  was  made  in  the  present 
series,  using  an  antibiotic  combination  con- 
sisting of  polymyxin  B sulfate  and  bacitra- 
cin. All  cases  diagnosed  as  colds,  regardless 
of  duration  or  area  of  involvement,  were 
treated  initially  and  exclusively  with  this 
medication. 

MATERIAL  AND  METHODS 

Treatment  consisted  of  the  local  applica- 
tion of  an  aqueous  solution  containing  poly- 
myxin B sulfate  and  bacitracin.  The  solu- 
tion was  prepared  by  dissolving  one  Polycin 
Soluble  Tablet*  per  5.0  cc.  of  tap  water.  This 
solution  will  retain  its  potency  several  days. 
The  composition  of  the  tablet  is  8000  units 
of  polymyxin  B sulfate  and  400  units  of 
bacitracin.  Patients  were  instructed  to  in- 
still eight  or  ten  drops  into  each  nostril  and 
assume  different  positions  of  the  head  so  as 
to  distribute  the  solution  thoroughly  over 
the  nasal  cavity  and  back  of  the  throat.  In- 
hale vigorously  through  nose  for  several 
minutes,  so  as  to  retain  the  medication  on 
the  affected  area.  Repeat  at  approximately 
hourly  intervals  for  four  or  five  times,  if 
needed,  to  attain  complete  cessation  of  symp- 
toms. If  not  totally  relieved  by  the  above 
procedure,  continue  at  longer  intervals  until 
complete  recovery  ensues.  Infants  and 
young  children  are  treated  as  above,  using 
an  atomizer.  Some  adults  prefer  this  lat- 
ter method,  especially  where  the  vocal  cords 
are  involved.  Excess  medication  in  the 
throat,  can  be  ingested  or  expectorated  as 
preferred,  as  this  solution  has  proven  neither 
toxic  nor  irritating.  During  this  experiment, 
distilled  water,  adrenalin  chloride  sol.  gela- 
tin (for  viscosity)  and  neomycin  were  tried, 
alternately  and  in  combinations,  with  no 
perceptable  improvement  in  effectiveness. 

CASE  REPORTS 

These  few  case  reports  were  chosen  be- 
cause of  their  diversity  and  thus  represent 
the  various  types  of  cases  which  can  be  suc- 
cessfully treated. 

*Trade-name,  Pitman-Moore  Company,  Division  of  Allied  Lab- 
oratories, Inc.,  Indianapolis,  Indiana. 


PATIENTS  VOLUNTEERED  THIS 
INFORMATION 

1.  P.H.  Age  39.  Business  man.  Went  home 
and  to  bed,  5 p.m.  started  treatment,  at  6 p.m.,  got 
up  and  attended  a business  meeting  at  8:30  p.m. 
Was  back  at  his  place  of  business  the  next  morn- 
ing free  of  cold  symptoms. 

2.  L.B.  Age  53.  Filling  Station  Operator. 
Stopped  at  physician’s  office  at  2 p.m.  on  his  way 
home  to  go  to  bed.  Started  treatment  one  hour 
later  and  felt  well  enough  to  return  to  his  work 
at  the  station  at  7 p.m.  Next  morning,  he  reported 
complete  recovery. 

3.  Mrs.  H.G.N.  Age  29.  Housewife.  Was  in 
bed  with  a cold  for  two  days.  Used  three  topical 
applications  of  a solution  made  from  Polycin  Soluble 
Tablets  with  complete  recovery. 

4.  Mrs.  B,.  Housewife.  Had  been  in  bed  the 
most  of  the  time  for  three  days.  Left  a few  tablets 
and  instructions  for  application  at  4 p.m.  The  pa- 
tient got  up  at  7 p.m.  and  resumed  her  usual  house- 
hold work. 

5.  S.E.S.  Age  64.  Retired  business  man.  Re- 
ported he  had  had  a “very  large  raw  spot”  in  the 
back  pai’t  of  his  throat  and  knew  he  was  coming 
down  with  a good  cold.  He  treated  the  area  thor- 
oughly and  never  contracted  a cold.  This  experi- 
ence was  repeated  a month  later. 

6.  B.  R.  Age  75.  Reports  that  he  has  aborted 
three  attacks  in  the  last  three  months,  each  time 
using  topical  applications  of  the  antibiotic  solution 
as  the  only  medication. 

7.  Mr.  and  Mrs.  E.  C.  Age  about  70.  In  office 
on  a Thursday  afternoon.  Both  had  severe  colds 
of  ten  days’  duration.  Reported  on  Saturday  (48 
hours  later),  as  completely  relieved  after  treat- 
ment with  the  polymyxin-bacitracin  solution  as  di- 
rected. 

8.  E.P.  Age  6 mo.  Called  to  farm  home  at 

9 p.m.  Relatives  had  been  holding  infant,  “so  she 
could  breathe”  since  8 a.m.  Would  sleep  only  a 
few  minutes  at  a time.  Taking  only  an  ounce  or 
two  of  nourishment  occasionally.  Would  not  lie 
down.  Obtained  an  atomizer  and  treated  child  at 

10  p.m.  and  11  p.m.  Child  slept  until  4 a.m.,  took 

8 ounces  of  nourishment  and  returned  to  sleep  until 
8 a.m.,  and  another  bottle  of  milk.  Mother  reported 
uneventful  recovery.  Treatments:  10  p.m.  and 

11  p.m.  and  4 a.m.,  8 a.m.  and  11  a.m.  and  3 p.m., 
6 p.m.  and  9 p.m.  No  further  treatment  was  re- 
quired. (Have  treated  four  other  children  under 
one  year  of  age,  with  similar  results). 

9.  R.F.  Age  7.  Very  profuse  mucous  discharge 
from  right  nostril.  Mother  reports  it  was  of  about 
two  years’  duration.  Two  administrations  a day, 
with  an  atomizer,  has  practically  eliminated  the 
discharge.  Am  continuing  treatment. 

10.  C.McG.,  wife,  and  two  daughters  15  and  12 
years.  All  were  treated  for  colds  with  insuffla- 
tions of  solutions  of  Polycin  Soluble  Tablets. 

Very  satisfactory  results  were  obtained  except 
in  the  youngest  daughter,  who  obtained  only  partial 
relief. 

11.  R.Y.  Age  35.  Treated  for  chronic  sinusitis. 
No  noticeable  benefits.  He  has  almost  total  occlu- 
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sion  of  nasal  passages,  due  to  trauma,  sustained 
in  his  youth. 

Topical  antibiotic  use  in  acute  sinusitis 
shows  abortive  tendencies  when  used  with 
other  measures,  but  has  proved  disappoint- 
ing in  the  chronic  forms  of  this  ailment. 

Very  recently,  two  cases  of  intractable 
coughs  were  treated  very  effectively  by  deep 
inhalations  through  the  mouth,  using  an 
atomizer  to  apply  the  medication. 

RESULTS 

This  experiment  was  conceived  in  mid- 
December  53,  and  to  date  approximately 
three  hundred  patients  have  been  treated. 
Reports  were  solicited,  either  favorable  or 
adverse,  with  only  one  negative,  i.  e.,  number 
11,  purposefully  noted.  Very  few  required 
treatment  as  long  as  forty-eight  hours,  with 
the  dominant  number  euphoric  in  one  to  five 
hours.  Only  two  in  this  study  requested 
supportive  therapy.  Unexplainable  is  the  ab- 
sence of  any  convalescing  period  in  the  ma- 
jority of  cases  treated.  When  symptoms  sub- 
side constitutional  distress  ceases. 

DISCUSSION 

It  is  recognized  that  the  very  nature  of 
the  common  cold  makes  diagnosis  in  certain 
cases  rather  difficult.  While  there  appears 
to  be  no  acceptable  evidence  in  the  literature 
that  antibiotics  may  influence  the  course  of 
uncomplicated  common  colds,  the  favorable 
results  obtained  in  the  present  study  with 
such  therapy  indicate  that  failure  hereto- 
fore may  have  been  due  to  the  method  of  ad- 
ministration. The  cold  begins  strictly  as  a 
local  involvement.  It  should  therefore  be 
treated  locally  and  not  systemically. 

Sudden  termination  of  symptoms  was  the 
most  marked  feature  observed  following 
topical  application  of  the  polymyxin-bacitra- 
cin solution.  It  was  not  unusual  for  patients 
to  pass  from  a state  of  acute  distress  to  com- 
plete euphoria  in  a matter  of  hours  during 
treatment. 

In  the  present  series,  time  and  degree  of 
response  to  therapy  varied.  Several  factors 
were  believed  responsible  for  the  variability 
observed,  i.  e.,  stage  of  the  disease,  presence 
of  excessive  mucus,  faulty  technic  of  appli- 
cation and  structural  defects. 

The  use  of  decongestants  in  this  area  is 
debatable.  Does  its  restrictive  action  on  the 


hemic  and  lymphatic  circulation,  handicap 
natures  defences? 

Several  colleagues  in  this  territory  are  us- 
ing this  mode  of  medication  at  the  present 
time,  with  satisfactory  results. 

We  wish  to  predict  that  the  use  of  Poly- 
cin,  or  hindered  combinations  of  antibiotics, 
topically  applied,  will  soon  dominate  the 
treatment  of  the  common  cold.  From  infor- 
mation obtained  in  this  study,  this  report  for 
publication  seems  justified. 

SUMMARY 

1.  The  effectiveness  of  topical  application 
of  an  aqueous  solution  containing  polymyxin 
B sulfate  and  bacitracin  has  been  evaluated 
in  more  than  300  cases  of  the  common  cold. 

2.  Instillation  of  the  solution  into  the 
nostrils  of  patients  with  early  colds  resulted, 
as  a rule,  in  rather  sudden  termination  of 
subjective  symptoms.  Cases  of  several  weeks 
duration  responded  dramatically,  and  were 
usually  symptom-free  after  one  or  two  days. 

3.  It  is  believed  that  previous  failure  of 
antibiotic  therapy  in  the  common  cold  and 
the  favorable  response  observed  in  the  pre- 
sent study  can  be  attributed  to  the  mode  of 
treatment  respectively  employed.  The  com- 
mon cold  is  essentially  a local  condition  and 
MUST  be  treated  as  such,  i.  e.,  by  topical 
medication. 
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PHYSICIANS 

There  are  220,104  physicians  in  the  United  States 
today,  156,433  of  whom  are  in  active  practice.  On 
the  basis  of  an  estimated  population  of  160,000,000 
in  1953,  there  is  one  physician  actually  engaged  in 
the  practice  of  medicine  for  every  1,000  persons. 
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HAZARDS  IN  COMPETITIVE  SPORTS 


Millions  of  Americans  participate  in  competitive 
athletics  either  as  individuals  or  as  members  of 
a team.  Judging  by  available  information  on  the 
number  who  take  part  in  different  sports,  the  most 
popular  are  baseball,  basketball,  golf,  tennis,  foot- 
ball, boxing,  and  track  and  field  events.  Large 
numbers  of  enthusiasts  also  take  part  in  skiing, 
soccer,  wrestling,  hockey,  rowing,  lacrosse,  and 
fencing.  Some  of  the  participants  in  the  various 
sports  are  professionals  — that  is,  they  earn  their 
livelihood  thereby  — but  the  vast  majority  engage 
in  the  games  solely  for  recreational  purposes. 

With  so  large  a participation  in  athletics,  it  is 
not  surprising  that  sizable  numbers  of  people  each 
year  are  more  or  less  seriously  injured  in  such 
activities.  While  no  over-all  estimate  of  the  in- 
jured is  available,  it  is  clear  from  scattered  sourecs 
that  the  national  toll  of  those  who  suffer  fractures, 
sprains,  strains,  cuts  and  concussions  mounts  to 
tens  of  thousands  annually.  Fortunately,  however, 
fatal  injuries  are  relatively  few.  For  example, 
among  the  several  million  males  between  the  ages 
of  10  and  29  insured  under  Industrial  policies  in  the 
Metropolitan  Life  Insurance  Company,  there  were 
only  11  deaths  resulting  from  competitive  athletics 
in  the  two  years  1951-1952,  or  less  than  1 in  every 
300  accidental  fatalities  of  all  types  in  this  insur- 
ance experience.  Baseball  and  softball  accounted 
for  four  of  the  deaths  in  sports;  golf,  three;  bas- 
ketball, two;  and  football  and  track,  one  death  each. 

The  rarity  of  fatal  injuries  in  athletic  games  is 
also  borne  out  by  the  records  of  New  York  City, 
where  in  a period  of  more  than  thre  decades  there 
were  approximately  100  such  deaths,  or  an  aver- 
age of  only  3 a year.  Baseball,  football,  and  box- 
ing, ranked  in  this  order,  were  responsible  for  over 
four  fifths  of  these  accidental  deaths. 

It  is  not  possible  to  compare  the  risk  of  fatal  in- 
jury in  the  various  competitive  sports,  because  data 
as  to  the  numbers  of  persons  participating  are  not 
available  for  each  sport.  It  is  apparent,  however, 
that  football  and  boxing,  because  of  the  impact  of 
bodily  contact  and  the  strenuous  nature  of  the 
competition,  contribute  a large  proportion  of  the 
accidental  deaths  in  athletics. 

Football  accounted  for  94  deaths  in  the  United 
States  during  the  five-year  period  1949-1953,  as 
shown  in  the  table  below.  Injuries  directly  sustained 
during  play  — in  tackling,  blocking,  piling  up  — 
caused  65  of  the  fatalities.  The  remaining  29 
deaths  were  attributed  to  infection,  heart  failure, 
pneumonia,  and  other  conditions  resulting  from  the 
game.  In  ths  five-year  period,  high  school  players 
accounted  for  37  of  the  deaths  attributed  directly 
to  football;  this  was  equivalent  to  an  annual  death 
rate  of  1.2  per  100,000  for  the  600,000  students  a 
year  playing  the  game.  About  the  same  death  rate 
was  experienced  by  college  football  players,  who 
numbered  about  65,000  a year.  Data  in  the  num- 
bers who  play  professional,  semiprofessional,  or 
sandlot  football  are  lacking. 

During  1949-1953,  at  least  29  men  in  our  country 
sustained  fatal  injuries  in  boxing.  Seventeen  of  the 


— From  the  Metropolitan  Life  Insurance  Company’s  Statistical 
Bulletin,  June,  1954. 


victims  were  amateur  fighters  and  twelve  were 
professionals.  The  death  toll  among  professional 
boxers  has  been  decreasing  in  recent  years,  due 
largely  to  the  efforts  by  State  boxing  authorities 
to  make  the  sport  safer.  There  are  about  3,000  li- 
censed professionals  in  the  United  States  and  prob- 
ably an  even  larger  number  of  amateurs. 

National  statistics  on  the  number  of  fatalities 
resulting  from  baseball  are  not  available.  From 
the  facts  already  presented  for  Metropolitan  Indus- 
trial policyholders  and  for  New  York  City,  it  is 
probable  that  baseball  accounts  for  more  fatal  in- 
juries than  any  other  sport,  a reflection  manily  of 
the  wide  popularity  of  the  game  rather  than  the 
hazards  of  playing.  This  is  brought  out  by  the  fact 
that  in  the  professional  major  leagues,  with  their 
more  than  400  players,  there  has  not  been  a fatality 
from  injuries  on  the  field  since  1920. 

Golf,  enjoyed  by  more  than  3 million  persons  in 
our  country,  is  not  without  some  hazards.  The  cir- 
cumstances surrounding  the  three  deaths  which  oc- 
curred among  the  Metropolitan  Industrial  policy- 
holders in  1951-1952  point  up  the  principal  hazards 
of  the  game.  One  of  the  victims  was  fatally  injured 
when  hit  by  a ball  in  flight,  another  was  struck  by 
a club  swung  by  another  player,  and  a third  died 
when  struck  by  lightning  on  the  course. 

Skiing,  although  not  primarily  a competitive 
sport,  is  responsible  for  a fairly  large  number  of 
injuries  each  year  in  our  country,  but  for  only  an 
occasional  death.  The  major  hazai'ds  include  the 
collision  of  skiers,  crashing  into  a tree,  being  buried 
under  a snowslide,  and  falling  into  a crevasse. 

In  most  of  the  other  popular  sports,  deaths  are 
very  infrequent  or  virtually  unknown,  according  to 
information  received  from  the  major  sport  associa- 
tions. In  major  league  professional  hockey,  for 
example,  there  has  not  been  a death  since  1937;  in 
professional  basketball  there  is  no  record  of  a fatal 
injury  in  a game;  in  soccer  only  one  death  on  the 
field — from  a heart  attack — has  occurred  in  four 
decades.  One  of  the  newer  sports,  roller  derby, 
with  about  100  skaters  a year  in  competition,  has 
not  been  responsible  for  a skating  fatality  since  its 
inception  in  1935. 


Women  life  insurance  policyholders  experience 
a mortaltiy  one-third  less  than  that  for  men,  ac- 
cording to  a study  of  88,000  claims  of  the  Prudential 
Insurance  Company,  made  by  E.  A.  Rode,  assistant 
actuarial  director  of  that  company,  and  presented 
this  morning  to  the  Society  of  Actuaries  at  its  East- 
ern Spring  meeting  here. 

Mr.  Rode’s  analysis  covered  all  death  claims  from 
1948  to  1952  under  all  standard  ordinary  insurance 
policies  issued  between  1919  and  1951.  The  aggre- 
gate amount  involved  in  the  claims  studied  was 
$256,309,000. 

The  over-all  experience  showed  female  mortality 
to  be  35  per  cent  less  than  that  for  male.  For 
the  age  group  10  to  25,  the  female  mortality  was 
50  per  cent  less  than  for  men.  The  closest  the  two 
groups  came  was  at  ages  30  to  34,  where  the  fe- 
male mortality  was  17  per  cent  less  than  for  men; 
and  at  the  higher  ages,  the  difference  increased 
again,  with  female  mortality  at  ages  60-64  some 
42  per  cent  less  than  for  men. 
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Coming  Meetings 

CLINICAL  SESSION  OF  THE  AMERICAN  MED- 
ICAL ASSOCIATION,  November  29-December  2, 
1954,  Miami,  Florida. 

CRIPPLED  CHILDREN’S  CLINICS— 

November  6,  Alliance,  St.  Joseh  Hospital 
November  20,  Ogallala,  Elks  Club 
December  4,  McCook,  St.  Catherine  Hospital 
December  11,  Hastings,  Mary  Lanning  Hospital 

THIRD  ANNUAL  WESTERN  CARDIAC  CONFER- 
ENCE, November  8-13,  1954,  Denver,  Colorado. 
Meetings  wil  be  held  at  the  Veterans  Hospital 
Auditorium  and  the  Cosmopolitan  Hotel. 


Organization  Section 

News  and  Views 


HAVE  YOU  CONTRIBUTED 
TO  YOUR  JOURNAL?— 

Scientific  articles  need  not  be  based 
upon  large  series  of  cases,  new  proced- 
ures, or  new  implements  or  drugs.  You 
may  have  a case  that  has  excited  un- 
usual interest  or  curiosity.  A well  re- 
ported case  record  is  often  interesting 
as  well  as  instructive  to  the  reader.  You 
may  have  reviewed  the  literature  on 
some  medical  subject.  A well  composed 
and  unprejudiced  review  of  current  lit- 
erature is  often  acceptable  for  publica- 
tion. You  may  have  some  special  tech- 
nique, medical,  surgical,  or  diagnostic 
that  you  should  share  with  your  col- 
leagues. Writing  is  a fine  disciplinary 
process  for  the  author  that  often  re- 
sults in  a worthwhile  product  for  the 
reader.  We  can  not  guarantee  to  ac- 
cept everthing  that  is  offered  for  pub- 
lication, but  we  will  give  your  contribu- 
tion careful  and  unbiased  consideration. 


FROM  THE  COLUMBUS  TELEGRAM— 

Socialized  medicine  will  come  to  the  United 
States  “only  if  the  physicians  themselves  ask 
for  it  by  their  own  bullheaded  reactions,” 
Louis  B.  Seltzer,  editor  of  the  Cleveland 
Press,  said  recently. 

“The  American  people  are  not  in  the  mood 
to  buy  it  today,  I am  sure,”  Seltzer  said,  “but 
they  do  want  and  expect  to  see  some  of  the 
objectionable  things  going  on  in  medicine 
corrected.”  Hospital  administrators  and  med- 
ical staffs,  he  said,  must  “lay  aside  their  so- 
called  ethics  of  1900  and  let  the  people  know 
what  is  going  on  behind  those  brick  walls 
and  windows.” 

“It  is  the  people  who  in  the  last  analysis, 
pay  the  bill  for  the  entire  cost  of  medicine 
from  medical  school  and  research  to  hospital 
bills  and  buildings  and  the  physician’s  fees, 
and  they  have  the  right  to  know,”  he  said. 

FROM  THE  NEBRASKA  CITY  NEWS-PRESS— 

Eight  or  10  different  ways  to  commit  sui- 
cide or  murder  with  an  automobile  were 
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demonstrated  to  Nebraska  City  Rotarians, 
Optimists  and  Lions  at  a recent  meeting  by 
Dr.  Charles  L.  Marsh  of  Valley. 

Dr  Marsh  used  slides  to  illustrate  his  talk. 

Auto  accidents,  the  doctor  said,  are  the 
greatest  cause  of  death  among  persons  under 
40  years  of  age,  and,  as  his  pictures  re- 
vealed, a high  percentage  of  deaths,  almost 
half,  occur  in  one-car  accidents,  where  the 
driver  merely  turns  off  the  road  and  stops 
suddenly. 

The  real  danger  among  drinking  drivers 
are  the  people  with  two  drinks  inside  them, 
he  said.  Striking  the  steering  column  ac- 
counts for  about  10  per  cent  of  the  fatalities, 
hitting  the  dash  about  40  per  cent. 

Sixty  per  cent  of  those  shown  dead  in  the 
pictures  could  have  lived  if  they  had  worn 
seat  belts,  said  Dr.  Marsh. 

FROM  THE  OMAHA  WORLD-HERALD— 

W.  B.  Millard,  Jr.,  hailed  a recent  law 
signed  by  President  Eisenhower  which 
granted  a Federal  charter  to  the  National 
Fund  for  Medical  Education. 

The  charter  bill  gives  Federal  corporate 
status  to  the  National  Fund  similar  to  that 
enjoyed  by  the  Red  Cross,  Mr.  Millard  said. 

Mr.  Millard  heads  the  Omaha  committee 
of  the  National  Fund,  which  is  seeking  cor- 
porate support  of  the  country’s  80  medical 
schools. 

The  fund  attempts  to  raise  about  10  mil- 
lion dollars  annually  over  the  nation  for  the 
schools. 

FROM  THE  OMAHA  WORLD-HERALD— 

Dr.  George  H.  Scheer,  assistant  profes- 
sor of  microbiology  at  Creighton  University 
School  of  Medicine,  may  be  the  discoverer 
of  a treatment  for  a highly  fatal  disease 
called  moniliasis. 

Dr.  Scheer  announced  the  results  of  four 
years  of  work  on  a cure  for  the  disease  at 
a meeting  of  the  American  Institute  of  Bio- 
logical Specialists  in  Gainesville,  Florida. 
The  preparation  called  Pyromen  has  wiped 
out  all  symptoms  of  moniliasis  in  experimen- 
tal mice.  He  said  a number  of  investigators 
are  planning  to  use  it  in  clinical  trials  on 
human  beings  suffering  from  the  advanced 
stages  of  the  disease. 


Pyromen,  he  said,  is  a drug  developed 
about  two  years  ago  and  still  not  completely 
understood  for  its  actions.  It  stimulates  the 
defense  mechanism  of  the  body  and  has 
been  used  before  to  treat  allergies  and  types 
of  arthritis,  he  said. 

FROM  THE  TIMES-HERALD,  ALLIANCE— 

Critics  of  the  medical  profession  who  have 
been  wildly  claiming  an  alleged  shortage  of 
doctors  and  a scarcity  of  teaching  facilities 
will  find  no  comfort  in  the  latest  annual  re- 
port on  medical  education  in  the  United 
States. 

That  report,  by  the  American  Medical 
Association,  tells  a heartening  story  of  con- 
tinued progress  and  expansion  to  produce 
an  ever-increasing  supply  of  well-trained 
physicians  dedicated  to  the  welfare  of  their 
patients.  Among  the  highlights : 

The  number  of  doctors  is  at  a record  low 
ratio  of  one  for  every  730  persons.  Ten 
new  four-year  medical  schools  are  scheduled 
to  begin  operation  within  the  next  five  to 
six  years,  and  three  more  are  under  consid- 
eration. The  expansion  bears  out  the  opinion 
of  many  medical  education  experts  that  the 
big  problem  in  the  near  future  may  be  a 
shortage  of  well-qualified  applicants  rather 
than  a shortage  of  teaching  facilities.  Young 
people  will  be  interested  that  only  21  per 
cent  of  the  freshmen  entering  medical  school 
last  fall  had  A averages  in  their  pre-med- 
ical studies,  69  per  cent  had  B averages  and 
10  per  cent  had  C averages.  Most  young 
people  who  have  the  character  and  a sincere 
desire  to  serve  their  fellowmen  as  physicians 
have  an  excellent  chance  of  entering  medical 
school. 

FROM  THE  LINCOLN  JOURNAL— 

Dr.  A Ross  McIntyre,  chairman  of  the 
department  of  physiology  and  pharmacology 
at  the  University  of  Nebraska  College  of 
Medicine  has  been  awarded  a prize  by  L’Aca- 
demia  Nazionale  dei  Lincei  in  Rome,  Italy, 
for  introducing  curare  to  anesthesia.  The 
award  of  five  million  lira  (about  $8,000)  is 
to  be  divided  evenly  between  Dr.  McIntyre 
and  Dr.  H.  R.  Griffith  of  Toronto,  Canada, 
for  “decisive  progress  in  the  field  of  surgical 
anesthesia.”  In  its  crude  form,  curare  was 
used  as  an  arrow  poison  by  South  American 
Indians.  The  alkaloid  portion  of  the  sub- 
stance was  found  by  Dr.  McIntyre  and  his 
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colleagues  to  be  very  valuable  as  an  agent 
to  relax  the  muscles  during  surgery.  Not 
an  anesthetic,  curare  is  used  together  with 
an  anesthetic  such  as  ether. 


FROM  THE  OMAHA  WORLD-HERALD— 

Members  of  Governor  Crosby’s  committee 
to  study  Nebraska’s  mental  health  program 
met  recently  with  members  of  the  Board 
of  Control,  which  supervises  Nebraska’s 
mental  hospitals.  A principal  topic  was  the 
lack  of  trained  psychiatrists  to  treat  pa- 
tients. The  result  of  this  shortage  is  that 
most  patients  get  nothing  but  custodial  care, 
and  stay  in  the  institutions  indefinitely. 

Said  William  Diers,  chairman  of  the  Board 
of  Control : 

“We  could  pay  20  to  25  thousand  dollars 
a year  in  salaries.  But  does  Nebraska  want 
this?”  We  think  the  answer  to  that  ques- 
tion is  an  unequivocal  yes,  if  salaries  of  that 
sort  are  needed  to  get  competent  doctors. 

The  rewards  in  private  practice  of  psy- 
chiatry are  generally  high.  If  state  hospitals 
hope  to  compete  for  trained  men,  they  will 
have  to  pay  the  going  rate.  If  less,  they 
will  get  what  they  pay  for. 

Human  values  aside,  the  employment  of 
competent  doctors  to  cure  patients  and  send 
them  home  would  be  economical  in  the  long 
run.  The  cost  of  providing  custodial  care 
for  even  a few  patients  for  one  year  would 
pay  the  salary  of  a first-rate  psychiatrist. 

HAVE  YOU  HEARD  THIS  ONE  BEFORE?— 

From  the  Secretary’s  Letter,  No.  302,  Oct. 
5,  1954,  we  glean  the  following  item  that 
sounds  like  1954.  The  secretary  got  it  from 
the  News  Letter  of  the  Illinois  State  Med- 
ical Society.  It  is  a quotation  from  Doctor 
Robert  Boal  of  Peoria  and  was  published 
in  1882: 

“T  h e amenities  of  professional  inter- 
course, and  the  obligations  of  medical  men 
toward  each  other  and  the  public,  were  per- 
haps better  observed  in  1850  than  now. 
Then  the  doctor,  next  to  the  minister,  was 
the  trusted  friend  and  counselor  of  every 
family  to  whom  he  ministered.  He  shared 
their  joys,  soothed  their  sorrows,  and  every 
passing  year  added  to  and  cemented  the  at- 
tachment and  affection  between  them.  Now 
the  doctor  is  regarded  more  in  the  light  of 


a tradesman  or  mechanic,  and  is  employed 
from  the  same  consideration  that  a grocer, 
tailor  or  shoemaker  is.  The  strong  ties  of 
gratitude  and  affection  have  almost  ceased 
to  exist.  Relationship  is  now  placed  upon  a 
mere  commercial  basis,  and  for  this  the  pro- 
fession is  more  to  blame  than  the  public.” 

OPEN-CHANNEL  TELEVISION  IN 
PG  EDUCATION  TRIED  BY  UTAH— 

The  Division  of  Graduate  and  Postgrad- 
uate Medical  Education  of  the  University  of 
Utah  recently  conducted  a successful  experi- 
ment in  the  use  of  open-channel  television 
for  postgraduate  medical  education,  accord- 
ing to  an  article  by  Dr.  Robert  S.  Warner 
and  Dr.  John  Z.  Bowers  in  the  October  issue 
of  The  Journal  of  Medical  Education. 

With  facilities  and  time  made  available 
by  a local  Salt  Lake  City  station,  the  univer- 
sity telecast  four  “clinics,”  reaching  an  aud- 
ience area  which  includes  75  per  cent  of  the 
practicing  physicians  in  Utah.  The  time 
chosen  was  7 to  8 a.m.,  an  hour  found  to  be 
convenient  for  most  doctors,  and  one  free 
from  commercial  television  interference. 

The  clinics  were  televised  weekly  for  four 
weeks,  and  covered  x-ray  diagnosis  of  cal- 
cifications in  the  abdomen,  gastro-intestinal 
hemorrhage  in  the  elderly  patient,  the  ap- 
proach to  congenital  heart  disease  and  a 
diagnostic  clinic.  An  unlisted  telephone  was 
installed  at  the  site  of  the  telecast,  and  phy- 
sicians in  the  reception  area  were  given  the 
number  and  urged  to  place  questions  by 
collect  calls. 

According  to  the  authors,  a survey  indi- 
cated that  approximately  48.9  per  cent  of 
the  potential  doctor  audience  viewed  the  tele- 
casts. Seventy-four  per  cent  of  the  viewers 
reported  that  they  had  learned  new  facts, 
61  per  cent  felt  that  their  “previous  knowl- 
edge had  been  revitalized,”  and  53  per  cent 
reported  renewed  interest  in  a specific  field. 

The  results  of  the  post-clinic  surveys  indi- 
cate that  open-channel  television  offers  great 
opportunities  in  postgraduate  education,  and 
the  authors  feel  that  more  experimentation 
and  exploration  is  needed  in  this  field. 

CARDIAC  CONFERENCE  IN  COZAD— 

The  latest  of  a series  of  cardiac  confer- 
ences held  during  the  year  took  place  at 
Cozad  on  September  24th.  Previously,  sim- 
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ilar  conferences  were  held  at  Norfolk,  Ains- 
worth, and  Kearney.  These  conferences  were 
sponsored  jointly  by  the  local  county  medical 
society  and  the  Nebraska  Heart  Association. 

At  Cozad,  selected  cardiac  cases  were  ex- 
amined by  the  consultants,  Doctor  Edward 
Langdon  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  and  Doctor  Richard  Egan 
of  Creighton  University  School  of  Medicine. 
Diagnosis  and  therapy  were  discussed.  At 
the  dinner  meeting,  the  consultants  each 
read  a paper.  Finally,  a public  program  was 
held.  Questions  were  answered  by  Doctors 
Langdon  and  Egan,  and  Mr.  Lloyd  Wagnon, 
executive  director  of  the  Heart  Association, 
told  the  audience  about  the  activities  of  the 
Association. 


NEBRASKA  CHAPTER  AMERICAN  COLLEGE 
OF  SURGEONS— 

The  Third  Annual  Session  of  the  Nebras- 
ka Chapter  of  The  American  College  of  Sur- 
geons was  held  at  the  Pawnee  Hotel  in  North 
Platte  on  October  14,  1954.  Doctor  John  P. 
Heinke,  Scottsbluff,  discussed  “Obstructive 
Lesions  of  the  Large  Bowel Doctor  Max 
Raines  of  North  Platte  discussed  “Common 
Fluid  Balance  and  Electrolyte  Problems;” 
Doctor  James  D.  Hayhurst,  Scottsbluff, 
talked  about  the  diagnosis  and  treatment  of 
“Relatively  Silent  Renal  Lesions.”  Doctor 
Stuart  Abel  of  Northwestern  University  Col- 
lege of  Medicine,  Assistant  Professor  of  Ob- 
stetrics and  Gynecology,  talked  on  “Manage- 
ment of  the  Sterility  Problem,”  in  the  after- 
noon ; on  “Changing  Concepts  in  Operations 
on  the  Uterus,”  after  the  banquet  in  the 
evening. 

INSURANCE  PROTECTION 
GREATLY  EXPANDED— 

According  to  the  Research  Council  for 
Economic  Security,  a three-fold  expansion 
of  group  insurance  protection  for  American 
families  has  taken  place  since  the  end  of 
World  War  II.  Almost  34  million  persons 
are  now  covered,  primarily  for  benefits  for 
hospital  and  surgical  care.  On  a nation- 
wide basis,  health  insurance  plans  have  en- 
rolled about  sixty  per  cent  of  the  population, 
providing  some  form  of  protection  against 
future  hospital  expenses  for  some  100  mil- 
lion Americans.  Over  75  million  have  insur- 
ance against  surgical  bills,  and  nearly  40  mil- 
lion have  coverage  for  doctors’  bills. 


NEBRASKANS  ATTEND  AMA 
PUBLIC  RELATIONS  INSTITUTE— 

Doctor  J.  E.  Courtney  and  Mariana  G. 
Matthews,  executive  secretary  of  Omaha- 
Douglas  County  Medical  Society,  and  Mrs. 
Ruth  Murphy,  Kenneth  Neff,  and  M.  C. 
Smith  from  the  office  of  the  Nebraska  State 
Medical  Association  were  among  about  300 
who  attended  the  AMA’s  Public  Relations 
Institute  in  Chicago,  September  1 and  2. 

THE  DRUG  OF  CHOICE  IN  AMEBIASIS— 

(Dwork,  K.  G. : Am.  J.  Gastroenterol.  22:152,  August,  1954) 

From  an  abstract  of  his  article  prepared 
by  Doctor  James  F.  Fleming  of  Chicago,  we 
quote  the  following: 

“The  drugs  that  are  in  widest  use  in  the 
treatment  of  amebiasis  are  the  following: 

1.  Antibiotics:  Aureomycin,  Terramycin 
and  fumagillin. 

2.  Iodohydroxyquinolines : Diodoquin,  Vio- 
form  and  Chiniofon. 

3.  Arsenical : Carbarsone. 

4.  Bismuth-arsenic : Milibis. 

5.  4-aminoquinoline : chloroqin. 

6.  Alkaloid : emetine. 

“In  broad  perspective,  perhaps  most  of  the 
cases  seen  in  this  country  will  best  be  man- 
aged with  a course  of  Diodoquin  or  Carbar- 
sone. A certain  number  will  do  well  on 
fumagillin,  Terramycin  or  Aureomycin;  or 
with  penicillin  or  sulfasuxidine  followed  by 
Diodoquin  in  sicker  patients;  the  seriously 
ill  cases  should  be  given  emetine  either  be- 
fore or  concurrently  with  the  standard 
amebicides.  For  amebic  hepatitis,  chloroquin 
is  employed.  One  of  the  standard  drugs 
efficient  against  intestinal  amebiasis  should 
always  be  given  concurrently  or  after  com- 
pletion of  the  course  of  chloroquin.” 

ONE  HUNDRED  AND  TWO  NEW 
LICENSES  IN  NEBRASKA— 

The  State  Board  of  Medical  Examiners 
in  Medicine  and  Surgery  granted  licenses 
to  the  largest  group  of  doctors  in  recent 
years.  The  102  were  licensed  as  a result 
of  the  examinations  given  last  June. 

“SHORT  SHORT”  OF  PERFECT 
PUBLIC  RELATIONS— 

Doctor  Merrill  D.  Prugh,  president  of  the 
Ohio  State  Medical  Association,  enunciated 
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the  following  pearls  of  “PR” : “To  be  a good 
doctor,  each  one  of  us  must: 

“1.  Give  good  medical  service. 

“2.  Make  our  services  available  at  all 
times  to  all  who  need  them. 

“3.  Make  our  fees  fair  to  both  the  patient 
and  the  doctor. 

“4.  Make  our  personal  interest  in  the  pa- 
tient known  to  the  patient. 

“5.  Treat  both  patients  and  fellow  prac- 
titioners as  we  would  like  to  treated. 

“Old,  you  say,  but  so  is  the  best  rule  of 
human  conduct  ever  given,  and  in  2,000 
years  no  one  has  been  able  to  give  us  a better 
one. 

“If  we  will  do  these  few  simple  things, 
public  relations  will  be  no  unsolved  problem 
and  socialized  medicine  no  threat.  We  will 
have  the  respect  of  the  public  and  best  of  all, 
our  own  self-respect.” 

(From  Secretary’s  Letter  No.  300) 

“HEART  DISEASE  COURSE” 

TO  BE  HELD  IN  DENVER— 

The  Third  Annual  Western  Cardiac  Con- 
ference, sponsored  by  the  Colorado  Heart 
Association,  Colorado  State  Department  of 
Public  Health,  Fitzsimmons  Army  Hospital, 
Denver  Veterans  Administration  Hospital 
and  the  University  of  Colorado  School  of 
Medicine,  will  be  held  in  Denver,  November 
8-13,  1954. 

This  combined  conference  on  “Clinical 
Electrocardiography  and  Recent  Advances 
in  Cardiovascular  Diseases”  will  be  an  out- 
standing medical  event  for  physicians  in 
Western  United  States.  Seven  distinguished 
authorities  in  cardiology  as  well  as  compe- 
tent Colorado  teachers  have  been  selected  to 
make  this  an  unusually  practical  review. 

Information  regarding  the  conference  may 
be  obtained  from  the  Colorado  Heart  Asso- 
ciation, 901  East  17th  Avenue,  Denver,  Colo- 
rado. 

THE  MONTH  IN  WASHINGTON— 

Washington,  D.  C.  — Although  the  elec- 
tions back  home  are  more  stimulating  than 
Washington  doings  these  fall  weeks,  some 
of  the  quiet  planning  going  on  at  the  Penta- 
gon should  be  of  more  than  passing  interest 
to  physicians,  young  and  old.  The  objectives 


are  familiar:  First,  to  insure  a steady  sup- 
ply of  physicians  for  the  services;  second, 
to  improve  the  medical  care  program  for 
military  dependents.  Primarily  responsible 
for  working  things  out  are  Dr.  Frank  Berry, 
Assistant  Secretary  of  Defense  for  medical 
affairs,  and  the  officers  assisting  him. 

To  insure  that  the  services  will  get  the 
physicians  they  need  after  the  scheduled  ex- 
piration of  the  Doctor  Draft  Act  next  July 
1 — without  disrupting  residency  training 
— a plan  bearing  the  formidable  name  of 
the  Armed  Forces  Reserve  Medical  Officer 
Commissioning  and  Residency  Consideration 
Program  has  been  put  into  effect.  It  applies 
only  to  interns  who  have  had  no  prior  mili- 
tary service,  and  who  therefore  have  a two- 
year  obligation  for  service  under  the  regular 
draft. 

The  plan’s  first  deadline  was  October  10. 
By  that  time  these  young  physicians  were  to 
have  sent  in  to  the  Defense  Department  a 
form  with  the  following  information : Their 
first,  second,  and  third  choices  among  the 
services,  whether  they  wanted  additional  de- 
ferment for  residencies  and  if  so  choice  of 
hospitals,  and  the  preferred  specialties.  Any 
in  this  group  who  do  not  apply  for  reserve 
commissions  will  be  subject  to  the  regular 
draft,  will  not  be  considered  for  residency 
deferments,  and  will  not  have  a choice  of 
services. 

There  is  another  problem  involved.  It  is 
estimated  that  about  half  of  the  interns  will 
want  residency  deferments.  However,  not 
more  than  a quarter  can  be  deferred  if  the 
Army,  Navy,  and  Air  Force  are  to  get  their 
quotas  of  physicians.  This  is  being  resolved 
by  a lottery.  Those  winning  deferments 
will  stay  in  the  reserves,  and  be  called  up 
for  duty  as  their  specialties  are  needed  after 
the  completion  of  their  residencies.  Those 
losing  out  will  be  called  as  needed  at  the  end 
of  their  internships.  The  50%  not  asking 
for  deferments  will  be  allowed  a choice  of 
the  month  to  be  called  up,  a privilege  not 
accorded  the  others. 

On  the  dependent  medical  care  program, 
Dr.  Berry’s  annual  report  discloses  that  the 
Department  is  all  set  to  put  the  expanded 
plan  into  operation,  should  Congress  enact 
it.  An  implementing  directive  has  been 
drawn  up,  a tentative  fee  schedule  modeled 
on  the  VA  “Guide  for  Medical  Services” 
has  been  prepared,  and  a uniform  “Military 
Dependent  Identification  Card”  has  been  de- 
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veloped  and  placed  in  limited  use  by  the 
Navy  and  Air  Force. 

A dependent  care  bill  was  introduced  last 
session,  but  not  pressed  by  Defense  De- 
partment. It  provides  a uniform  program 
for  the  three  services,  with  dependents  de- 
fined and  the  extent  of  care  limited.  It  also 
would  have  the  military  medical  departments 
take  care  of  all  the  dependents  they  could 
handle,  with  only  the  remainder  going  to 
private  physicians  and  hospitals.  The  Amer- 
ican Medical  Association  believes  this  should 
be  reversed,  with  emphasis  on  private,  non- 
government care  for  dependents. 

The  Defense  Department  is  interested  in 
other  devices  to  keep  up  the  quality  as  well 
as  the  number  of  its  physicians.  One  of 
these  is  a scholarship  program,  which  would 
require  one  year  of  military  service  for  each 
scholarship  year.  Because  regular  draft  time 
could  be  served  out  this  way,  any  scholarship 
contract  would  call  for  a minimum  of  three 
years’  active  duty.  The  Department  has 
high  hopes  that  this  program  will  be  author- 
ized by  the  next  Congress.  It  also  is  hopeful 
that,  once  in  operation,  the  scholarship  con- 
tracts would  result  in  more  young  physicians 
joining  the  regular  Army. 

Meanwhile  the  Hoover  Commission  on  Or- 
ganziation  of  the  Executive  Branch  and  the 
Kestnbaum  Commission  on  Intergovernmen- 
tal Relations  continue  with  their  studies  and 
report-writing,  efforts  that  now  are  defi- 
nitely unspectacular  but  that  ultimately  could 
mean  important  changes  in  the  government’s 
medical  programs. 

The  Hoover  Medical  Task  Force  is  near- 
ing the  end  of  its  long  review  of  all  federal 
medical  operations.  Its  recommendations 
will  be  submitted  to  the  full  commission  for 
consideration  in  the  commission’s  report  to 
the  President,  due  at  the  White  House  next 
May. 

The  Kestnbaum  commission’s  work  of 
greatest  medical  interest  is  the  study  of 
health  grants-in-aid,  on  which  a special  com- 
mittee has  just  completed  its  report.  The 
full  commission  is  scheduled  to  report  back 
to  Congress  by  next  March. 

DEAN  GILLICK  NEW  PRESIDENT 
NEBRASKA  HEART  ASSOCIATION— 

Doctor  F.  G.  Gillick,  Dean  of  the  Creigh- 
ton University  School  of  Medicine,  is  the 
newly  elected  president  of  the  Nebraska 
Heart  Association.  He  succeeds  Doctor  F. 


L.  Dunn,  director  of  the  cardiovascular  lab- 
oratory at  the  University  of  Nebraska  Col- 
lege of  Medicine. 


DOCTOR  F.  G.  GILLICK 


The  election  of  Dean  Gillick,  as  well  as 
that  of  Doctor  O.  A.  Kostal  of  Hastings  as 
president-elect,  was  announced  by  the  exec- 
utive committee  after  a quarterly  meeting 
September  23,  in  Omaha.  The  other  officers 
chosen  were : Doctor  S.  L.  Magiera  of  Oma- 
ha, secretary;  Mr.  D.  F.  Davis  of  Omaha, 
treasurer;  Doctor  D.  F.  Purvis,  Lincoln, 
first  vice  president;  and  Doctor  A.  J.  Mer- 
rick, Fremont,  second  vice-president. 

Dean  Gillick  has  been  active  in  the  Ne- 
braska Heart  Association  since  moving  to 
Omaha,  three  years  ago.  He  served  as  a 
member  of  the  executive  committee  during 
1951  and  1952,  before  being  chosen  presi- 
dent-elect last  year.  Prior  to  coming  to 
Omaha,  Doctor  Gillick  carried  on  research  in 
cardiology  at  Temple  University  and  at  the 
University  of  California.  He  later  served 
as  heart-branch  chief  of  the  U.  S.  Public 
Health  service  and  as  research  staff  member 
of  the  National  Heart  Association. 

Announcements 

PLEASE  NOTE  DEADLINE  DATES— 

For  the  benefit  of  those  who  missed 
the  announcement  of  change  of  deadline 
for  your  Journal  that  was  published  in 
the  June  issue,  we  will  repeat  it.  All 
material  such  as  News,  Announcements, 
Blue  Shield,  Human  Interest  Tales, 
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must  be  in  the  hands  of  the  editor  by 
the  10th  of  the  month  preceding  publi- 
cation. Scientific  articles  must  reach 
the  editor  six  weeks  before  the  date  of 
publication. 

AMERICAN  BOARD  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION  EXAMINATIONS— 

The  next  examinations  for  the  American 
Board  of  Physical  Medicine  and  Rehabilita- 
tion will  be  held  in  Philadelphia,  June  5 and 
6,  1955.  The  final  date  for  filing  appli- 
cations is  March  1,  1955.  Applications  for 
eligibility  to  the  examinations  should  be 
mailed  to  the  Secretary,  Dr.  Earl  C.  Elkins, 
30  N.  Michigan  Ave.,  Chicago  2,  Illinois. 

POSTGRADUATE  COURSE  IN 
MEDICAL  TECHNOLOGY— 

The  University  of  Kansas  School  of  Medi- 
cine announces  its  Sixth  Annual  Postgrad- 
uate Course  in  Medical  Technology,  Jan- 
uary 10,  11  and  12,  1955,  to  be  presented  at 
K.  U.  Medical  Center,  Kansas  City,  Kansas. 

The  course  will  deal  with  subjects  in  Hem- 
atology, Bacteriology,  Mycology,  Serology, 
Chemistry  and  miscellaneous  laboratory  pro- 
cedures. In  addition  to  didactic  lectures,  the 
program  will  be  highlighted  by  demonstra- 
tions, a discussion  of  the  selection  and  care 
of  laboratory  glassware,  films  on  “Phase 
Microscopy’’  and  “The  Normal  Kidney,”  and 
a symposium  as  the  closing  feature  of  each 
day’s  program.  A distinguished  guest-fac- 
ulty will  conduct  the  program. 

The  course  is  open  to  all  serving  in  med- 
ical laboratories  upon  payment  of  $12.00  en- 
rollment fee.  For  program  announcement, 
write:  Extension  Program  in  Medicine,  Uni- 
versity of  Kansas  Medical  Center,  Kansas 
City  12,  Kansas. 

ANNUAL  FALL  CONFERENCE  NEBRASKA 
HEART  ASSOCIATION  SCHEDULED— 

The  annual  fall  scientific  conference  of 
the  Nebraska  Heart  Association  will  be  held 
jointly  with  the  Iowa  Heart  Association,  in 
Iowa  City,  December  4th. 

FELLOWSHIPS  IN  REHABILITATION 
AVAILABLE— 

The  National  Foundation  for  Infantile 
Paralysis  offers  three  types  of  fellowships 
in  rehabilitation,  as  follows : 1.  Clinical  fel- 


lowships in  the  fields  of  physical  medicine 
and  rehabilitation,  for  physicians  who  wish 
to  become  eligible  for  certification  by  the 
American  Board  of  Physical  Medicine  and 
Rehabilitation ; 2.  Clinical  fellowships  for 

physicians  interested  in  rehabilitation  as  it 
relates  to  their  particular  specialties ; 3.  For 
psychiatrists  who  are  interested  in  the  emo- 
tional problems  of  the  physically  handi- 
capped, particularly  of  the  poliomyelitis  pa- 
tient with  respiratory  difficulties. 

The  requirements  and  the  stipends  differ 
somewhat  in  the  three  types.  If  interested, 
write  The  National  Foundation  for  Infantile 
Paralysis,  Division  of  Professional  Educa- 
tion, 120  Broadway,  New  York  5,  N.  Y.  for 
details  and  for  application  blanks. 

BULLETINS  OF  ARTHRITIS  AND 
RHEUMATISM  FOUNDATION  AVAILABLE— 

The  Bulletin  of  the  Arthritis  and  Rheuma- 
tism Foundation,  published  nine  times  each 
year,  is  available  to  doctors  and  medical  stu- 
dents who  request  it,  without  charge.  The 
Bulletins  for  the  full  four  years  have  been 
bound  in  soft  covers  and  the  bound  volume  is 
available  to  anyone  who  wishes  it  at  the  cost 
of  $1.  If  interested,  write  Doctor  Russell 
L.  Cecil,  Medical  Director,  Arthritis  and 
Rheumatism  Foundation,  23  West  45th  St., 
New  York  36,  N.  Y. 

Human  Interest  Tales 

Dr.  James  E.  Henney,  a former  resident  of  Elgin, 
has  opened  his  medical  office  in  Woodside,  Calif. 

Dr.  F.  C.  McClanahan,  Madison,  has  announced 
that  he  plans  to  leave  his  practice  in  that  city. 

Dr.  L.  J.  Chadek,  Tecumseh,  has  reported  for 
active  duty  at  the  Great  Lakes  Naval  Training 
Station. 

Dr.  Fritz  Teal,  Lincoln,  has  been  appointed  vice 
chief  of  staff  at  Lincoln  General  Hospital. 

Dr.  Carl  R.  Green,  Creighton,  recently  won  the 
Class  B championship  at  the  55th  Grand  American 
trapshoot  held  in  Vandalia,  Ohio. 

Dr.  Daniel  P.  McCleery,  Beatrice,  has  r-esumed 
his  practice  of  medicine  in  that  city  after  an  absence 
of  more  than  a year. 

An  unknown  person  or  persons  entered  and  robbed 
the  office  of  Drs.  R.  E.  Kirz  and  J.  J.  David  of 
Lynch  recently  during  the  noon  hour.  A small 
amount  of  cash  was  missing. 

Dr.  Alfred  W.  Brody,  New  York  City,  has  been 
named  assistant  professor  of  physiology  and  pharm- 
acology at  the  Creighton  University  School  of 
Medicine. 
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Dr.  V.  W.  Steinkruger,  Franklin,  is  now  asso- 
ciated with  Dr.  R.  J.  Koza  of  Phillipsburg,  Kansas. 

The  Milligan  Public  Library  received  a six-volume 
set  of  Winston  Churchill’s  history  of  World  War  II 
from  Mr.  and  Mrs.  J.  J.  Klima  and  family,  in 
memory  of  Dr.  V.  V.  Smrha. 

Dr.  Frank  R.  Barta,  Omaha,  recently  addressed 
the  Catholic  Physicians  Guild  at  Sioux  City,  Iowa. 

Dr.  and  Mrs.  Adolph  Sachs  and  family,  Omaha, 
spent  their  summer  vacation  at  Sun  Valley,  Idaho. 

Dr.  and  Mrs.  J.  R.  Schenken,  Omaha,  attended 
the  annual  meeting  of  the  International  Congress 
of  Clinical  Pathology  in  Washington,  D.C.  recently. 
Dr.  Schenken  is  president  of  the  international  or- 
ganization. 

Dr.  Robei't  Lynn,  Ord,  is  now  on  active  duty  with 
the  navy  aboard  the  USS  Bryce  Canyon,  AD  36, 
FPO  San  Francisco,  California. 

Dr.  and  Mrs.  Robert  D.  Schrock  and  family, 
Omaha,  spent  their  vacation  in  Charlevoix,  Michi- 
gan. 

The  Stewart-Brown  Memorial  Community  Hos- 
pital at  Stratton  was  opened  on  September  1 after 
being  closed  for  two  years.  Dr.  D.  D.  Hasse  has 
returned  from  active  duty  with  the  armed  forces 
and  has  resumed  his  practice  in  that  city. 

Dr.  and  Mrs.  Herbert  Davis,  Omaha,  traveled  to 
California  for  their  vacation  trip. 

An  international  surgeons’  Hall  of  Fame  was  ded- 
icated in  September  at  the  annual  congress  of  the 
United  States  and  Canadian  chapters  of  the  In- 
ternational College  of  Surgeons. 

Dr.  J.  R.  Wells,  manager  of  the  Grand  Island 
Veterans  Hospital  was  honored  recently  by  receiv- 
ing a fellowship  in  the  American  College  of  Hos- 
pital Administrators  at  their  20th  annual  Convoca- 
tion held  in  Chicago. 

Dr.  Keith  Sehnert,  Vermillion,  South  Dakota, 
is  now  associated  with  the  Bell  Clinic  in  York. 

Dr.  G.  N.  Johnson,  Omaha,  has  moved  into  his 
new  office  building  at  3569  Leavenworth. 

Dr.  and  Mrs.  C.  L.  Anderson  and  family,  Stroms- 
burg,  spent  their  August  vacation  in  Minnesota. 

Dr.  Roy  Matson,  Wayne,  is  making  plans  to  build 
a new  office  building. 

Dr.  D.  H.  Morgan,  McCook,  gave  a talk  on  so- 
cialized medicine  at  a recent  meeting  of  the  Kiwanis 
club  in  that  city. 

Dr.  D.  E.  Baca,  Papillion,  received  his  certification 
as  a surgeon  and  has  become  a certified  fellow  of 
the  International  College  of  Surgeons. 

Dr.  Kenneth  C.  Stout,  Oxford,  is  now  associated 
with  Dr.  C.  J.  Formaneck,  Syracuse. 

Dr.  John  C.  Schutz,  Eden  Valley,  Minnesota, 
has  joined  Dr.  J.  A.  Lanspa  in  the  practice  of  medi- 
cine in  Tecumseh. 

Dr.  and  Mrs.  Robert  Murphy  and  family,  Omaha, 
are  now  living  in  their  new  home  at  8655  Broad- 


moor Drive.  The  family  recently  returned  to  Oma- 
ha from  Alaska,  where  Dr.  Murphy  was  stationed 
for  two  years  at  Fort  Richardson. 

Dr.  and  Mrs.  J.  A.  Henske,  Omaha,  spent  several 
weeks  in  September  visiting  their  son  and  his  fam- 
ily at  Midland,  Michigan. 

Dr.  and  Mrs.  Ross  McIntyre,  Omaha,  have  re- 
turned home  after  a trip  to  New  York  City.  While 
there  they  met  their  son  who  had  recently  returned 
from  a summer  in  Europe. 

Lloyd  Drain,  Butte,  Montana,  has  taken  over  his 
duties  as  administrator  and  anesthetist  at  the  Crete 
Municipal  Hospital. 

Dr.  and  Mrs.  Harold  F.  Bruskewitz  and  family, 
Lincoln,  will  be  leaving  Lincoln  soon.  Dr.  Bruske- 
witz plans  to  take  up  his  new  practice  in  Elgin, 
Illinois,  early  in  November. 

Dr.  and  Mrs.  C.  E.  Rodgers,  Osmond,  celebrated 
their  35th  wedding  anniversary  on  September  24. 
The  occasion  was  celebrated  at  the  home  of  their 
daughter  in  Pierce.  Dr.  Rodgers  has  practiced  in 
Osmond  since  1919. 

Dr.  John  H.  Brush,  Omaha,  presented  a paper 
at  the  annual  meeting  of  the  Western  Railroad 
Surgeon’s  Association  held  in  Sun  Valley,  Idaho,  in 
September. 

Dr.  Rex  Boyd,  Albion,  received  his  orders  to  re- 
port for  active  duty  on  Ooctober  7.  He  reported 
to  Randolph  Field  Air  Force  Base,  San  Antonio, 
Texas. 

Twenty-four  doctors  from  towns  surrounding 
Omaha  learned  recently  about  civil  defense  emer- 
gency measures  needed  in  case  of  attack  or  disaster. 
Dr.  George  N.  Johnson,  Omaha,  called  the  session. 

Dr.  J.  P.  Tollman,  Dean  of  the  University  of 
Nebraska  College  of  Medicine,  is  the  new  presi- 
dent of  the  Nebraska  Public  Health  Association. 

Dr.  F.  G.  Gillick,  Dean  of  the  Creighton  Univer- 
sity Sch’ool  of  Medicine,  attended  the  meeting  of 
the  medical  advisory  committee  to  the  Catholic  Hos- 
pital Association  in  St.  Louis  recently. 

Dr.  Henry  J.  Biller'oeck,  Randolph,  has  been 
elected  president  of  St.  Joseph  Hospital  staff  for 
the  coming  year.  Dr.  A.  E.  Mailliard,  Osmond,  was 
reelected  secretary  and  treasurer  and  Dr.  R.  L.  Toll- 
efson,  Wausa,  vice-president. 

Dr.  and  Mrs.  F.  W.  Niehaus,  Omaha,  attended 
the  Second  World  Congress  of  Cardiology  and  the 
twenty-seventh  session  of  the  American  Heart  As- 
sociation held  in  Washington,  D.C.,  in  September. 

Dr.  C.  M.  Foote,  Hastings,  was  reelected  presi- 
dent of  the  medical  staff  of  the  Mary  Lanning 
Memorial  Hospital  at  the  annual  meeting  of  the 
staff. 

Mrs.  Alice  D.  Dunn,  a former  resident  of  Omaha 
for  many  years,  passed  away  in  September  in  Erie, 
Pennsylvania.  She  was  the  widow  of  Dr.  A.  D. 
Dunn,  an  Omaha  internist. 

The  State  Board  of  Health  has  been  informed 
that  the  Health  Departments’  laboratory  will  with- 
draw gradually  from  making  tests  for  the  Rh  fac- 
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tor.  Dr.  Earl  A.  Rogers,  state  health  driector,  said 
the  move  was  made  necessary  by  a cut  in  federal 
aid. 

Dr.  John  Latta,  Omaha,  has  been  reappointed 
by  Gov.  Crosby  to  the  Board  of  Examiners  in 
Basic  Sciences. 

Drs.  Dean  A.  McGee  and  Wm.  B.  Long,  Lexing- 
ton, have  completed  plans  to  build  a new  76x43 
foot  medical  clinic  building  in  Lexington. 

The  executive  board  of  the  Nebraska  State  Med- 
ical Association  Auxiliary  has  approved  a program 
of  traffic  safety  promotion.  Mrs.  R.  H.  Kohtz,  of 
Bloomfield,  program  chairman,  said  the  county  aux- 
iliary groups  will  be  urged  to  determine  whether 
schools  in  their  towns  have  driver  training  and 
other  safety  education. 

Scottsbluff’s  oldest  practicing  physician  has  re 
tired.  Dr.  N.  H.  Rasmussen,  at  75,  set  aside  his 
black  bag  after  40  years  of  medical  practice.  He 
spent  39  of  these  years  at  Scottsbluff. 

Dr.  Harold  N.  Neu,  Omaha,  spent  several  weeks 
in  Washington,  D.C.  in  September  where  he  attend- 
ed the  American  Congress  of  Physical  Medicine  and 
Rehabilitation  and  the  World  Congress  of  Cardi- 
ology. 

Dr.  Paul  Bancroft  of  Lincoln,  was  recently  elected 
president  of  the  Nebraska  Pediatrics  Society  at  the 
group’s  annual  election  held  in  Omaha.  Other 
officers  include  Dr.  Charles  Tompkins,  Omaha,  vice- 
president,  and  Dr.  A.  J.  Lombardo,  Omaha,  secre- 
tary-treasurer. 

Dr.  Richard  G.  Gelwick,  Falls  City,  has  estab- 
lished his  practice  of  medicine  in  Sutton.  He  will 
practice  in  the  office  formerly  occupied  by  the 
late  Dr.  L.  D.  Meese. 

Newcomers  to  North  Platte  are  Dr.  and  Mrs.  E. 
G.  Shaumberg,  Jr.,  and  family.  Dr.  Shaumberg  is 
associated  with  Drs.  H.  L.  Clarke  and  E.  T.  Shaugh- 
nessy. 

Dr.  E.  A.  Watson,  Lexington,  has  returned  to 
that  city  and  has  re-opened  his  medical  office.  He 
was  recently  released  from  the  Navy  after  two  years 
of  active  duty. 

Dr.  Riley  E.  Roche,  a fonner  Sidney  physician, 
entered  a Cheyenne,  Wyoming  hospital  for  treat- 
ment of  a heart  ailment  in  September.  Dr.  Roche 
is  now  connected  with  the  medical  section  of  the 
Veterans  Administration  in  Detroit,  Michigan. 

Dr.  F.  G.  Gillick,  Omaha,  Dean  of  the  Creighton 
University  School  of  Medicine  has  become  the  pres- 
ident of  the  Nebraska  Heart  Association,  succeed- 
ing Dr.  F.  Lowell  Dunn  of  Omaha. 

Ye  Olde  Editor  recently  attended  a one-day  meet- 
ing of  the  American  Medical  Writers’  Association, 
in  Chicago. 

Doctor  Louis  E.  Moon,  Omaha,  recently  attended 
a meeting  of  the  American  Board  of  Proctology  for 
conduct  of  examinations  for  certification.  Dr.  Moon 
was  elected  President  of  the  Board. 

Doctor  A.  L.  Smith,  Sr.,  Lincoln,  was  awarded 
a fellowship  by  the  Mississippi  Valley  Medical  So- 
ciety on  Sept.  23,  at  Chicago.  Fellowships  are 


awarded  “in  recognition  of  high  qualifications,  per- 
sonal and  professional,  and  of  established  profession- 
al standing.” 

Doctor  Harold  Miller  of  Lincoln  attended  the 
International  Congress  of  Clinical  Pathology  at 
Washington,  D.C.,  in  September. 


News  from  Our  Medical  Schools 


The  University  of  Nebraska  furnishes  the 
following  list  of  recently  acquired  books  for 
the  Medical  Library  of  the  College  of  Medi- 
cine. We  call  your  attention  again  the  fact 
that  these  and  other  books  and  journals  in 
the  library  at  the  College  of  Medicine  are 
available  to  you. 

Recent  Book  Acquisitions 
June,  1954 

Ackerman.  L.  Y.  : Surgical  Pathology.  St.  Louis,  Mosby, 

1953.  (617  Ac5s) 

Albert,  Adrien:  Selective  Toxicity.  N.  Y.,  Wiley,  1951. 

(615.37  ALls) 

Allen,  R.  M. : Introduction  to  the  Rorschach  Technique. 

N.  Y.,  Internant.  Univ.  Press,  1953.  (137.8  AL5i) 

Bonaparte,  Marie:  Female  Sexuality.  N.  Y.,  Internant. 

Univ.  Pre-s,  1953.  (612.62  B64f) 

Downing,  J.  G.  : Cutaneous  Manifestations  of  Systemic  Dis- 
eases. Springfield,  Thomas,  1953.  (616.5  D76c) 

Dunphy,  J.  E.  and  Others : Physical  Examination  of  the 

Surgical  Patient.  Phila.,  Saunders,  1953.  (61707  D29p) 

Finnev,  D.  J.  : Statistical  Method  in  Biological  Assay.  N.  Y.. 

Hafner,  1952  (311  F49s) 

Forest,  Use:  Child  Development.  N.  Y.,  McGraw-HjIl, 

1954.  (136.7  F76c) 

Gray,  C.  H.  : The  Bile  Pigments.  N.  Y.,  Wiley,  1953. 

(612.357  G79b) 

Greenblatt,  M.  S.  and  Others : Friontal  Lobes  and  Schizo- 
phrenia. N.  Y.,  Springer,  1953.  (616.  8982  G82f) 

Ingham,  H.  V.,  and  Others:  The  Process  of  Psychotherapy. 

N.  Y..  McGraw-Hill.  1954.  (616.8  In4p) 

Johns  Hopkins  University.  School  of  Hygiene  and  Public 
Health  : Symposium  on  Nutrition,  Baltimore,  John  Hopkins 

Press.  1953.  (612.39  J62s) 

Needham,  A.  E. : Regeneration  and  Wound  Healing.  N.  Y., 

Wiley.  1952.  (617.14  N29r) 

Penfield,  Wilder:  Epilepsy  and  the  Functional  Anatomy 

of  the  Human  Brain.  Boston,  Little,  Brown,  1954.  (616.853 

P37ef ) 

Requarth,  William : Diagnosis  of  Acute  Abdominal  Pain. 

Chicago,  Year  Book,  1953.  (617.55  R31d) 

Samuelson,  Olof : Ion  Exchangers  in  Analytical  Chemistry. 

N.  Y..  John  Wiley.  1953.  (541.3  Sa4i) 

Schilder,  Paul  : Medical  Psychology.  N.  Y.,  Internat.  Univ. 

Press.  1953.  (150  Sch3m) 

Selye,  Hans  : The  Story  of  the  Adaptation  Syndrone.  Montreal, 
Acta  Inc..  1952.  (612.4  Se4s) 

Sheldon.  John  M.  : A Manual  of  Clinical  Allergy.  Phila., 

Saunders,  1953.  (616.202  Sh4m) 

Shelley,  W.  B.,  and  Others:  Classics  in  Clinical  Dermatolgoy. 

Springfield,  Thomas.  1953.  (616.5  Sh4c) 

Silverberg,  W.  V. : Childhood  Experience  and  Personal 

Destiny.  N.  Y..  Springer,  1952.  (616.8  Si3c) 

Slobody,  I.  B.  : Survey  of  Clinical  Pediatrics.  N.  Y.,  Mc- 
Graw-Hill, 1952.  (618.92  SLols) 

Smith,  H.  W.  : From  Fish  to  Philosopher.  Boston,  Little, 

Brown,  1953.  (575  Sm5f) 

Snell,  F.  D.  : Colormietrtc  Methods  of  Analysis.  N.  Y.,  Van 

Nostrand,  3rd  ed..  1953.  (541.35  Sn2c3) 

Stiles,  W.  W.  : Individual  and  Community  Health.  N.  Y., 

Blakistcn,  1953.  (614  St4i) 

Stratton,  E.  K. : Atlas  of  Regional  Dermatology.  Spring- 
field,  Thomas  1953.  (616.5  qSt8a) 

Sturkie,  P.  D. : Avian  Physiology.  Ithaca,  N.  Y.,  Comstock, 

1954.  (598.2  St9a) 

Sullivan,  H.  S.  : The  Interpersonal  Theory  of  Psychiatry. 

N.  Y.,  Norton.  1953.  (616.8  Su6i) 

Survey  of  Medical  Education : Medical  Schools  in  the  U.  S. 

at  Mid-Century.  N.  Y.,  McGraw-Hill,  1953.  (610.71  Su7m) 

Swanson,  Marie:  School  Nursing  in  the  Community  Pro- 
gram. N.  Y..  Macmillan,  1953.  (610.7542  Sw2S) 

Thorek,  Philip : Diseases  of  the  Esophagus.  Phil.,  Lippin- 

cott.  1952.  (616.32  T39d) 

W'aksman,  S.  A.,  and  Others:  Guide  to  the  Classification 

and  Identification  of  the  Actinomycetes  and  their  Antibiotics. 
Batlimore,  Williams  and  Wilkins,  1953  (615.329  W13g) 

Wartenberg,  Robert:  Diagno  tic  Tests  in  Neurology.  Chi- 
cago, Year  Book,  1953.  (616.8  W26d) 

Weinstein,  Paul  : Glaucoma-pathology  and  Therapy.  St.  Louis, 

Mosby,  1953.  (617.74  W43g) 

Weisberg,  H.  F.  Walter:  Electrolyte  and  Acid-base  Balance. 

Baltimore,  Williams  & Wilkins,  1953.  (612.014  W43w) 
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Wensley,  Edith.  : The  Community  and  Public  Health  Nursing. 

Chicago,  Macmillan,  1952.  (610.754  W48c) 

Wiener,  A.  S. : Rh-Hr  Blood  Types.  N.  Y.,  Grune  & Strat- 
ton, 1954.  (616.15  W63r) 

Williams,  H.  L.  : Meniere’s  Disease.  Springfield,  Thomas, 

1952.  (617.84  W67m) 

Willmer,  E.  N.  : Tissue  Culture.  N.  Y.,  Wiley,  2nd  ed.,  1954. 

(611.014  w68t2) 

Wittkower,  Erich,  and  Others:  Emotional  Factors  in  Skin 

Disease.  N.  Y.,  Hoeber,  1953.  (616.5  W78e) 

Greetings  from  Past  Presidents 

This  is  a continuation  of  Doctor  Palmer 
Findley’s  narrative  setting  forth  his  own 
knowledge  of  medical  practice  in  Nebraska 
from  pioneer  days  to  the  present.  This  is 
the  sixth  installment. 

THE  NEBRASKA  DOCTOR 
by 

Palmer  Findley,  M.D. 

Omaha,  Nebraska 

SURGERY 

Within  half  the  average  span  of  life,  sur- 
gery has  made  advances  that  challenge  the 
imagination.  Many  of  these  advances  have 
been  brought  about  by  establishing  the  re- 
lationship of  physiological  and  biochemical 
processes  to  surgical  procedures  and  to  the 
application  of  water  and  electrolite  balance 
in  the  prevention  and  correction  of  acidosis 
and  alkalosis.  The  administration  of  iodine 
has  reduced  the  mortality  of  thyroidectomy, 
and  positive  pressure  anesthesia  combined 
with  controlled  and  assisted  anesthesia  has 
paved  the  way  for  surgery  on  heart  and 
lung. 

Above  all,  the  antibiotics  have  contributed 
to  safety  in  countless  surgical  procedures 
that  were  formerly  regarded  as  extremely 
hazardous.  Furthermore,  antibiotics  have 
greatly  reduced  the  incidence  of  postopera- 
tive infection  such  as  wound  infections, 
peritonitis,  and  pneumonia,  when  adminis- 
tered internally  prior  to  the  operation. 

These  accomplishments  in  everday  practice 
in  surgery  are  all  the  more  astounding  when 
we  recall  the  limitations  of  surgical  practice 
no  more  than  three  decades  ago.  Then  brain 
surgery  was  limited  to  the  depression  of  the 
skull ; abdominal  surgery  was  limited  to 
the  drainage  of  the  gall  bladder  and  the 
removal  of  stones;  to  the  removal  of  the 
appendix ; to  hysterectomies  for  fibroid  tum- 
ors; and  ovarectomy  of  cysts.  Prior  to  this 
time  about  the  only  gynecological  operations 
were  curettage,  perineorrhaphy  and  trachel- 
orrhaphy. 

Now  half  the  cerebum  is  removed,  six 


inches  of  the  aorta  resected,  one  entire  lung 
removed,  the  spleen,  pancreas  and  an  entire 
lobe  of  the  liver  is  removed  and  in  compara- 
tive safety.  The  entire  stomach  is  now  re- 
sected followed  by  the  attachment  of  the 
jejunum  to  the  oesophagus.  Under  con- 
trolled hypotension,  which  retains  the  sys- 
tolic blood  pressure  at  80  mm  of  mercury, 
it  is  possible  to  perform  vascular  operations 
on  the  brain  with  little  or  no  difficulty  in 
controlling  capillary  bleeding,  and  in  half 
the  time.  Amputations  of  the  extremities 
performed  under  refrigeration  - anesthesia 
without  a general  anesthetic  are  now  under- 
taken in  bad-risk  patients. 

It  was  formerly  believed  that  a burn  that 
involved  over  one  third  of  the  body  surface 
would  always  prove  fatal.  Now,  with  the 
administration  of  fluids,  including  blood,  the 
grafting  of  skin  may  proceed  with  relative 
safety.  In  heart-surgery  the  cooling  jacket, 
holding  the  temperature  at  94  degrees,  has 
made  certain  operations  on  the  heart  a rel- 
atively safe  procedure. 

Possibly  the  most  astounding  advances  in 
surgery  are  the  corrective  measures  em- 
ployed on  infants.  Congenital  defects,  such 
as  tracheo-oesophageal  fistula,  malrotation 
of  the  bowel,  congenital  atresia  of  the  bowel, 
congenital  lesions  of  the  heart  and  lung,  and 
imperforate  anus,  all  are  now  subjected  to 
surgery.  In  the  past  nearly  all  such  cases 
died  for  the  want  of  surgical  therapy. 

No  less  revolutionary  are  the  postopera- 
tive procedures  now  in  vogue.  In  former 
years  the  patient  was  confined  to  the  bed 
eight  to  ten  days  following  major  operations. 
Now,  in  some  instances,  the  patient  is  per- 
mitted to  leave  the  bed  the  day  following 
the  operation  and  to  leave  the  hospital  on 
the  third  or  fourth  day.  Seldom  is  the  pa- 
tient confined  to  his  bed  more  than  eight  to 
ten  days.  By  permitting  early  rising,  many 
complications,  notably  thrombosis,  embolism, 
and  chest  complications,  are  avoided,  the  pa- 
tient regains  strength  more  quickly,  and  the 
hospital  bill  is  materially  lessened.  Food  is 
given  as  soon  as  the  patient  will  take  it, 
and  starvation  is  further  controlled  by  in- 
travenous protein  and  glucose  injections. 

Ambroise  Pare,  one  of  the  greatest  sur- 
geons of  all  time,  in  appraising  his  accom- 
plishments near  the  end  of  his  career  wrote 
as  follows : 

“God  is  my  witness,  and  men  are  not  ig- 
norant of  it,  that  I had  laboured  more  than 
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forty  years  to  throw  light  on  the  art  of  sur- 
gery and  to  bring  it  to  perfection.  And  in 
this  labour  I have  striven  so  hard  to  obtain 
my  end,  that  the  ancients  have  not  wherein 
to  excel  us  save  the  discovery  of  first  prin- 
ciples and  posterity  will  not  be  able  to  sur- 
pass us.” 

Thus  wrote  the  great  French  surgeon  of 
the  16th  century  — a man  who  had  invented 
the  ligature  to  replace  the  hot  iron,  and  the 
boiling  oil  to  control  bleeding.  He  was  the 
first  to  perform  podalic  version,  to  introduce 
the  truss  in  hernia  and  the  artificial  limb, 
but  he  failed  to  forsee  the  future  develop- 
ments in  surgery. 

May  it  not  be  said  at  some  future  time 
that  the  surgeons  of  today  had  no  vision  of 
the  achievements  of  surgery  that  lie  ahead. 

As  remarked  by  Dr.  George  Kosmak,  edi- 
tor of  the  American  Journal  of  Obstetrics 
and  Gynecology:  “Surgery  is  no  longer  mere- 
ly a mechanical  art.  The  changes  have  been 
dominated  by  the  introduction  of  antibiotics, 
by  newer  forms  of  anesthesia,  by  blood  and 
plasma  transfusions,  by  further  advances  in 
the  treatment  of  shock,  by  physiologic  con- 
ceptions of  the  workings  of  the  various  or- 
ganic systems.  Antisepsis  has  given  way  to 
asepsis  and  the  after  treatment  of  patients 
has  been  greatly  simplified.” 

(To  Be  Continued) 


The  Woman's  Auxiliary 

“OUTLINE  OF  THE  YEAR’S  WORK” 

Fall  Board  Meeting  — September  27,  1954 

Members  of  the  Executive  Board  of  the  Women’s 
Auxiliary  to  the  Nebraska  State  Medical  Associa- 
tion: 

Mrs.  Turner,  our  national  president,  has  chosen, 
“Leadership  in  Community  Health”  as  the  theme 
for  the  year.  As  she  points  out,  the  mantle  of 
health  leadership  falls  upon  the  shoulders  of  the 
doctor’s  wife  the  day  she  marries  her  doctor. 

The  varied  program  that  the  national  auxiliary 
offers  makes  it  possible  for  each  state  and  county 
auxiliary  to  choose  the  field  that  will  most  ably 
serve  its  community. 

It  is  recommended  that  each  state  and  county 
auxiliary  make  a survey  of  the  existing  health  facil- 
ities and  make  these  findings  available  to  the  com- 
munity as  a public  service.  A prepared  leaflet 
should  be  widely  distributed,  especially  among  new- 
comers and  the  lower  income  bracket  groups. 

The  American  Medical  Association: 


Study  the  history,  functions  and  services.  Pro- 
gram chairmen  send  for  the  interesting  phamplet 
“Its  Your  A.M.A..”  from  the  A.M.A.  Headquarters 
in  Chicago.  Use  it  for  a short  program.  Remem- 
ber the  A.M.A.  is  the  Voice  of  American  Medicine. 
Publications: 

To  be  a qualified  health  leader  the  auxiliary  mem- 
ber must  be  an  informed  one.  Read: 

(a)  The  Hand  Book  (35c)  which  tells  you  what 
to  do  and  how  to  do  it. 

(b)  The  Bulletin,  $1.00  per  year,  which  is  the 
official  text  book  of  the  auxiliary. 

(c)  The  letters  and  literature  sent  to  you  by  the 
auxiliary  committee  chairmen. 

(d)  The  Newsletter. 

(e)  The  auxiliary  page  in  the  Nebraska  State 
Medical  Journal. 

(f)  Today’s  Health,  which  has  been  transformed 
from  the  old  dull  “Hygeia”  to  a very  interesting 
eye-catching  magazine.  Ever  so  many  of  our  mem- 
bers have  responded  to  the  A.M.A.’s  plea  for  in- 
creased subscriptions.  But  there  are  still  many, 
especially  in  the  larger  auxiliaries,  who  neither 
take  it  themselves  nor  see  to  it  that  it  is  in  their 
husband’s  office.  A complete  list  of  every  auxiliary 
member,  every  doctor,  every  dentist,  and  everyone 
else  who  subscribes  is  sent  to  the  president  and  to 
the  state  Today’s  Health  Chairman.  Please  see  to 
it  that  all  of  you  help  by: 

1.  Following  up  on  renewals. 

2.  Participating  in  “Operation  Christmas,”  which 
is  that  each  member  give  one  subscription  to  a lay 
person  as  a Christmas  gift. 

3.  Participating  in  “Operation  M.D.  and  D.D.S.,” 
which  is  to  see  that  every  doctor  and  dentist  in  your 
community  has  a subscription. 

Legislation: 

Be  informed  on  current  medical  legislation.  Your 
state  legislative  chairman  will,  keep  you  up  to  date. 
Don’t  forget  to  vote.  Know  your  voluntary  health 
plans  which  are  in  the  process  of  being  reorganized. 
Membership: 

We  know  we  should  increase  our  membership, 
but  we  must  also  be  on  the  alert  to  maintain  it. 
In  the  larger  auxiliaries,  especially,  there  should 
be  a hospitality  committee  to  see  that  every  mem- 
ber is  made  to  feel  welcome,  and  part  of  the  group. 
I am  quite  sure  that  several  potential  loyal  and 
industrious  workers  have  been  lost  because  once 
they  have  become  a member,  they  have  been  left 
to  sink  or  swim.  At  auxiliary  meetings  lets  stay 
away  from  friends  we  see  often  on  other  occasions, 
and  mingle  with  those  we  know  less.  Let  our  auxil- 
iary be  one  with  a heart. 

The  American  Medical  Educational  Foundation: 

This  year  there  was  a deficit  of  10  million  dollars 
in  the  maintenance  of  the  79  medical  schools  in  our 
country.  The  A.M.A.  and  the  national  auxiliary  be- 
lieve private  contributions  rather  than  government 
aid  is  the  answer  to  the  problem.  Dr.  Leininger 
has  asked  us  to  publicize  the  Nebraska  Medical 
Foundation,  and  we  can  do  this  by  donations  from 
individual  auxiliaries,  by  talking  about  it  to  the 
public,  and  by  sending  memorials  instead  of  flow- 
ers when  death  takes  a friend  or  a loved  one. 
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These  should  be  sent  to  the  American  Medical  Edu- 
cation Foundation  and  ear-marked  Nebraska  or 
Creighton,  so  that  Nebraska  will  get  national  credit. 
They  should  be  sent  to  Mrs.  Tallman,  State  Auxil- 
iary Chariman  of  the  Foundation. 

Safety  Program: 

The  auxiliary  can  play  an  active  part  in  the  pre- 
vention of  motor  vehicle  accidents  on  the  highway 
by  positive  and  active  support  of  professional  high- 
way safety  personnel,  proper  vehicle  maintenance, 
driver  education  programs,  and  by  not  allowing 
our  own  children  to  drive  before  they  are  legally 
permitted  to,  or  to  break  other  laws  relating  to 
traffic. 

Civil  Defense: 

This  should  be  a sustained  program. 

Public  Relations: 

Public  Relations  is  community  service,  and  this 
means  action.  Every  day  activities  are  Public  Re- 
lations, whether  they  be  good  or  bad.  Combating 
unfavorable  publicity  in  regard  to  ghost  surgery,  fee 
splitting,  etc.,  is  an  important  part  of  Public  Re- 
lations. 

Mental  Health, 

Juvenile  Delinquency, 

Problems  of  the  Aging, 

Nurse  Recruitment: 

We  should  interest  high  school  students  in  prac- 
tical and  professional  nursing  in  every  way  we  can. 
The  increasing  number  of  Future  Nurse  Clubs  and 
scholarships  is  heartening.  The  Practcial  Nurse 
Association  of  Nebraska  plans  to  introduce  a bill 
at  the  next  session  of  the  unicameral  to  license  the 
practical  nurse.  This  will  be  a bill  which  will  mere- 
ly protect  the  status  of  the  licensed  practical  nurse. 

It  will  not  prevent  anyone  who  calls  herself  a 
practical  nurse,  regardless  of  qualifications  or  train- 
ing, from  going  right  on  working.  Professional 
nurses  are  in  favor  of  this  type  of  license,  and  all 
of  us  should  be,  too.  The  new  courses  in  practical 
nursing  have  met  with  such  favorable  response  it 
should  be  our  pleasure  as  well  as  our  duty  to  en- 
courage more  people  to  avail  themselves  of  the 
opportunity  to  take  the  courses. 

Members- At-Large : 

I believe  there  are  only  about  20.  Will  the  aux- 
iliaries which  are  adjacent  to  any  member-at-large 
please  invite  them  to  come  to  their  meetings? 
Especially  when  they  are  planning  a particularly 
interesting  or  festive  affair.  The  February  issue, 
1954,  of  the  Nebraska  State  Medical  Journal  has 
a printed  list  of  these  members.  However,  there 
are  no  addresses.  Perhaps  the  presidents  of  the 
county  auxiliaries  could  secure  a list  from  Mrs. 
Covey. 

And  last,  one  of  the  most  important  phases  of 
our  activities  is  the  social  one.  To  promote  friendly 
relations  among  physicians  and  their  families.  There 
are  so  many  things  for  us  to  do.  That’s  why  I 
chose  “A  Successful  Auxiliary  is  You”  for  our  theme. 
Now,  lets  all  get  busy  for  “When  we  rest,  we  rust.” 

MRS.  ISAIAH  LUKENS  IV, 
President 


Omaha,  Nebi’aska, 

October  2,  1954 

Dr.  Earl  Leininger, 

McCook,  Nebraska. 

Dear  Sir: 

The  following  resolution  was  presented  and  passed 
by  the  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association  at  the 
fall  meeting,  September  27,  at  the  Blackstone  Hotel, 
Omaha. 

Resolved,  That  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  support  whole- 
heartedly the  program  for  1954-55  as  outlined  by 
Dr.  Leininger,  president  of  the  Nebraska  State  Med- 
ical Association,  particularly  by  (1)  aiding  in  com- 
bating unfavorable  publicity  in  magazines  and  news- 
papers in  regard  to  ghost  surgery  and  fee  splitting, 
etc., 

(2)  supporting  the  proposed  Medical  Center  ex- 
pansion at  the  University  College  of  Medicine. 

(3)  keeping  informed  regarding  medical  legisla- 
tion, 

(4)  promoting  traffic  safety  with  programs  and 
projects,  especially  that  of  driver  training  and  safety 
education  in  the  schools. 

Sincerely  yours, 

MRS.  H.  F.  STAUBITZ. 

Resolutions  and  Revisions  Chairman 

The  Dawson  County  Medical  Auxiliary  met  Fri- 
day, September  17th,  at  the  home  of  Mrs.  V.  D. 

Norall  in  Lexington,  Nebraska. 

It  was  noted  that  the  Nebraska  Auxiliary  has  re- 
ceived national  recognition  for  the  second  succes- 
sive year,  for  the  outstanding  work  in  the  promotion 
of  sales  of  “Today’s  Health.” 

Mrs.  Hranac,  president  of  Dawson  County  Med- 
ical Auxiliary,  apppointed  the  following  chairman 
and  committees: 

Nurse  Recruitment  — Pat  Perry,  chairman,  Gladys 
Olson  and  Barbara  Hranac. 

Today’s  Health  — promotion  — Florence  Pyle, 
chairman,  Edith  Owen,  Ima  Wycoff  and  Virginia 
Sitorius. 

Legislative  — Nancy  Long,  chairman. 

The  Lancaster  County  Medical  Auxiliary  met  for 
a sandwich-coffee-luncheon,  Monday,  October  11th, 
at  the  Orothopedic  Hospital  Nurses  home.  Mrs. 
F.  A.  Alcorn,  Mrs.  L.  J.  Gogela,  and  Mrs.  R.  S. 
Grant,  were  co-hostesses.  Mrs.  George  W.  Covey, 
president,  presided  at  the  business  meeting. 

The  executive  board  of  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association  held  its 
autumn  meeting  Monday,  September  27th,  at  the 
Blackstone  Hotel.  A luncheon  in  the  House  and 
Garden  Rooms  followed  a 10:00  a.m.  session.  Mrs. 
Isaiah  Lukens,  IV,  Tekamah,  president,  presided  at 
the  meeting. 

The  Doctors’  Wives’  Club  of  Omaha  opened  its 
1954-55  season  on  Monday,  September  27th,  at  a 
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luncheon  at  the  home  of  President  Mrs.  Werner  P. 
Jensen,  700  Loveland  Drive.  Co-hostess  was  Mrs. 
John  F.  Nilsson,  vice-president;  the  assistants  were 
Mines.  W.  E.  Kroupa,  W.  D.  Dwight,  Adolph  Sachs, 
J.  L.  McNamara,  John  C.  Kennedy,  Maurice  Grier, 
Glenn  D.  Whitcomb,  James  G.  Vetter,  and  Wm.  H. 
Hahn. 


to  their  advantage  to  organize  an  Employee  Group, 
because  the  dues  for  group  membership  are  approx- 
imately 28%  lower  than  dues  for  Individual  (Non- 
Group)  membership.  Application  cards  and  in- 
structions for  organizing  a group  may  be  obtained 
by  writing  to:  Enrollment  Department,  518  Kil- 

patrick Building,  Omaha. 


Newly  elected  members  are  Mmes.  E.  E.  Sim- 
mons, Henry  Dworak,  Peyton  Pratt,  Willis  H.  Tay- 
lor, Jr.,  Leo  Heywood,  Chester  Waters,  Jr.,  Harry 
H.  McCarthy,  and  T.  T.  Smith.  Honorary  members 
of  the  club  are  Mmes.  Frederick  G.  Gillick,  wife  of 
the  Dean  of  Creighton  University  College  of  Med- 
icine and  Mrs.  J.  C.  Tollman,  wife  of  the  Dean  of 
Medicine  of  Nebraska  University. 

The  one  o’clock  luncheon  was  followed  by  a bus- 
iness meeting  and  presentation  of  the  year’s  pro- 
gram. Doctors’  Wives’  Club  is  in  its  forty-first 
year.  Its  75  members  are  active  in  all  civic  projects 
in  Omaha,  the  Nebraska  State  Medical  Association 
Auxiliary,  as  well  as  Douglas  County  Medical  As- 
sociation activities. 

MRS.  DONALD  PURVIS. 

State  Publicity  Chairman 


Know  Your 
Blue  Shield  Plan 


To  promote  new  enrollment  and  retain  present 
members,  a special  promotion  program  was  con- 
ducted during  October  by  Nebraska  Blue  Cross- 
Blue  Shield.  Newspaper  advertisements  were  pub- 
lished in  leading  dailies  over  the  state,  and  pro- 
motional materials  were  distributed  to  all  doctors 
and  hospitals.  It  was  intended  that  this  promo- 
tion, directed  to  the  local  communities,  would  tie 
in  with  the  Blue  Cross  and  Blue  Shield  national 
advertisements  now  appearing  in  Look,  Life  and 
Saturday  Evening  Post. 

The  doctor’s  secretary  plays  an  important  part 
in  the  successful  operation  of  Blue  Shield.  By 
being  well  informed  about  Blue  Shield  benefits,  she 
can  promote  better  understanding  of  the  Plan, 
and  help  it  serve  the  doctor  and  his  patients. 

Payment  for  services  to  members  of  Blue  Shield 
Plans  in  other  states  are  expedited  if  the  doctors’ 
medical  reports  are  sent  directly  to  the  Plan  in 
which  the  patient  is  a member.  The  Nebraska  Blue 
Shield  report  forms  may  be  used,  because  most 
Plans  accept  it,  and  will  make  payments  on  the 
basis  of  their  own  fee  schedules. 

SERVICE  SUMMARY 
January  1 - September  1,  1954 

Blue  Cross  Blue  Shield 

Number  of  Cases  Paid 24,752  45,280' 

Amount  Paid $1,727,664  $1,278,582 

Membership  (Sept.  1) 291,329  194,287 

Reminder:  Doctors’  offices  having  as  few  as  four 

on  the  payroll  may  form  Blue  Cross-Blue  Shield 
groups  if  all  four  eligible  employees  enroll.  It  is 


Nebraska  Blue  Shield  received  nation-wide  at- 
tention on  October  19,  when  public  announcement 
was  made  of  the  enrollment  of  the  30  millionth  Blue 
Shield  member.  A Nebraskan,  Elmer  T.  Linstrom, 
an  Omaha  postal  employee,  became  the  30  millionth 
person  to  enroll  in  Blue  Shield.  A certificate  was 
presented  to  him  at  the  Nebraska  Blue  Shield 
Tenth  Anniversary  dinner  held  October  19  at  Hotel 
Fontenelle,  Omaha.  More  than  two  hundred  guests, 
representing  the  state’s  medical  and  health  organ- 
izations, attended.  Featured  speaker  was  Dr.  L. 
Howard  Schriver,  Cincinnati,  President  of  the  Blue 
Shield  Commission,  whose  subject  was  “Blue  Shield 
and  Its  Relation  to  the  Preservation  of  Freedom.” 


Deaths 

Vaclav  V.  Smhra,  M.D.,  Milligan.  Doctor  Smrha 
died  at  his  home  in  Milligan  at  8:15  p.m.  on  Febru- 
ary 25th.  He  was  seventy-five  years  old,  and  had 
practiced  in  this  community  for  forty-nine  years. 
Doctor  Smrha  was  born  in  Czechoslovakia  and  was 
brought  to  the  U.  S.  at  the  age  of  six.  He  grad- 
uated from  Creighton  Medical  School  in  1905.  His 
first  and  second  wives,  Anna  and  Elula,  and  a 
daughter,  Rose,  preceded  him  in  death.  He  is  sur- 
vived by  daughters  Anna  of  Lincoln,  and  Marian 
Lingenfelter  of  Barstow,  Calif.;  sons,  Karel  of 
Seattle,  Wash.,  and  Doctor  James  of  Cedar  Rapids, 
la.;  five  grandchildren;  three  sisters;  and  one  broth- 
er. 


William  Gordon  Hansen,  M.D.,  Corning,  Iowa. 
Doctor  Hansen  died  on  February  16th,  at  the  age 
of  twenty-eight.  He  graduated  from  the  University 
of  Nebraska  College  of  Medicine  in  1950,  after  serv- 
ing with  the  Navy  in  World  War  II.  He  had  estab- 
lished his  practice  in  Corning  last  November.  The 
doctor  is  survived  by  his  wife,  Doris;  a son,  Steven 
Ross;  and  his  parents,  Mr.  and  Mrs.  Albert  Hansen 
of  Sheldon,  Iowa. 

Joseph  Erman  Dunn,  M.D.,  Arnold.  Doctor  Dunn 
died  February  5th  at  Long  Beach,  Calif.  He  was 
sixty-four  years  old  and  had  practiced  medicine  in 
Arnold  for  forty  years.  The  doctor  was  the  first 
white  child  born  in  Benedict,  Nebraska,  June  16, 
1889.  He  was  graduated  from  Creighton  Medical 
School  in  1912.  Survivors  include  his  wife,  Pearl; 
a daughter,  Mrs.  Ted  Koefoot  of  Broken  Bow;  a 
son,  J.  E.  Dunn,  Jr.,  Arnold;  a brother,  Vincent, 
Lincoln;  and  four  grandchildren. 

James  R.  Graham,  M.D.,  Sioux  City.  Doctor 
Graham  died  at  the  home  of  his  son  in  Sioux 
City,  on  September  24th,  at  the  age  of  seventy- 
five  years.  The  doctor,  a graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  in  1903, 
practiced  in  Allen  from  1904  to  1939,  and  in  Wait- 
hill  from  1939  to  his  retirement  in  1952.  He  had 
been  ill  for  six  months  at  the  time  of  his  death. 
Doctor  Graham  is  survived  by  his  widow,  Beryle; 

(Continued  on  Page  34-A) 
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a good  “mixer  ”^^^ 
for  your  cough  prescriptions 


especially  valuable  when  allergic  factor 

is  suspected  or  present 


• taste  appeals  to  young  and  old 
• compatible  with  commonly  prescribed  medications 


Contains  Chlor-Tri M E to N®  Maleate 
(brand  of  chlorprophenpyridamine  maleate),  2 mg.  per  teaspoonful  (4  cc.). 


in  OMAHA,  NEBRASKA 

stay  at  Hotel 

Paxton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  • PAX  ROOM  * TAVERN  GRILL 
• MURAL  LOUNGE  * COFFEE  SHOP 


HOTIl  ClAYPOOl 
INDIANAPOLIS,  IND 


NOTH  WASHINOTON 
WASHINGTON.  D.  C. 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SEMMES Mobil# 

HOTEL  THOMAS  JEFFERSON 

..Birmingham 

DISTRICT  OF  COLUMBIA 

HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  CLAYPOOL  Indianapolis 

LOUISIANA 

JUNG  HOTEL  New  Orleans 

HOTEL  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  


NEW  MEXICO 

HOTEL  CLOVIS  


Omaha 

...Clovis 


SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 


HOTEL 

EDSON  

HOTEL 

BROWN  WOOD  

Brownwood 

HOTEL 

BAKER  

HOTEL 

TRAVIS  

HOTEL 

CORTEZ  

HOTEL 

BUCCANEER 

Galveston 

HOTEL 

GALVEZ  

HOTEL 

JEAN  LAFITTE 

Galveston 

CORONADO  COURTS  

Galveston 

MIRAMAR  COURT 

Galveston 

HOTEL 

CAVALIER 

Galveston 

HOTEL 

PLAZA  

HOTEL 

LUBBOCK  

Lubbock 

HOTEL 

FALLS  

Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENGER  San  Antonio 

ANGELES  COURTS San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKE  Mountain  Lake 
HOTEL  MONTICELLO Norfolk 


f ^rompl  prescription  .Service 

at  GOLD'S 

• Trustworthy  Pharmacists  • Purest  Ingredients 


24-HOUR 

SERVICE 


Lincoln's  Busy 

Department  Store 


Street  Floor 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc.  Each  2.50 

32-102— ANTI-RHo  ( ANTI-D)  TYPING  SERUM. 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION, 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P. ),  100  cc Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 


It  is  well  known  that  hookworm  disease,  malaria, 
and  tuberculosis  are  intimately  related  to  malnutri- 
tion in  many  persons  who  suffer  from  these  diseases, 
but  whether  or  not  the  relationship  is  causal  defies 
affirmation  except  in  certain  individual  situations. 
The  sufferer  of  malaria  or  hookworm  disease  may 
be  malnourished  because  of  anemia  that  reduces  his 
productive  and  earning  capacity  and  therefore  his 
ability  to  provide  for  his  food  needs.  Or  the  mal- 
nourished person,  as  a result  of  diminished  resist- 
ance, may  fall  an  easy  victim  to  such  disease. 
Whatever  may  be  the  relationship,  it  is  clear  that 
the  well-being  of  the  individual  is  compromised  by 
malnutrition  as  well  as  by  certain  specific  diseases. 
Institute  of  Inter- American  Affairs,  Pub.  Health 
Reports,  Nov.,  1953. 
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Wine... 

a Nutrient  Beverage 

for  the  Convalescent  and 
the  Aging  Patient 

IN  A NEW  and  engaging  book,  the  history  of  the  medical  uses  of 
wine  has  been  traced  in  scholarly  fashion  from  biblical  times  to 
the  present.* 

It  is  clear  that  some  of  the  virtues  formerly  ascribed  to  wine  have 
been  based  on  tradition  or  empiricism,  but  many  can  now  be  sup- 
ported by  modern  and  well-controlled  research.** 

Wine — to  Stimulate  Appetite,  Aid  Digestion — Wc  know  now  why 
wine  plays  such  a valuable  role  as  a stimulant  to  appetite  in  the 
anorexia  ot  old  age  or  convalescence.  Two  to  three  ounces  of  dry 
table  wine  have  been  found  to  markedly  increase  olfactory  acuity. 

Moreover,  wine  aids  digestion  by  increasing  not  only  the  volume 
but  the  proteolytic  power  of  gastric  juice. 

If  me — to  Overcome  Insomnia,  Combat  Hypochromic  Anemia — A 
small  amount  of  Port  or  Sherry  taken  at  bedtime  is  gently  sedative 
and  sleep-producing — frequently  obviating  the  need  for  medication. 

Hematopoietic  substances  in  natural  wines  can  aid  in  combating 
the  hypochromic  anemia  so  often  present  in  both  the  aged  and  the 
convalescent. 

Add  ‘Elegance  and  Taste-Appeal  to  the  Sick-Tray — There’s  antici- 
pated delight  when  the  patient  sees  an  appetizing,  colorful  glass  of 
wine  on  the  table  or  tray — wine  adds  that  touch  of  ‘elegance’ 
which  gives  a psychological  lift  at  a time  it  is  most  needed — when 
meals  might  otherwise  look  dull  and  uninviting. 

The  Flavorsome  line  Wines  of  California — The  fine  wines  of  Cali- 
fornia are  delicious,  and  the  variety  is  so  wide  that  a wine  can  be 
found  to  suit  each  taste. 

Here  in  the  land  of  rich  soils  and  sunshine,  each  grape  variety 
comes  to  perfect  ripeness  under  ideal  conditions — and  the  high 
quality  standards  of  California  wines  are  controlled  by  modern 
scientific  methods.  There’s  Port,  Sherry,  Muscatel,  Burgundy,  Sau- 
terne,  Zinfandel,  Rhine  Wine,  all  at  reasonable  prices.  Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 


*Lucia,  S.  P. : Wine  as  Food  and  Medicine,  Nev 
Company,  Inc.,  1954. 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  charge  for  two  issues.  Each 
advertisement  will  be  taken  out  following  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln  8. 

Fully  equipped  Internist’s  office  in  Lincoln  has 
hours  available  for  physician  desiring  to  share  facil- 
ities. Write  Box  32,  Nebraska  State  Medical  Asso- 
ciation, 1315  Sharp  Building,  Lincoln  8. 


FOR  SALE  — The  estate  of  Dr.  Joseph  E.  Uridil 
of  Hastings,  Nebraska,  has  remaining  for  disposi- 
tion 1 Birtcher-Challenger  Shoi't-Wave  Diathermy 
Machine,  2 years  old,  in  excellent  condition.  Write 
Box  40,  Nebraska  State  Medical  Association,  1315 
Sharp  Building,  Lincoln  8,  Nebraska. 


Laboratory  Technician,  registered,  wanted  for  Mid- 
western medical  group  of  eight.  Excellent  facilities 
and  liberal  salary.  Write  Box  42,  Nebraska  State 
Medical  Association,  1315  Sharp  Bldg.,  Lincoln  8, 
Nebraska. 


The  treatment  of  advanced  active  pulmonary 
tuberculosis  is  bed  rest  fortified  by  antimicrobial 
medication.  Eli  H.  Rubin,  M.D.,  N.Y.S.  J.  of  Med., 
June  15,  1953. 


~Arnnua  ( Cii 


mica 


CHICAGO  MEDICAL  SOCIETY 

March  I,  2,  3,  4,  1955 
Palmer  House,  Chicago 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND  SPEAK- 
ERS on  subjects  of  interest  to  both  general  practitioner  and  specialist. 

# Panels  on  Timely  Topics 

• Medical  Color  Telecasts 
9 Teaching  Demonstrations 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving  TECH- 
NICAL EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE  should 
be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 
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GREEN  GABLES 


The 

Dr.  Benjamin  F.  Bailey 

Sanatorium 

Lincoln  : : Nebraska 

MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D.,  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.,  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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f FREE  PRESCRIPTION  DELIVERY 

WRIGHT’S 

202  S.  13th  Sharp  Building  ^ 

[1 

LAV/  Phone  2-7627 

\ PRACTICING  THE  PROFESSION  OF  PHARMACY  \ 

niNC0LETS8“ 

Jack  O.  Casey,  Owner 

We  Make  and  Repair  All 
Types  of  Braces  and  Splints 

■ 

■ 

NICK  PELS  OaiL 

Fine  Custom  Made  Suits  and  Smce  1912 
Coats  for  Men  and  Women 

ALSO 

, Custom  Made  Shirts  for  Men 

Doctors'  and  Nurses'  Uniforms 
Approved 

Uniforms  for  Armed  Forces 

PERSONAL  

CALLS 

139  North  14th  St.  * 

Phone  2-1721  Lincoln  8,  Nebr. 

PROMPT  SERVICE 

1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 

DEATHS 
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two  sons,  Harlow  and  R.  W.,  both  of  Sioux  City, 
and  four  grandchildren. 

Charles  W.  McMartin,  M.D.,  Omaha.  Doctor  Char- 
les McMartin  died  at  an  Omaha  hospital  on  Septem- 
ber 14th.  He  was  seventy-four  years  old,  and  had 
practiced  in  Omaha  for  forty-seven  years.  The 
doctor  was  associated  with  the  teaching  staffv  of 
Creighton  University  School  of  Medicine  from  1907 
until  his  death,  and  was  a figure  of  national  prom- 
inence in  his  profession  and  specialty.  Doctor  Mc- 
Martin is  survived  by  his  son,  Doctor  W.  Joseph, 
of  Omaha;  three  daughters,  Mrs.  Harriet  Norman, 
Santa  Paula*  Calif.,  Mrs.  Winifred  Elwood,  San 
Mateo,  Calif.,  and  Mrs.  C.  O.  Willockson,  Seattle, 
Wash.;  and  three  brothers,  Duncan,  Anita,  la.,  Har- 
old, Joplin,  Mo.,  and  Doctor  Kenneth,  Omaha. 

Theodore  J.  Kerr,  M.D.,  North  Platte.  Doctor  Kerr 
died  in  Pueblo,  Colo.,  September  8,  at  the  age  of 
seventy- seven.  He  practiced  medicine  in  North 
Platte  from  1909  until  illness  forced  his  recent  retire- 
ment. He  was  a veteran  of  World  War  I,  and 
served  as  the  Union  Pacific  Surgeon  for  many  years. 
Doctor  Kerr  is  survived  by  a sister,  Miss  Margaret 
Ken-,  Akron,  Ohio;  one  brother,  Frank  E.,  also  of 
Akron;  and  a nephew,  Doctor  Harper  Kerr  of  Pueblo, 
Colo. 

Samuel  Hoyt,  M.  D.,  Omaha.  Doctor  Hoyt  died 
on  Sept.  10th  at  the  age  of  eighty-three.  He  had 
practiced  in  Omaha  more  than  fifty  years.  Doctor 


Hoyt  was  a native  of  New  Hampshire  and  a grad- 
uate of  the  New  York  University.  There  are  no 
known  survivors. 

J.  C.  Newman,  M.D.,  McAllen,  Texas.  Doctor 
Newman  practiced  at  Wallace,  Grand  Island,  and 
Wahoo  for  abouty  twenty-seven  years  before  mov- 
ing to  Texas.  He  died  on  Sept.  10th, , at  the  age  of 
sixty-four.  He  is  survived  by  his  widow,  Lula;  a 
son,  Clarence,  Houston,  Tex.;  a brother,  Doctor  Char- 
les, Axtel,  Kan.;  two  sisters,  Mrs.  John  Pokraka, 
North  Platte,  and  Mrs.  John  Easterly,  Albany,  Mo.; 
and  a granddaughter. 

Francis  Patrick  Dorsey,  M.D.,  Hartington.  Doc- 
tor Dorsey  practiced  in  Hartington  for  forty-six 
years  but  had  lived  with  relatives  in  Omaha  since 
retirement  in  1951.  He  died  on  Aug.  19th,  at  the 
age  of  eighty-seven.  Survivors  are  sons,  Doctor 
Francis  P.  Jr.,  Hartington,  Doctor  F.  D.,  San  Pablo, 
Calif.,  James  H.  of  Omaha,  and  Don  M.  of  Denver; 
daughter,  Mrs.  H.  C.  McConaughy,  Omaha;  sister, 
Sister  M.  Luca,  H.C.,  St.  Mary’s  of  Notre  Dame, 
Ind. ; and  five  grandchildren. 


The  undetected  case  of  tuberculosis  in  a mental 
hospital  is  a menace  to  everyone  in  the  commun- 
ity. The  patients  in  the  hospital,  the  employees, 
the  visitors,  and  the  families  to  whom'  the  patients 
return  are  all  subject  to  infection  from  the  un- 
known case.  Elizabeth  S.  Kletzsch,  NTA  Bulletin, 
Feb.,  1954. 
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EDITORIAL 

THE  SEASON’S  GREETINGS 

GREETINGS  to  each  member  of  the  Ne- 
braska State  Medical  Association  from  your 
Journal  on  the  occasion  of  Christmas  and  all 
good  wishes  for  the  New  Year.  May  we 
be  guided  by  the  attributes  of  the  Great 
Healer  in  our  ministrations  to  the  sick. 
May  some  of  His  wisdom  be  imparted  to  us. 
May  we  be  impelled  by  His  love  for  man. 
May  His  peace  be  in  us. 

VALUE  RECEIVED 

Charting  the  course  of  a business  or  of  an 
association  over  a period  of  years  is  usually 
interesting  and  instructive.  By  this  method 
we  may  learn  of  progress  that  we  may  other- 
wise overlook.  We  may  discover  that  we 
are  doing  better  and  accomplishing  more 
than  we  had  thought  and  that  the  price  of 
progress  is  very  reasonable.  In  an  organ- 
ization like  the  Nebraska  State  Medical  As- 
sociation such  information  is  valuable  to  the 
dues-paying  members  who  are  not  in  fre- 
quent contact  with  the  organization  they  are 
supporting.  It  is  also  of  value  to  those  offi- 
cers who  may  desire  to  have  such  informa- 
tion before  them  in  printed  form.  With 
these  points  in  mind,  certain  data,  obtained 
from  Mr.  M.  C.  Smith,  will  be  presented  and 
discussed. 

This  short  review  was  designed  to  cover 
some  financial  comparisons  for  the  past  fif- 
teen years  and  is  based  upon  the  records  and 
audits  of  1939  and  1953.  No  attempt  will 
be  made  to  present  the  activities  of  your 
association  in  detail;  but,  lest  we  forget,  a 
few  of  the  highlights  of  our  accomplish- 
ments during  this  fifteen-year  period  will  be 
mentioned.  The  wide  front  of  our  activities 
has  made  us  well  known  to  the  people  of 


Nebraska,  whom  we  serve,  and  has  given 
our  association  wider  national  recognition. 
The  NSMA  has  become,  indeed,  the  Voice 
of  Medicine  in  Nebraska.  Our  liaison  with 
the  public,  with  other  medical  groups,  and 
with  members  of  the  medical  profession  in 
general  is  such  that  we  can  be  justly  proud 
of  these  contacts. 

We  can  be  proud  of  our  medical  practice 
act  that  was  passed  in  1943.  This  act  is 
the  envy  of  the  profession  in  many  other 
states,  and,  partly  because  it  so  well  dis- 
posed of  the  cult-problem,  it  attracts  many 
fine  doctors  to  come  and  practice  in  our 
state. 

We  have  effectively  promoted  better  pub- 
lic relations  by  way  of  information  that  goes 
out  regularly  to  our  pepole  by  way  of  news- 
papers and  the  many  radio  and  television 
stations  throughout  the  state.  The  Nebras- 
ka Medical  Foundation  has  been  established 
during  the  period  under  scrutiny.  It  is  be- 
coming'widely  known  to  our  people,  and  the 
fact  that  more  and  more  of  these  people 
are  leaving  money  to  this  institution  is  one 
evidence  of  confidence  in  the  medical  pro- 
fession of  Nebraska. 

Senior  Medical  Day  keeps  us  in  close 
touch  with  the  new  generation  of  Nebraska 
doctors.  Our  placement  service  helps  them 
to  find  satisfactory  places  in  which  to  prac- 
tice. Our  circuit  postgraduate  courses  take 
scientific  information  to  the  doctors  in  the 
field. 

These  are  only  a few  of  the  organization’s 
activities  that  have  been  developed  and  main- 
tained during  the  past  fifteen  years.  Many 
more  deserve  mention,  but  lack  of  space  for- 
bids. 

As  indicated  earlier,  we  set  out  to  discuss 
financial  development  of  our  organization 
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during  the  period  1939-1953,  and  the  finan- 
cial aspect  is  important.  The  members  who 
pay  the  dues  may  wish  to  know  that  they 
are  getting  value  received  for  their  money. 
Is  their  organization  being  well  managed, 
and  their  money  well  spent?  It  is  hoped 
that  the  following  figures  and  discussion 
may  provide  an  answer  to  these  and  other 
questions. 

The  Following  Are  the  Budgets  for 
1939  and  1953 

1939  1953 

Total  Total 

Budgeted  Budgeted 


Salaries  $ 4,400.00  $ 

Salaries  and  social  security 19,000.00 

Travel  1.000.00  1,180.00 

Office : 

Rent  625.00  2,630.00 

Mimeograph  275.00  755.00 

Printing  250.00  50(1.00 

Postage 350.00  1,200.00 

Telephone  and  Telegraph 250.00  950.00 

Miscellaneous  270.00  525.00 

Councilor  Expense 350.00  300.00 

Delegate  to  A.M.A 150.00 

Annual  Session 600.00  6,670.00 

Reporter  at  Annual  Ses  ion 150.00 

Committee  Expense 225.00 

Student  Loan  Fund 100.00 

Campaign  Committee__ 75.00 

Office  Equipment- 165.00  290.00 

Speakers  Bureau__ 390.00  500.00 

Dues,  Share  to  Journal 1,650.00  3,075.00 

Medicolegal  800.00 

Exceptional  Meetings  and/or  Travel 

(Committee)  3,975.00 

Audit  250.00 

Attorneys  Fees 1,000.00 

President’s  Expense 500.00 

Expendable  Supplies 200.00 

Reappropriate  from  Unexpended  Balance  3,000.00 


TOTAL  $12,075.00  $46,500.00 


In  1939  the  dues  were  $10.00  per  mem- 
ber, which  produced  $10,370.00.  Income 
from  other  sources  was  $1,230.89,  or  a total 
of  $11,960.89.  Income  from  the  journal  was 
$6,402.49,  making  a total  operational  income 
of  $18,363.38.  The  budget  for  the  year  was 
$12,075.00,  of  which  $11,119.68  was  used, 
leaving  a budget  balance  of  $955.32.  At  the 
end  of  1939  we  had  $2,114.32  in  cash  and 
investments  of  $20,180.44,  or  total  assets  of 
$22,294.76. 

By  1953  the  picture  has  changed  consider- 
ably. In  the  intervening  years  the  dues  have 
been  raised  to  $35  per  year.  Two  full-time 
employees  have  been  added.  The  volume  of 
work  accomplished  has  increased  tremen- 
dously. The  income  from  dues  has  been  in- 
creased to  $39,640.00  and  the  income  from 
other  sources  increased  to  $9,077.51,  or  a 
total  of  $48,717.51.  Income  from  the  jour- 
nal has  increased  to  $16,546.16.  The  budget 
for  1953,  was  $46,500,  of  which  $41,859.41 
was  used,  leaving  a budget-balance  of  $4,- 
640.59.  At  the  end  of  1953,  we  had  a cash 
balance  of  $11,833.85,  and  the  investments, 
or  reserve,  had  been  increased  to  $41,690.45, 
or  total  assets  of  $53,524.30. 


It  is  interesting  to  view  some  of  the  over- 
head items  on  a percentage  basis.  In  1953, 
we  had  added  two  full-time  employees,  yet 
the  item  for  salaries  had  increased  only  5 
per  cent  to  41  per  cent  of  the  total  budget. 
The  amount  for  travel  had  remained  about 
the  same,  dollar-wise,  and  thus  was  reduced 
from  9 per  cent  to  3 per  cent  of  the  budget. 

An  interesting  item  is  that  of  committee 
expense  which  can  be  considered  a good  bar- 
ometer of  the  activities  of  the  association 
as  a whole,  active  committees  indicating  an 
active  association.  In  1939,  committee-ex- 
pense amounted  to  $375.00,  or  4 per  cent 
of  the  budget.  In  1953,  this  item  had  in- 
creased to  $3,975.00,  or  8 per  cent  of  the 
total  budget.  In  other  words,  the  percent- 
age had  been  doubled,  but  the  dollars  spent 
increased  about  ten  times. 

In  1939,  about  16  per  cent  of  the  budget 
expenditures  was  allotted  to  office  overhead, 
whereas,  in  1953,  this  was  reduced  to  14 
per  cent.  Experts  in  office  management 
have  established  a national  average  cost  on 
correspondence  of  approximately  $1.17  per 
outgoing  letter.  Fourteen  thousand  three 
hundred  and  twenty  letters  went  out  of  the 
headquarters  office  in  1953.  On  the  basis 
of  the  national  average  this  should  have  cost 
approximately  $16,744.40.  It  is  immediately 
evident  that  our  own  cost  is  much  below 
that  of  the  national  average,  because  that 
amount  would  have  consumed  about  one 
third  of  our  budget. 

In  1939,  the  cost  of  the  annual  session  was 
$545.49,  whereas,  in  1953,  this  had  been  in- 
creased to  $6,649.41.  Cost  of  publication  of 
the  Journal , which  is  mailed  free  to  all  mem- 
bers, was  $7,368.84  in  1939,  and  had  in- 
creased to  $17,361.72  for  1953. 

It  is  difficult  to  know  and  evaluate  the 
desires  and  wishes  of  every  dues-paying 
member,  and  it  is  impossible  to  please  each 
of  them.  It  is  to  be  hoped,  of  course,  that  a 
happy  medium  may  be  found  that  is  accept- 
able to  all.  There  are  members  who  feel 
that  the  dues  should  be  increased  further  in 
order  to  extend  the  activities  of  the  associa- 
tion and  thus  to  increase  its  usefulness. 
There  are  some,  on  the  other  hand,  who 
complain  that  tne  dues  are  too  high  and 
should  be  reduced.  These,  also,  are  entitled 
to  be  heard. 

The  type  of  association  to  be  maintained 
is,  of  course,  a matter  to  be  decided  by  the 
(Continued  on  Page  523) 
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Psychopathic  Personalities  and  the 
Psychopathology  Sex* 


The  author  makes  a plea  and  an  argument  for 
redefinition  of  the  term  psychopathic  personality.  He 
believes  the  original  term,  moral  insanity,  was  cor- 
rect, and  that  repeated  broadening  of  the  definition, 
or  constant  tendency  to  include  other  borderline  con- 
ditions under  this  designation  is  not  justifiable.  His 
definitions  and  expositions  fit  into  the  theories  ex- 
pressed in  "The  Moral  Theory  of  Behavior".  The  sec- 
ond part  of  this  article,  dealing  with  psychopathology 
of  sex,  defines  the  group  of  sexual  deviates  that  may 
be  classified  as  morally  insane. 

EDITOR 

I— PSYCHOPATHIC  PERSONALITIES 

THERE  is  general  agreement 
that  psychopathic  personalities 
must  be  numbered  among  the 
most  serious  and  wide-spread  disorders  in 
the  field  of  psychiatry.  Most  psychiatrists 
consider  them  to  be  untreatable.  Cleckly(1), 
in  his  exhaustive  work  on  the  subject, 
states  that  the  incidence  of  this  affliction 
rivals  that  of  schizophrenia!  He  points 
out  that  those  who  have  psychopathic  per- 
sonalities, despite  the  fact  that  they  are 
obviously  seriously  ill,  are  usually  held  re- 
sponsible for  their  actions  and  are  considered 
“not  committable”  to  our  psychiatric  insti- 
tutions. We  are  thus  confronted  with  the 
unique  problem  of  a serious  mental  disorder 
of  high  incidence  which  is  considered  “not 
treatable”  and  “not  committable.”  Yet  those 
afflicted  are  frequently  a more  serious  men- 
ace to  society  than  the  psychotics  who  are 
committable. 

It  is  frequently  said  that  psychopathic 
personalities  “fail  to  profit  by  experience.” 
When  called  upon  in  court  to  testify  as  to 
the  responsibility  of  such  persons,  however, 
the  psychiatrist  usually  states  that  they  are 
free  of  mental  illness.  He  thus  implies  that 
they  are  responsible  for  their  actions,  and 
tacitly  approves  their  imprisonment,  some- 
times for  the  very  behavior  by  which  they 
are  clinically  recognized.  This  inconsistency 
of  the  psychiatrist  clearly  indicates  that  the 
problem  demands  further  evaluation  by  both 
the  medical  and  the  legal  professions.  If 

*The  section  on  “Psychopathology  of  Sex”  was  read  before 
the  Regional  Meeting  of  the  American  College  of  Physicians  at 
Omaha,  Nebraska,  February  28,  1953. 

The  complete  paper  was  read  before  the  quarterly  meeting  of 
the  Nebraska  Society  of  Neurology  and  Psychiatry  at  Omaha, 
Nebraska,  June  10,  1953. 


FRANK  R.  BARTA,  M.D.,  F.A.C.P.,  F.A.P.A.** 

Omaha,  Nebraska 

these  patients  are  unable  to  profit  by  exper- 
ience, they  cannot  be  responsible  for  their 
actions  and  should  be  handled  as  medical 
problems.  If  they  deserve  imprisonment, 
their  actions  should  not  be  considered  as 
symptoms  of  a psychiatric  disorder,  for  im- 
putability  is  a moral  rather  than  a medical 
problem. 

Persons  who  have  psychopathic  personal- 
ities are  subject  to  the  same  somatic  symp- 
toms and  diseases  that  afflict  the  rest  of 
humanity.  They  are  thus  encountered  in 
all  branches  of  medicine  by  physicians  who 
are  usually  oblivious  of  the  personality  de- 
fect presented.  If  this  personality  disorder 
were  better  understood,  it  would  be  more 
frequently  recognized  by  all  physicians. 
Knowledge  sufficient  to  truly  define  the  na- 
ture of  the  disorder  would  also  insure  the 
proper  method  of  handling  it.  This  presen- 
tation is  the  author’s  preliminary  effort  in 
this  direction.  It  is  also  a supplement  to 
his  monograph,  The  Moral  Theory  of  Be- 
havior (2K 

MORAL  INSANITY 

Psychopathic  personalities  have  been  var- 
iously defined  by  many  eminent  men  since 
the  English  psychiatrist,  Prichard(3),  first 
called  attention  to  the  existence  of  a large 
group  of  psychiatric  problems  not  covered 
by  conventional  diagnoses  used  in  1835. 
Prichard  used  the  terms  “moral  insanity” 
and  “moral  imbecility”  to  describe  these 
cases.  Later,  the  terms  “ psychopathic  per- 
sonality” and  “constitutional  psychopathic 
inferior”  were  introduced  by  others  to  cov- 
er a somewhat  wider  range  of  disorders  than 
Prichard  included  in  his  original  group. 

I am  inclined  to  agree  with  the  conclu- 
sion of  Preu(4):  “The  term  psychopathic 

personality  . . . serves  as  a scrap-basket  to 
which  is  relegated  a group  of  otherwise  un- 
classified personality  disorders  and  prob- 
lems.” 

**Professor  and  Chairman  of  the  Department  of  Psychiatry 
and  Neurology.  Creighton  University  School  of  Medicine. 
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It  seems  evident,  however,  that  Prichard 
intended  more  than  a diagnostic  convenience 
by  the  introduction  of  his  terms.  He  had 
sensed  a peculiar  behavior  deviation  not  ac- 
curately described  by  the  terms  in  use  at  the 
time.  Had  Prichard’s  original  terminology 
been  retained,  the  present  day  confusion  re- 
garding the  concept  would  have  been  avoid- 
ed. “Moral  insanity”  meant  just  that  — 
derangement  of  the  moral  sense  — to  the 
author  of  the  term.  According  to  Prich- 
ard^: 

“There  is  a form  of  mental  derangement 
in  which  the  intellectual  functions  appear  to 
have  sustained  little  or  no  injury,  while  the 
disorder  is  manifested  principally  or  alone 
in  the  state  of  the  feelings,  temper  or  habits. 
In  cases  of  this  nature  the  moral  or  active 
principles  of  the  mind  are  strangely  per- 
verted or  depraved;  the  power  of  self-gov- 
ernment is  lost  or  greatly  impaired  and  the 
individual  is  found  to  be  incapable,  not  of 
talking  or  reasoning  upon  any  subject  pro- 
posed to  him  but  of  conducting  himself  with 
decency  and  propriety  in  the  business  of 
life.” 

Koeh(5)  introduced  the  term  “psychopath- 
ic inferiority”  in  1891,  employing  it  not  only 
to  include  that  group  referred  to  by  Prich- 
ard as  morally  insane,  but  also  certain  hys- 
terical and  obsessional  neuroses. 

Kraepelin(6)  (1915)  included  under  the 
general  heading  “psychopathic  personality,” 
not  only  the  cases  designated  by  Prichard, 
Koch,  and  others,  but  also  mild,  early  psy- 
chotic states.  The  German  psychiatry  has 
been  responsible  for  various  sub-groups  of 
the  psychopathic  personality  designated  by 
adjectives  indicating  that  the  behavior  prob- 
lem resembles  that  seen  in  the  various  men- 
tal “diseases,”  but  stopping  short  of  the  full- 
blown picture.  Such  terms  as  “schizoid  per- 
sonality,” “cycloid  personality,”  “paranoid 
personality”  and  other  types  have  originated 
on  this  basis. 

This  brief  historical  account  is  sufficient 
to  indicate  that  confusion  concerning  the 
term  “psychopathic  personality”  is  a direct 
result  of  repeatedly  broadening  the  term 
until  it  has  become  too  general  to  be  of  diag- 
nostic value  or  significance. 

The  term  as  now  utilized  is  admittedly  a 
convenience  for  those  unwilling  or  unable 
to  more  accurately  delineate  the  condition 
under  observation.  Therefore,  it  seems  ap- 


propriate to  call  for  a return  to  the  original 
meaning  designated  by  Prichard,  perhaps 
reintroducing  his  term  “moral  insanity” 
which  cannot  be  misinterpreted.  If  the  bor- 
derline neurotic,  psychotic,  mentally  defic- 
ient, epileptoid  and  certain  other  cases  were 
properly  labeled,  there  would  remain  as 
“psychopathic  personalities”  those  whom 
Prichard  originally  intended  — a group  who, 
for  some  reason,  were  deranged  in  their 
sense  of  morality. 

THE  NATURE  OF  MORAL  INSANITY 

It  is  appropriate  to  consider  the  nature  of 
the  problem  originally  designated  by  Prich- 
ard. What  is  “derangement  of  the  moral 
sense?”  Evidently,  we  are  not  concerned 
here  with  the  voluntary  derangement  which 
is  wickedness,  malice,  or  sin. 

Morality  has  to  do  with  conduct  — inso- 
far as  it  is  right  or  wrong.  The  ultimate 
norm  of  morality  is  the  Divine  Will;  the 
proximate  norm  is  conscience,  or  reason  (i.e., 
that  which  reason  tells  us  is  the  Divine  Will). 
Conscience  is  not  an  infallible  guide,  how- 
ever, for  it  is  simply  practical  reason.  It 
may  lead  us  astray  in  telling  us  what  is 
(objectively)  morally  right  just  as  easily  as 
it  sometimes  leads  us  astray  in  telling  us 
how  to  invest  our  money. 

Authorities  on  moral  law  are  in  agreement 
that  reason  does  not  err  regarding  first 
principles  of  morality.  As  a result  of  faulty 
or  perverted  moral  education  by  parents,  an- 
cestors, a particular  society,  and  so  forth, 
however,  we  do  find  some  who  are  in  error 
regarding  secondary  principles.  Evidently, 
we  are  dealing  with  just  such  a situation  in 
the  case  of  moral  insanity. 

The  morally  insane  do  not  accept  the  rule 
upheld  by  normal  persons.  They  do  have  a 
rule  of  conduct,  however,  since  no  one  can 
be  ignorant  of  the  first  principles : do  good ; 
avoid  evil.  Their  concept  of  good  and  evil 
is  different  than  that  of  persons  with  normal 
personalities,  however.  Their  actions  re- 
veal that  they  have  a purely  subjective  norm 
of  morality.  They  deny  that  there  is  good 
and  evil  which  remain  so,  irrespective  of 
what  anyone  thinks  of  it  — an  objective 
good  and  evil  which  all  must  discover  and 
affirm. 

Such  error  must  be  the  result  of  faulty 
education  by  self  or  others.  It  may  be  self- 
imposed  through  wickedness,  which  ulti- 
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mately  hardens  conscience,  and  results  in 
the  denial  of  formerly  known  truths.  There 
is  culpability  in  such  cases,  but  this  type 
cannot  be  clinically  distinguished  from  the 
invincibly  ignorant  type  unless  an  unusually 
comprehensive  history  is  obtained.  Even 
then  one  cannot  always  be  sure  that  the  in- 
formant intended  to  be  factual,  or  that  he 
was  able  to  be  so,  if  he  did  intend  to. 

When  the  error  is  the  result  of  faulty  ed- 
ucation by  others , we  are  dealing  with  one 
who  has  a true  psychopathic  personality  and 
who  is  not  responsible  for  his  actions  or  his 
attitudes.  Such  a person  really  has  no  con- 
science in  the  usual  sense  of  the  word.  It 
is  true  that  he  has  practical  reason  which 
tells  him  what  he  should  do.  But,  in  such 
cases,  this  is  always  what  seems  personally 
pleasurable,  without  any  consideration  or 
recognition  of  the  fact  that  there  is  an  ob- 
jective right  which  should  be  determined  and 
adhered  to. 

This  error,  caused  by  others,  may  be  that 
of  excess  or  of  deficiency.  The  error  of  ex- 
cess is  caused  by  parents  (or  surogates)  so 
unreasonably  strict  that  the  child  concludes 
objective  norms  must  not  exist  because  he 
finds  it  humanly  impossible  to  measure  up  to 
those  presented  to  him.  The  error  of  de- 
ficiency is  caused  by  parents  (or  surogates) 
so  lax  that  the  child  concludes  that  anything 
he  desires  is  all  right  because  his  acts  are 
always  approved. 

It  should  be  noted  that  this  error  of  the 
psychopathic  personality  is  of  a different 
order  than  that  encountered  in  the  psychotic 
or  psychoneurotic,  as  defined  by  Barta(2). 
The  psychotic  and  the  psychoneurotic  are 
not  in  error  regarding  what  acts  are  right 
and  wrong  before  they  become  ill.  They 
simply  err  regarding  how  their  acts  should 
be  performed  in  a practical  setting.  The 
morally  insane  (psychopathic  personalities), 
however,  are  in  error  regarding  what  is  good 
or  evil.  The  psychotic,  before  his  illness, 
knows  that  it  is  wrong  to  steal,  for  ex- 
ample, but  he  may  interpret  certain  acts  as 
theft  which  are  not  theft  (objectively)  or  he 
may  steal  (objectively)  and  think  that  he 
is  not  doing  so.  The  person  with  a psycho- 
pathic personality,  however,  denies  that  it 
is  ever  wrong  to  take  what  belongs  to  anoth- 
er. He  may,  at  times,  refrain  from  doing  so, 
not  because  he  believes  it  is  wrong,  but  be- 
cause he  knows  he  may  be  caught  and  pun- 
ished by  society  or  by  the  owner.  There  is 


no  right  or  wrong  for  the  psychopathic  per- 
sonality — he  is  a creature  of  expedience. 

THE  MORAL  THEORY  OF  BEHAVIOR 

The  Moral  Theory  of  Behavior (2>  is  a 
new  answer  to  the  enigma  of  mental  illness 
which  presents  psychogenic  illness  as  a va- 
riety of  involuntary  behavior.  It  regards 
human  temperament  as  learned  behavior 
which  determines  basic  personality  type  and 
the  nature,  intensity  and  frequency  of  in- 
dividual personality  reactions.  It  makes  ad- 
equate provision  for  the  impact  of  free  will 
and  reason  as  well  as  of  environmental 
stress,  without  underestimating  the  difficulty 
with  which  man  arrives  at  objective  truth. 

“The  Golden  Mean”  is  utilized  to  demon- 
strate that  people  fall  into  four  basic  person- 
ality groups:  The  first  group  expects  too 

little  of  self  (hypordinacy)  and  too  much  of 
others  (dominance)  ; the  second,  too  much 
of  self  (hyerordinacy)  and  too  little  of  oth- 
ers (submission)  ; the  third,  too  little  of 
self  (hypordinacy)  and  too  little  of  others 
(submission)  ; and  the  fourth,  too  much  of 
self  (hyperordinacy)  and  too  much  of  oth- 
ers (dominance).  Subjectively,  members  of 
each  group  believe  their  expectations  are 
right  and  proper. 

Their  acts,  in  keeping  with  their  expec- 
tations, are  formally  good  but  materially 
evil,  due  to  ignorance  (invincible).  Of  spe- 
cial interest  is  the  fact  that  husbands  and 
wives  are  mostly  invariably  of  opposite 
temperament,  and  the  fact  that  children 
acquire  qualities  of  temperament  in  a pre- 
dictable manner.  Children  acquire  the  qua- 
lity of  dominance  or  submission  character- 
istic of  the  parent  of  the  same  sex  and  the 
quality  of  hypordinacy  or  hyperordinacy 
characteristic  of  the  parent  of  the  opposite 
sex,  if  they  have  no  older  siblings  of  their 
own  sex.  Succeeding  children  are  usually 
opposite  in  temperament  from  the  preceding 
sibling  of  the  same  sex  if  this  preceding 
sibling  is  not  more  than  a few  years  older. 

CLINICAL  CORRELATION 

Clinically,  psychopathic  personalities  fall 
into  the  same  four  basic  types  of  tempera- 
ment as  do  other  people.  This  indicates  that 
their  denial  of  the  objective  norm  of  moral- 
ity still  leaves  them  with  subjective  stand- 
ards of  performance  which  determine  basic 
temperament.  This  involves  no  contradiction 
of  known  principles  of  behavior.  The  domi- 
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nant  and  the  submissive  are  not  so  because 
they  unknowingly  demand  more  or  less  of 
others  than  they  themselves  think  they 
should  (this  would  be  vice),  but  they  are 
so  because  they  unknowingly  demand  more 
or  less  of  others  than  is  objectively  justifi- 
able and  right.  In  the  same  manner,  the  hyp- 
ordinate  and  hyperordinate  are  so  because 
they  unknowingly  expect  too  little  or  too 
much  of  self,  relative  to  what  they  are  actual- 
ly and  objectively  capable  of  ( not  relative  to 
what  they  think  they  should  be  capable  of). 
However,  the  subjective  norms  of  the  psy- 
chopathic personality  are  not  a subjective 
interpretation  of  objective  truth,  but  only 
the  rule  of  expediency.  It  is  thus  readily  ap- 
parent that  the  person  with  a psychopathic 
personality  is  not  likely  to  encounter  suffi- 
cient conflict  to  precipitate  psychosis  or  psy- 
neurosis  even  if  his  qualities  of  temperament 
are  of  pathologic  degree,  because  his  stand- 
ards are  purely  subjective  and  thus  flexible. 

He  suffers  no  feelings  of  pathologic  guilt 
if  hyperordinate  and  unable  to  do  as  well 
as  he  believes  he  should  be  able  to  do.  If  he 
is  objectively  hypordinate  (pleased  with 
self),  he  is  unperturbed  by  criticism  from 
others  who  point  out  his  complacency.  If  he 
demands  too  much  of  others,  (dominant)  he 
may  become  violently  angry  when  opposed, 
but  he  will  not  become  truly  psychotic  be- 
cause his  norm  is  purely  subjective  and  thus 
easily  modified  (as  a matter  of  expediency.) 
If  he  is  objectively  obsequious  or  dependent 
(submissive)  he  may  grieve  at  the  loss  of  a 
person  upon  whom  he  depends,  but  his  des- 
pair will  not  reach  pathologic  proportions 
because  he  feels  no  pathologic  guilt  or  in- 
adequacy at  being  unable  to  make  his  own 
decisions.  He  has  no  subjective  interpreta- 
tion of  an  objective  norm  that  he  is  trying 
to  live  up  to  in  this  respect.  In  like  manner, 
the  submissive  psychopathic  personality  can- 
not become  pathologically  depressed  when 
criticized  by  those  he  depends  upon,  for  he 
literally  has  no  conscience. 

It  is  this  lack  of  a fixed  standard  of 
right  which  explains  the  clinical  observation 
that  true  psychopathic  personalities  feel  no 
guilt  and  suffer  no  clinically  recognizable 
psychogenic  psychoses  or  psychoneuroses.  It 
is  not  that  they  are  better  adjusted  than 
those  who  become  psychotic  or  psychoneu- 
rotic, but  rather  that  they  are  so  malad- 
justed (lacking  a fixed,  objective  standard 
of  right  to  interpret),  that  they  lack  the 


necessary  sense  of  morality  necessary  to 
experience  either  normal  or  pathological 
guilt. 

It  is  thus  apparent  that  some  Freudian 
psychoanalysts  “cure”  their  patients  by 
making  psychopatic  personalities  of  them ! 
Sigmund  Freud (7>  looked  upon  religion  as 
a man-made  psychoneurosis  because  he  saw 
that  a sense  of  morality  was  necessary  in 
order  to  have  the  capacity  to  develop  mental 
illness.  But  he  erred  in  assuming  that  the 
answer  lay  in  discarding  the  objective 
standard  of  right  and  wrong.  The  Moral 
Theory  of  Behavior (2)  demonstrates  that 
the  solution  lies  rather  in  a more  accurate 
understanding  of  what  constitutes  the  ob- 
jective norm. 

The  most  common  observation  made  by 
authorities  regarding  individuals  with  psy- 
chopathic personalities  is  that  “they  fail  to 
profit  by  experience”.  This  means  that  if 
they  are  jailed  or  in  some  other  way  pun- 
ished for  an  infraction  of  society’s  laws, 
they  are  quite  apt  to  repeat  their  offense. 
They  do  not  profit  by  corrective  discipline 
or  other  unpleasant  consequences  of  their 
acts.  This  seems  incomprehensible  to  us, 
and  yet  it  is  simply  evidence  that  punish- 
ment without  the  sanction  of  justice  is  in- 
effective in  controlling  behavior.  The  psy- 
chopathic personality  does  not  believe  that 
this  punishment  is  for  wrongdoing  but 
rather  for  doing  something  he  wanted  to  do 
that  someone  else  didn’t  ivant  him  to  do. 
The  penalties  of  the  law  are  no  more  effec- 
tive in  curbing  his  behavior,  than  they  are 
in  curbing  the  activities  of  the  thousands  of 
otherwise  law-abiding  citizens  of  our  coun- 
try who  evade  their  federal  income  tax  pay- 
ments because  they  believe  tax  rates  are 
unjust  and  thus  not  binding  in  conscience. 

II — PSYCHOPATHOLOGY  OF  SEX 

One  who  persistently  indulges  in  ab- 
normal sexual  activity  is  usually  referred 
to  as  a “sexual  psychopath”  or  a “psycho- 
pathic personality,  characterized  by  sexual 
deviation”.  Even  if  we  exclude  behavior 
due  to  mental  deficiency,  intoxication  and 
other  organic  factors,  however,  many  sexual 
inverts  or  perverts  fail  to  meet  the  defini- 
tion of  moral  insanity,  or  psychopathic  per- 
sonality. The  morally  insane  may  be  in- 
verted or  perverted,  just  as  others  may  be. 
But  they  are  not  morally  insane  by  virtue 
of  their  sexual  deviation,  but  rather  be- 
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cause  it  can  be  established  that  they  truly 
have  no  objective  standard  of  morality,  but 
live  instead  by  a purely  subjective  norm 
which  changes  with  their  own  desires. 

Many  sexual  deviates  are  well  aware  ot 
their  deviation  from  the  objective  standard 
of  sexual  conduct  which  they  know  is  right. 
They  are  not  in  error  regarding  what  is  to 
be  done,  or  how  it  should  be  done.  They  are 
therefore  neither  morally  insane,  nor  psy- 
chotic or  neurotic. 

There  is  a second  group  who  deviate  sex- 
ually simply  because  they  are  morally  in- 
sane. The  designation  “psychopathic  per- 
sonality, with  sexual  deviation”  is  appropri- 
ate here.  In  this  group,  the  sexual  deviation 
is  simply  one  of  the  many  ways  in  which 
the  patient  may  deviate  from  the  objective 
norm  of  morality  while  following  his  purely 
subjective  norms. 

There  is  a third  group  of  sexual  deviates, 
who  are  not  simply  vicious,  wicked,  or  con- 
cupiscent, like  the  first  group,  nor  morally 
insane  like  the  second  group.  It  is  this  third 
group  which  furnishes  the  majority  of  the 
cases  of  sexual  deviation  seen  by  the  psy- 
chiatrist. They  are  persons  so  conditioned 
(in  varying  degree)  by  early  environment 
that  they  cannot  behave  normally  in  the 
sexual  sphere  because  of  faulty  attitudes 
(and  the  accompanying  emotions)  beyond, 
or  partly  beyond,  their  control.  These  people 
are  actually  mentally  ill  in  the  same  manner 
as  the  psychotics  and  the  psychoneurotics, 
who,  prior  to  their  illness,  know  what  is 
right  and  wrong  in  the  abstract  sense,  yet 
err  in  the  particular  application  of  these  ab- 
stract principles  because  of  faulty  attitudes 
beyond  their  control.  Their  moral  responsi- 
bility ranges  from  “somewhat  reduced”,  to 
none  at  all,  depending  upon  their  degree  of 
invincible  ignorance  and  their  emotion  exist- 
ing antecedent  to  their  acts.  Only  this  third 
group  are  true  sexual  deviates,  for  the  first 
group  could  act  otherwise  if  they  willed ; the 
second  group  act  objectively  normally  or 
otherwise  depending  on  their  desires  of  the 
moment,  believing  that  all  of  their  behavior 
is  normal  and  right  because  it  is  pleasing 
to  them. 

The  first  group  are  moral  rather  than 
psychiatric  problems.  Both  the  second  and 
third  groups  are  psychiatric  problems,  but 
the  second  group  should  be  handled  like 
other  psychopathic  personalities  rather  than 


like  sexual  problems  per  se.  Some  of  the 
problems  encountered  in  the  third  group  are 
readily  understood,  and  thus  treatable,  when 
examined  within  the  framework  of  “The 
Moral  Theory  of  Behavior” (2>. 

TRUE  SEXUAL  DEVIATION 

Sexual  behavior,  like  other  behavior,  is 
learned.  Man  comes  into  the  world  armed 
with  a few  reflex  acts,  but  he  does  not 
know  how  to  do  anything.  The  learning 
process  is  the  product  of  the  stimuli  of  the 
internal  and  external  environment  — as  in- 
terpreted by  reason.  It  is,  thus,  neither  the 
animal  behaviorism  upheld  by  Watson(8), 
nor  a purely  rational  process  which  ignores 
the  stimuli  of  the  total  environment.  “As 
the  twig  is  bent,  so  grows  the  tree”  is  true 
of  man  only  if  we  understand  that  he  him- 
self has  something  to  do  with  the  bending 
after  he  attains  the  use  of  reason.  Despite 
his  gift  of  reason,  however,  man  can  grow 
up  accepting  falsity  as  truth.  What  we  are 
taught  and  exposed  to  in  youth  does  make 
a difference — else  everyone  would  grow  up 
with  the  same  ideas  of  how  things  should 
be  done- — though  the  wicked  would  not  act 
in  accordance  with  their  knowledge. 

Some  are  taught  to  expect  too  little  of 
self  without  realizing  it.  They  feel  capable 
and  praiseworthy  even  though  they  are  ob- 
jectively self-indulgent  and  lax  (hypordi- 
nate). 

The  hypordinate  are  likely  to  feel  quite 
adequate  sexually  and  thus  have  no  doubts 
regarding  their  ability  to  satisfy  their  sex- 
ual needs  in  a morally  acceptable  manner. 
However,  since  they  were  conditioned  to 
indulge  themselves  excessively  without  rea- 
lizing it,  they,  to  varying  degrees,  are  apt 
to  feel  that  certain  sensual  pleasures  are 
permissible.  Just  as  they  eat  excessively 
without  thinking  themselves  gluttons,  so 
also  do  they  tend  to  exceed  the  mean  in 
other  pleasures.  An  objectively  evil  indul- 
gence is  interpreted  by  their  lax  consciences 
as  reasonable  (subjectively). 

Others  are  taught  to  expect  too  much  of 
themselves  without  realizing  it.  Unable  to 
measure  up  to  their  standard  of  perform- 
ance, they  feel  inadequate  and  are  objective- 
ly over  - orderly  (hyperordinate)  and  per- 
fectionistic. 

The  hyperordinate  are  apt  to  feel  inade- 
quate in  the  sexual  sphere  (as  well  as  in 
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general)  and  are  thus  sometimes  frigid.  In 
milder  cases  they  may  be  promiscuous  be- 
cause of  their  need  to  reassure  themselves 
regarding  their  sexual  adequacy.  Other  hy- 
perordinates may  be  frigid  because  their 
scrupulous  consciences  tell  them  that  an  ob- 
jectively reasonable  indulgence  of  the  sen- 
suous appetites  is  unreasonable  (subjective- 
ly). Some  hyperordinates  will  masturbate 
because  they  need  consolation  or  because 
they  are  too  insecure  to  approach  the  oppo- 
site sex.  Others  will  peep  into  windows  to 
gratify  desire  because  their  sense  of  inade- 
quacy makes  a more  overt  approach  impos- 
sible. Their  degree  of  responsibility  varies 
inversely  with  the  intensity  of  their  emo- 
tional needs  engendered  by  a deprivation 
suffered  through  no  fault  of  their  own. 

In  addition  to  acquiring  an  attitude  to- 
ward self  which  exceeds  or  falls  short  of 
the  mean,  we  also  learn  to  expect  too  much 
or  too  little  of  others.  Those  who  are  taught 
to  expect  too  much  of  others  without  realiz- 
ing it  are  demanding  (dominant) , sure  they 
are  right,  and  imbued  with  the  need  to  do 
for  others  what  they  themselves  think  others 
need. 

The  dominant  are  objectively  sadistic 
in  that  they  demand  too  much  of  others 
(though  they  do  not  realize  this).  They  are 
active,  aggressive,  and  have  an  emotional 
need  to  look  after  the  submissive  personali- 
ty of  the  opposite  sex.  The  dominant  woman 
may  suffer  conflict  in  her  sexual  life  be- 
cause of  the  conventional  idea  that  women 
must  play  the  passive  role.  She  may  be 
frigid  with  her  submissive  husband  (oppo- 
sites usually  marry)  because  he  tries  to 
take  the  initiative,  not  because  he  wants  to, 
but  because  he  thinks  he  is  supposed  to. 
She,  of  course,  is  repulsed  by  this  aggression 
which  is  repulsive  to  her  temperament.  She 
may  fail  to  marry  because  convention  holds 
it  unmaidenly  to  pursue  a man,  or  because 
the  submissive  male  she  needs  finds  it  hard 
to  pursue  her  despite  the  sanction  of  con- 
vention. If  she  is  also  hyperordinate,  and 
thus  dubious  of  her  appeal  to  the  opposite 
sex,  she  may  be  more  readily  seduced  by 
another  woman  who  is  overtly  homosexual. 

Those  who  are  taught  to  expect  too  little 
of  others  without  realizing  it  are  overly 
imbued  with  their  obligations  to  others  (sub- 
missive), hesitant  in  making  decisions,  pas- 
sive and  dependent. 


The  submissive  are  objectively  masochistic 
in  that  they  accede  to  the  unreasonable  de- 
mands of  others  (though  they  do  not  realize 
this).  They  are  passive  and  dependent  and 
have  an  emotional  need  to  do  what  the  dom- 
inant of  the  opposite  sex  demand.  The  sub- 
missive male  may  find  conflict  in  his  mar- 
riage in  attempting  to  play  the  dominant 
role  he  has  been  told  the  man  should  play, 
as  indicated  above.  He  may  feel  unloved 
because  his  dominant  wife  feels  it  is  un- 
maidenly to  take  the  initiative  in  love  play, 
for  he  is  usually  accustomed  to  aggressive 
solicitude  from  his  own  dominant  mother. 
The  submissive  male,  like  the  dominant  fe- 
male, is  more  readily  seduced  by  the  overt 
homosexual  because  of  the  conflict  created 
by  a temperament  which  is  the  opposite  of 
what  convention  states  it  should  be.  The 
submissive  male  who  is  also  hypordinate, 
may,  if  he  is  morally  disposed  to  transgres- 
sion, display  his  genitalia  to  the  opposite  sex 
because  he  believes  this  will  be  pleasing  to 
his  audience.  I have  examined  some  exhi- 
bitionists of  this  type  who  have  frankly  ad- 
mitted that  they  expected  their  audience  to 
approach  them  demanding  sexual  satisfac- 
tion. Contrary  to  popular  opinion,  I have 
not  found  the  insecure  (hyperordinate)  to  be 
exhibitionists.  The  insecure  are  not  apt  to 
believe  that  they  or  their  genitalia  will  ap- 
peal to  the  opposite  sex. 

The  attitude  toward  others  (dominance  or 
submission)  seems  to  be  of  more  importance 
than  the  attitude  toward  self  in  the  sexual 
sphere. 

The  most  consistent  sexual  conflict  I have 
observed  clinically  is  that  of  the  “reversed 
personality.”  As  The  Moral  Theory  of  Be- 
ha,vior(2)  indicates,  opposite  temperaments 
(of  opposite  sex)  are  mutually  attracted  to 
each  other  and  usually  marry.  Children  us- 
ually acquire  their  temperament  in  a predict- 
able manner  in  a given  family.  The  first- 
born of  each  sex  usually  acquire  the  quality 
of  dominance  or  submission  the  same  as  that 
of  the  parent  of  the  same  sex,  the  quality  of 
hypordinancy  or  hyperordinancy  the  same 
as  that  of  the  parent  of  the  opposite  sex. 
Succeeding  children  in  a family  are  apt  to 
have  their  personality  “reversed”  by  an  old- 
er sibling  of  the  same  sex  who  is  not  much 
older.  Thus  when  a second  son  is  dominant 
like  his  mother,  instead  of  submissive  like 
his  father  and  older  brother,  he  discovers 
that  he  is  “different”  and  tends  to  identify 
with  mother  rather  than  father.  Such  re- 
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versed  personalities  — of  either  sex  — are 
apt  to  grow  up  feeling  like  “fish  out  of  wa- 
ter.” In  truth  they  should  have  been  reared 
in  a family  in  which  the  father  had  the  moth- 
er’s temperament  and  the  mother  had  the 
father’s,  for  only  in  such  a family  would 
they  seem  adecpiate  to  the  parents. 

Reversed  personalities  are  commonly  mis- 
understood by  their  parents  because  the  par- 
ents find  it  hard  to  understand  a child  with 
attitudes  they  believe  appropriate  to  the  op- 
posite sex.  The  child,  too,  senses  his  devia- 
tion from  his  first  prototype  of  what  his 
sex  should  be  like  (the  parent  of  the  same 
sex).  The  overwhelming  majority  of  all  be- 
havior problems  in  children  referred  to  my 
office  are  reversed  personalities.  They  are, 
referred,  not  so  much  because  there  is  any- 
thing wrong  with  them  objectively,  but  be- 
cause they  seem  all  wrong  to  their  parents 
who  do  not  understand  them.  In  addition 
to  the  generalized  behavior  problem  they  pre- 
sent because  they  are  misunderstood,  many 
of  them  are  latently  homosexual.  In  later 
life,  they  are  more  likely  than  others  to  be- 
come overtly  homosexual  because  of  the  con- 
flict created  by  parental  misunderstanding 
and  identification  with  the  wrong  (opposite) 
sex.  Adult  reversed  personalities  who  have 
married  frequently  admit  that  they  have  nev- 
er felt  adequate  as  a member  of  their  partic- 
ular sex  — and  they  have  never  understood 
why  1 

SUMMARY 

The  psychopathic  personality  presents  a 
unique  problem  which  deserves  further  eval- 
uation. 

The  person  with  psychopathic  personality 
is  “morally  insane”  and  lives  by  a purely 
subjective  norm  of  morality  determined  by 
his  own  pleasure  or  by  expediency.  He  does 
not  recognize  that  there  is  an  objective 
standard  of  right  and  wrong  which  remains 
so,  irrespective  of  what  anyone  thinks  or 
believes. 

The  psychopathic  personality’s  error  is  of 
a different  order  than  that  of  psychotic  or 
psychoneurotic  personalities,  who  err  only  in 
the  particular  application  of  correct  univer- 
sal principles. 

People  with  psychopathic  personalities 
have  personality-types,  just  as  do  other  peo- 
ple. They  do  not  suffer  pathologic  conflict 
sufficient  to  precipitate  psychoses  or  psycho- 
neuroses, however,  because  their  subjective 


norm  is  readily  modified  when  necessary  or 
expedient. 

If  we  exclude  behavior  due  to  mental  de- 
ficiency, intoxication,  and  other  organic  fac- 
tors, there  are  three  general  types  of  sexual 
misbehavior:  1.  sexual  immorality ; 2.  psy- 

chopathic personality,  with  sexual  deviation; 
3.  true  sexual  deviation. 

The  third  group  are  neither  morally  evil 
nor  morally  insane.  Members  of  this  group 
present  a psychiatric  problem  amenable  to 
the  same  principles  of  treatment  effective  in 
the  psychoneuroses  and  certain  psychoses. 

Sexual  behavior,  like  other  behavior,  is 
learned. 

Reversed  personalities  are  exceedingly 
prone  to  latent  or  overt  homosexuality.  They 
are  quite  apt  to  have  more  generalized  con- 
flicts in  addition  to  their  doubts  concerning 
their  masculine  or  feminine  identity. 

CONCLUSIONS 

The  morally  insane  are  not  responsible  for 
their  actions  since  they  have  no  true  “con- 
science” to  violate. 

No  patient  should  be  said  to  have  a psycho- 
pathic personality  unless  he  is  “morally  in- 
sane.” 

The  psychopathic  personality,  with  sexual 
deviation,  should  be  distinguished  from  the 
sexually  immoral  and  the  true  sexual  deviate. 
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It  has  been  found  that  in  pulmonary  tuberculosis 
treated  effectively  with  drags  for  adequate  periods 
there  is  little  remaining  reversible  disease  (lobular 
pneumonitis  and  tubercles  without  necrosis),  and 
that  the  principal  remaining  components  are  necrotic 
nodules  and  fibrosis.  The  necrotic  nodules  frequent- 
ly contain  large  numbers  of  tubercle  bacilli,  and 
usually  communicate  with  bronchi  or  bronchioles, 
thus  furnishing  the  anatomic  prerequisities  for  po- 
tential relapse  and  dissemination.  William  B.  Tuck- 
er, M.D.,  Annals  of  Int.  Med.,  Nov.,  1953. 
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The  Ballistocardiogram 

And  Its  Evaluation 


In  the  Diagnosis  of  Heart  Disease* 


The  Doctors  Smith  explain  the  principles  of  bal- 
listocardiography, and  its  particular  field  of  useful- 
ness. They  provide  a brief  exposition  of  methods, 
results,  and  interpretations.  The  more  important 
aspects  of  interpretation  of  tracings  are  well  illus- 
trated. 

EDITOR 

THE  standard  ballistocardiogram 
is  the  trace  of  the  longitudinal 
velocity  movements  of  the  body 
resulting  from  the  motion  of  the  heart  dur- 
ing each  cardiac  cycle,  and  the  subsequent 
surge  of  blood  through  the  arterial  system. 
It  has  been  under  consideration  since  1877 
(Gorton(1)),  but  only  in  recent  years, 
through  the  untiring  efforts  of  Doctor 
Starr (2),  has  it  gained  popularity  with  the 
medical  profession. 


ARTHUR  L.  SMITH,  JR.,  M.D.  and 
ARTHUR  L.  SMITH,  SR.,  M.D. 

Lincoln,  Nebraska 

present  clinical  instruments  or  by  other  ex- 
amination methods.  This  information  gives 
approximate  velocity  of  the  cardiac  output, 
and,  when  taken  after  light  exercise,  it  un- 
covers myocardial  abnormalities  oftentimes 
not  shown  in  the  electrocardiogram.  There 
are  many  abnormal  traces  taken  at  rest,  but 
this  number  is  greatly  increased  when  a 
measured  amount  of  exercise  is  given  and 
the  ballistocardiogram  again  recorded.  We 
have  recorded  over  1,800  traces  and,  as  rec- 
ommended by  Doctors  Mandelbaum(5>,  the 
first  200  were  on  “normal”  patients  only. 


Fig.  1.  Normal  ballistocardiogram : 

H:  Apical  thrust  (during  isometric  contraction  phase). 

I : Recoil  from  blood  ejection  in  early  systole. 

J : Impact  of  blood  against  aortic  arch  plus  recoil  from  footward  acceleration  of  blood  in 

the  aorta. 

K : Rapid  deceleration  of  blood  in  the  descending  aorta  and  impact  with  small  arteries. 

L and  M : After  vibrations. 


Finally,  the  direct  body-type  electromag- 
netic apparatus  by  Dock(3)  and  its  many  va- 
riations has  made  it  clinically  usable.  Its  in- 
creasing application  in  office  practice  is  prin- 
cipally due  to  the  many  publications  of  Doc- 
tors Mandelbaum(4)  who  received  a clinical 
citation  for  their  exhibit  of  this  work  at  the 
last  meeting  of  the  American  Medical  Asso- 
ciation in  New  York  (1953). 

Ballistocardiography  provides  information 
in  a special  field  which  is  not  covered  by  our 


^Presented  at  the  Nebraska  Regional  Meeting  of  the  Ameri- 
can College  of  Physicians,  February  27,  1954. 


METHODS 

The  table  is  of  the  low  frequency  type  and 
is  strongly  reinforced.  Two  kinds  of  ballisto- 
cardiographic instruments  are  used  by  us: 
(1)  the  Dock(3)  electromagnetic  type  which 
records  velocity  only;  and  (2)  the  Arbeit(G) 
instrument  which  records  displacement, 
velocity,  and  acceleration. 

The  room  is  comfortably  warm,  the  pa- 
tient wears  only  a light  gown,  and,  in  all  sus- 
pected heart  changes,  is  not  allowed  smoking 
or  breakfast.  The  traces  are  usually  re- 
corded after  the  basal  metabolic  rate  has 


506 


Nebraska  S.  M.  J. 


Fig.  2.  Grades  I-IV.  See  Brown's  Method. 


been  taken,  otherwise  a rest  of  twenty  min- 
utes is  prescribed.  The  patients,  82  in  num- 
ber, referred  for  the  ballistocardiogram  and 
electrocardiogram  only,  may  have  had  a 
meal  sometime  before  recordings. 

The  tracings  are  made  on  a Cambridge  re- 
search electrocardiograph  with  polygraphic 
and  stethographic  attachments.  In  the  cal- 
libration  one  millivolt  equals  one  centimeter 
displacement  of  the  string,  and  this,  with  a 


tap  on  the  shoulder  of  the  patient,  is  recorded 
in  all  low  voltage  traces. 

Exercise  consists  of  1,500  to  3,000  foot 
pounds  of  work,  depending  upon  the  condition 
of  the  patient. 

GRADING  OF  TRACES 

(1)  Brown’s  Method<7). 

Grade  I : I-J  waves  during  expiration  are 

not  less  than  fifty  percent  in  height  of  those 
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in  inspiration  which  are  of  normal  amplitude. 

Grade  II:  Majority  of  the  expiratory  I-J 
waves  are  less  than  half  the  height  of  the 
inspiratory  I-J  complexes. 

Grade  III : Small  H-I-J-K  waves  during 

inspiration  and  very  small  or  bizarre  ones  in 
expiration. 

Grade  IV : Chaotic  complexes  and  no  rec- 
ognizable I-J  throughout  respiratory  cycles. 


(II)  Ratio  of  Respiratory  Variation, 
Doerner’s(8)  Method. 

The  mean  of  the  inspiratory  I-J  com- 
plexes divided  by  the  mean  of  those  in  ex- 
piration form  the  basis  for  the  calculation 
of  this  ratio,  with  the  following  results: 
Normal  group  1.5,  hypertensive  group  1.9, 
the  coronary  disease  group  2.2,  and  2.7  for 
the  emphysema  group. 


Fig.  3.  12-4-52.  Coronary  occlusion  four  weeks  before.  Low  amplitude,  fused  H-J  (arrow),  r.lurred 
J (arrow)  and  few  H-I  waves.  Grade  III.  11-9-53.  H-I-J-K  well  formed  but  of  low  amplitude.  After 
exercise  Grade  I.  Much  improved. 
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Fig.  4.  Angina  pectoris.  5-8-53.  Grade  I.  Fused  H-I-J  and  notched  J (arrow).  1-8-54.  Low 
amplitude  and  slurred  J.  After  exercise,  bizarre  tracing,  cannot  isolate  complexes.  Heart  has  greatly 
deteriorated.  Grade  IV. 


(Ill)  Maximum  Body  Velocity  and  Ballis- 
tic Index,  Mandelbaum’s(9)  Method. 

The  largest  velocity  I-J  or  J-K  (M-B-V)  is 
divided  into  the  smallest  velocity  I-J  in  sev- 
eral respiratory  cycles,  and  the  result  is  the 
ballistic  index  (B-I).  The  normal  range  is 
from  0.4  to  1.0,  and  it  may  be  as  low  as  0.1 
in  angina  pectoris.  According  to  these  au- 
thors (9)  the  M-B-V  and  the  B-I  are  as  es- 


sential as  the  P-R  and  Q-R-S  in  the  electro- 
cardiogram. 

NORMAL  AND  ABNORMAL 
BALLISTOCARDIOGRAMS 

The  normal  presents  a low  respiratory  ra- 
tio (average  1.5)  or  a B-I  of  0.4  to  1.0  with 
a definite,  regular  pattern,  and  a constant 
H-K  interval. 
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In  the  hypertensive  type  there  is  an  in- 
creased respiratory  ratio,  a fairly  regular  and 
definite  pattern,  a shallow  I,  deep  K,  and  a 
rather  high  L. 

In  the  coronary  disease  group  the  respir- 
atory ratio  is  increased.  There  is  a decreased 
amplitude  in  expiration,  regular  to  irregular 
pattern,  inconstant  H-K  interval,  and  slurred 
or  notched  waves. 

In  emphysema  the  respiratory  ratio  is  in- 
creased, I wave  usually  short,  H-K  interval 


varies,  and  the  pattern  is  fairly  regular  and 
definite. 

In  cardiac  decompensation  many  varia- 
tions are  seen  but  this  depends  upon  right  or 
left  failure,  the  rate,  and  rhythm  or  ar- 
rhythmia. However,  the  ballistocardiogram 
reverts  to  normal  in  a short  period  of  time 
following  proper  digitalization  and  diuresis. 

Hyperkinetic  types  (high  waves)  are  seen 
in  neurocirculatory  asthenia,  congenital  heart 
disease  with  cyanosis,  uremia,  hyperthy- 
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Fig.  5.  (a)  In  the  electrocardiogram  the  standard,  precordial  and  augmented  extremity  leads  are 

normal. 
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Fig.  5.  (b)  In  the  ballistocardiogram  there  is  only  a slight  respiratory  variation  but  after  exercise 
(1500  foot  pounds  of  work)  the  H-J  varies  from  normal  in  inspiration  to  fused  H-J  (arrow)  and  no 
I wave  (arrow).  H-K  incon  tant,  0.26  to  0.48  second.  (It  was  now  considered  essential  to  exercise 
him  again  and  the  electrocardiogram  then  showed  a splintered  Q3).  Diagnosis,  Angina  Pectoris. 


roidism,  anemia,  aortic  stenosis  and  regurgi- 
tation, acidosis,  leukemia,  beri  beri,  and  ar- 
teriovenous fistula. 

Hypokinetic  types  (low  waves)  are  present 
in  hypothyroidism,  hemorrhage,  burns,  de- 


hydration, hypothermia,  and  malnutrition 
without  fever.  The  trace  returns  to  normal 
if  the  etiologic  abnormality  is  rectified. 

Angina  pectoris  curve  (like  the  coronary 
disease  curve)  may  appear  only  after  exer- 
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cise  or,  if  concealed  by  hyperkinetic  states, 
it  will  appear  later  when  these  conditions  are 
restored  to  normal,  if  such  is  possible. 

Mandelbaum(9)  believes  80  per  cent  of 
grade  III  and  IV  traces  in  so-called  “normal” 


persons  are  due  to  potential  coronary  dis- 
ease which  will  manifest  itself  later  in  life. 

Scarborough'10)  states  breathing  10  per 
cent  oxygen  up  to  20  minutes  does  not  change 
the  ballistocardiogram  of  the  normal  patient, 


\*fm — 


Fig.  6.  Arterial  hypertension.  Auricular  fibrillation.  5-25-53.  Grade  I before  and  after  exercise. 
Fused  H-J  (arrow)  and  deep  K.  1-25-54.  Varying  K,  high  L,  short  H-I.  Fused  H-J  (arrow).  After 
exercise  Grade  II  develops.  Prognosis  less  favorable.  Late  M.  Amplitude  decreased.  Heart  reserve 
decreasing. 
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Fig.  7.  Cardiovascular  hypertensive  disease.  Female,  30  years  of  age.  (a)  Amplitude  low  before 
exercise.  J and  L about  the  same  height  (late  M).  Tap  on  shoulder  (arrow).  (b)  1 mv.  equals  1 cm. 

displacement.  I-J  5 to  6 mm.  in  height,  (c)  After  elxercise,  amplitude  lower.  I-J  l1/*  to  4 mm.  Near- 
ing Grade  III.  Prognosis  serious.  * 


but  it  becomes  abnormal  only  in  coronary 
disease. 

In  coronary  disease  and  in  hypertension, 
progress  is  readily  shown  ballistically  by 
comparison  of  the  traces;  and  in  coronary 
sensitivity  to  tobacco  as  revealed  by  the  bal- 
listocardiogram, the  elimination  of  this  toxic 
substance  is  of  great  therapeutic  importance 
in  treating  these  diseases. 

In  90  per  cent  of  myocardial  infarcts  the 
diagnosis  will  be  confirmed  by  the  serial 
electrocardiogram,  history,  sedimentation 
rate,  fever,  and  leucocytosis.  In  the  diag- 
nosis of  the  remaining  10  per  cent  the  ballis- 
tocardiogram assumes  its  most  important 
role  in  substantiating  the  tentative  opinion. 


VALUE. OF  BALLISTOCARDIOGRAM 

The  principal  value  is  its  sensitivity  to  the 
velocity  of  the  systolic  blood  ejection. 

The  stroke  volume,  minute  volume,  and 
duration  of  systole  can  be  determined  but  are 
not  necessary. 

It  gives  information  on  the  vigor  and  ef- 
fectiveness of  the  systole  which  no  other 
technique  supplies,  and  it  is  this  which  those 
interested  in  cardiac  ballistics  must  know. 

Regardless  of  the  type  of  recognized  ballis- 
tocardiographic instruments  and  tables  used, 
the  respiratory  ratio,  respiratory  variation 
grading,  and  balistic  index  should  be  prac- 
tically the  same. 

Since  cardiac  ejection  can  only  be  altered 
by  exertion,  the  traces,  to  be  of  the  greatest 
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Fig.  8.  Hyperkinetic  type.  Hyperthyroidism.  (a)  All  waves  of  high  amplitude.  Little  change  in 
respiratory  waves.  (b)  Not  much  change  after  exercise.  (c)  50  mm.  per  second.  Waves  can  now  be 
easily  analyzed. 


diagnostic  value,  must  be  made  before  and 
after  graduated  exercise. 

It  is  useful  in  prognosis  and  therapeutic 
management  by  comparison  of  serial  traces 
during  the  period  of  illness. 

Finally,  the  ballistocardiograph  has  a def- 
inite place  in  the  diagnosis  and  management 
of  heart  disease,  but  this  sensitive  instru- 
ment should  not  be  subjected  to  the  same 
interpretative  abuses  as  has  the  electro- 
cardiograph in  the  past.  All  methods  of  ex- 
amination of  the  heart  must  be  used,  such 
as  physical,  instrumental,  and  laboratory  if 
we  expect  to  make  the  correct  diagnosis; 
and  we  wish  to  point  out  that  no  one  method 
is  infallible. 
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Unexpected  Conditions 
Found  a/  Operation* 


E.  A.  CONNOLLY,  M.D. 
Omaha,  Nebraska 


ANYONE  practicing  surgery  is 
frequently  reminded  of  the 
L fact  that  medicine  is  not  an 
exact  science.  I do  not  wish  to  give  the  im- 
pression that  only  men  certified  by  the 
American  Board  of  Surgery  be  permitted  to 
operate,  but  many  times  have  1 heard  doc- 
tors say,  “I  make  no  pretense  of  being  a 
finished  surgeon  but  limit  myself  only  to 
simple  procedures  as  tonsillectomies,  her- 
niorrhaphies and  appendectomies.”  The 
point  is  that  these  men  are  often  poorly  pre- 
pared for  unexpected  findings.  I know  that 
findings  different  from  those  anticipated 
are  not  due  entirely  to  my  lack  of  diagnos- 
tic acumen  because  many  times  others  have 
sought  my  aid  when  the  findings  at  opera- 
tion were  at  variance  with  what  they  ex- 
pected. What  I am  trying  to  say  is  that  any- 
one practicing  surgery  should  be  resource- 
ful and  capable  of  adjusting  himself  to  the 
pathology  present.  I have  made  a list  of 
some  of  the  unexpected  conditions  encount- 
ered by  me. 


Non  Specific  Granuloma  Volvulus  of  Sigmoid 


Terminal  Ileitis 
Divei’ticulitis 
Acute  Pancreatitis 
Aberrant  Pancreas 
Pancreatic  Cyst 
Meckel’s  Diverticulitis 
Small  Bowel 
Obstruction 
Mesenteric  Adenitis 
Mesenteric  Thrombosis 
Pregnancy 
Perforated  Viscus 
Ureteral  Obstruction 
with  Hydronephrosis 


Necrosis,  Epiploic 
Appendage 
Arteriovenous 
Aneurysm 

Anomalous  Ducts  and 
Blood  Vessels 
Non-rotation  of 
Intestines 
Carcinoma 
Tuberculous 
Peritonitis 
Acute  Salpingitis 


TERMINAL  ILEITIS.  A.O.,  white  female,  mar- 
ried, age  27.  She  complained  of  pain  in  the  lower 
abdomen  and  right  side  for  one  year.  There  was 
one  child,  age  six.  Her  periods  had  been  regular 
prior  to  eighteen  months  ago  but  no  menstruation 
since.  She  has  been  under  treatment  by  her  family 
physician  for  the  past  year,  receiving  estrogens. 
On  examination,  a fixed  tumor  in  the  pelvis  was 
found.  This  was  thought  to  be  an  ovarian  tumor, 
although  there  were  no  masculinizing  signs  pres- 
ent to  account  for  her  amenorrhoea.  At  operation, 

*Presented  at  the  meeting  of  the  Omaha  Mid-West  Clinical 
Society,  October,  1953. 


the  uterus,  tubes  and  ovaries  were  normal.  The 
mass,  at  first  was  thought  to  be  a granuloma,  re- 
sulting from  a perforated  appendix.  Although  the 
bowel  had  not  been  prepared  for  bowel  resection,  it 
was  necessary  to  resect  the  mass  for  cure.  The 
pathological  diagnosis  was  non-specific  granuloma- 
terminal  ileitis. 

DIVERTICULITIS.  On  at  least  two  oc- 
casions I have  been  asked  to  help  out  when 
the  operator  found  that  a suspected  ovarian 
tumor  was  actually  a tumor  of  the  sigmoid. 

Mi’s.  W.W.,  white,  female,  married,  age  69.  This 
patient  complained  of  urinary  frequency  and  dy- 
suria.  Consultation  note  on  proctoscopic  exami- 
nation by  a rectal  specialist,  “nothing  found  in  the 
bowel,  but  scope  could  not  be  passed  higher  than 
the  cervix,  probably  due  to  previous  hysterectomy.” 
Preoperative  diagnosis  by  the  gynecologist:  pelvic 
cystic  mass.  In  this  instance  I thought  it  was  best 
to  do  no  surgery  at  this  time,  but  to  close  the  abdo- 
men, and  at  a later  date,  after  bowel  preparation,  to 
resect  the  mass.  This  was  done,  and  she  made  an 
uneventful  recovery. 

Mrs.  L.M.,  white,  female,  married,  age  53.  Pre- 
operative diagnosis  by  the  operator:  Endometriosis. 

I was  called  in  because  there  was  a mass  in  the 
sigmoid.  There  was  no  evidence  of  endometriosis, 
and  it  was  felt  that  the  mass  was  diverticulitis 
rather  thas  carcinoma.  The  mass  was  resected, 
and  she  made  an  uneventful  recovei’y. 

On  at  least  three  occasions,  peritoneal  ir- 
ritation due  to  perforated  diverticulitis  was 
erroneously  diagnosed  as  an  acute  or  per- 
forated appendicitis.  On  two  occasions  drain- 
age alone  was  instituted  and  on  one,  colos- 
tomy with  subsequent  resection.  It  was 
formerly  thought  that  colostomy  should  al- 
ways precede  resection  for  diverticulitis  but 
now,  with  bowel  preparation,  definitive  sur- 
gery can  be  done  in  one  stage  instead  of 
three. 

ACUTE  PANCREATITIS.  It  probably 
should  be  routine  to  run  blood  amylase  deter- 
minations on  all  acute  abdominal  emerg- 
encies. Although  acute  pancreatitis  is  not  a 
surgical  disease,  the  findings  of  fat  necrosis 
on  opening  the  abdomen  disproves  the  pre- 
operative diagnosis  of  acute  appendicitis  or 
acute  cholecystitis. 

ABERRANT  PANCREAS.  M.C.,  white,  female, 
married,  age  46,  was  referred  to  me  by  an  excellent 
surgeon  in  a distant  city.  She  complained  of  pain 
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in  the  upper  right  quadrant  radiating  into  the  right 
shoulder.  There  was  also  a complaint  of  indigestion 
and  of  gas  formation  with  belching.  Pork  and 
fresh  fruits  aggravated  her  trouble.  X-rays  dis- 
closed gallstones  and  she  was  referred  for  a cho- 
lecystectomy. At  operation  February  12,  1952,  the 
gallbladder  was  filled  with  small  stones,  (several 
hundred).  The  common  duct  was  not  dilated,  the 
appendix  had  previously  been  removed,  and  the  pan- 
creas felt  normal.  There  was  no  pathology  in  the 
pelvis.  On  palpating  the  stomach,  a hard  tumor 
mass  two  centimeters  in  diameter  was  felt  on  the 
anterior  surface  of  the  stomach,  in  the  pre-pyloric 
region.  It  was  thought  to  be  an  early  malignant 
tumor.  A radical  gastrectomy  and  cholecytectomy 
were  performed.  The  pathological  diagnosis:  Ac- 

cessory pancreas  in  pyloric  end  of  stomach  and  ac- 
cessory pancreas,  also,  in  the  great  omentum.  No 
malignancy. 

PANCREATIC  CYST.  A child  age  of  five  was 
riding  a bicycle  and  fell.  The  handle  bar  struck 
his  abdomen.  There  followed  intermittent  ab- 
dominal pain  and  he  was  admitted  to  the  hospital 
twelve  days  later.  On  the  nineteenth  day  after  in- 
jury, I saw  the  child  in  consultation.  There  was  a 
mass  in  the  left  upper  quadrant  associated  with 
depression  of  the  transverse  colon.  It  was  thought 
that  this  represented  a hematoma  from  splenic 
trauma,  but  on  exploration  a pancreatic  pseudo-cyst 
was  found. 

MECKEL’S  DIVERTICULITIS.  Meckel’s 
diverticulitis  produces  symptoms  identical 
with  appendicitis,  and  should  always  be  in- 
vestigated when  the  appendix  is  not  found 
to  inflamed.  In  the  conditions  in  which 
a diagnosis  of  appendicitis  has  been  made 
and  the  pathology  is  not  present  in  the  ap- 
pendix, the  terminal  ileum  should  be  ex- 
plored for  ileitis  and  Meckel’s  diverticulitis. 
An  unexplained  massive  gastro  - intestinal 
hemorrhage  may  be  due  to  aberrant  gastric 
mucosa  in  the  Meckel’s  diverticulum  with 
peptic  ulceration. 

SMALL  BOWEL  OBSTRUCTION.  This  is 
most  commonly  due  to  adhesions  from  pre- 
vious surgery,  but  carcinoid  tumors,  malig- 
nant tumors,  gallstones,  polyps,  intussuscep- 
tion, fecaliths,  internal  hernias,  and  Meckel’s 
diverticulum  are  all  causes  of  small  bowel  ob- 
struction. 

MESENTERIC  ADENITIS.  M.F.,  white,  female, 
single,  age  18.  Eighteen  hours  prior  to  surgery, 
she  had  dull  cramping  pains  throughout  the  ab- 
domen which  later  localized  in  the  right,  lower 
quadrant.  She  was  nauseated  but  did  not  vomit. 
Temperature  99.4,  WBC  13,900,  polys  87  (segs.  41, 
stabs.  46,  B2,  E3,  L9,  mons.  1).  At  operation  explo- 
ration was  negative  except  for  marked  mesenteric 
adenitis.  A non-pathologic  appendix  was  removed. 

It  is  not  rare  to  find  large  mesenteric 
lymph  glands  in  young  people  who  complain 
of  pain,  similar  to  that  encountered  in  ap- 


pendicitis but  without  any  definite  or  gross 
involvement  of  the  appendix  . 

MESENTERIC  THROMBOSIS.  On  three 
different  occasions,  acute  abdominal  emer- 
gencies that  were  diagnosed  as  perforated 
appendicitis,  perforated  diverticulitis  and 
perforated  appendicitis,  proved  to  be  exten- 
sive mesenteric  thrombosis. 

T.W.K.,  white,  male,  age  83.  This  man  had 
been  in  reasonably  good  health  until  two  days  ago, 
when  he  developed  lower  abdominal  pain  with 
nausea,  vomiting,  and  diarrhea.  When  seen  in  con- 
sultation with  an  internist,  the  WBC  was  15,350, 
polys.,  88,  lymphs.,  6,  and  monos.,  6.  He  was  ex- 
quisitely tender  on  palpation  over  McBurney’s  point 
with  marked  rebound  tenderness.  My  impression 
was  perforated  appendicitis  with  peritonitis.  The 
internist’s  diagnosis  was  perforated  diverticulitis. 
The  postoperative  diagnosis  was  massive  mesenteric 
thrombosis. 

S.A.,  white,  male,  age  48.  On  April  6,  1946,  at 
7 p.m.,  he  had  slight  pain  in  the  epigastiium.  The 
following  morning  he  reported  for  work  at  9:30 
A.M.,  but  had  severe  pain  with  nausea  and  vomit- 
ing. He  was  sent  to  the  hospital  at  11:30  A.M. 
On  examination  there  was  rigidity  and  mai’ked 
tenderness  in  the  upper  quadrant,  but  no  masses 
could  be  felt.  He  was  in  shock.  The  hemoglobin 
was  109  per  cent,  RBC,  5,430,000;  WBC,  25,000, 
monos.  2,  lymphs  8,  nucleocells  90,  stabs  26,  segs  70 
One  internist  thought  he  had  an  acute  abdomen 
which  should  be  explored  while  another  thought 
that  he  had  a perforated  abdominal  viscus.  At  ex- 
ploration, there  was  extensive  mesenteric  throm- 
bosis. 

PREGNANCY.  During  the  child  bearing 
age,  in  all  women  with  pelvic  tumors,  and 
in  females  with  the  complaint  of  nausea  and 
vomiting,  pregnancy  should  be  seriously 
considered.  An  accurate  menstrual  history 
must  be  obtained  and  a Friedmann  test, 
when  indicated.  On  two  occasions,  on  open- 
ing the  abdomen,  the  uterus  had  the  appear- 
ance of  pregnancy.  It  is  difficult  at  times 
in  surgery  to  make  an  absolute  diagnosis 
without  jeopardizing  the  fetus.  In  such  cases 
it  is  best  to  close  the  abdomen  and  await 
further  development. 

PERFORATED  VISCUS.  If  the  diagnosis 
had  not  been  that  of  perforation,  a whiff  of 
gas  on  incising  the  peritoneum  proves  the 
diagnosis  of  perforation. 

URETERAL  OBSTRUCTION  WITH  HYDRONE- 
PHROSIS. A thirty  year  old,  white,  female,  was 
seen  in  consultation  because  of  dyspepsia  and  a mass 
in  the  right,  upper  quadrant.  Gallbladder  and  gastro- 
intestinal x-ray  films  were  negative.  On  explora- 
tion, the  mass  proved  to  be  a markedly  dilated  kid- 
ney pelvis,  due  to  hydro-ureter  and  hydro-nephrosis 
resulting  from  ligation  of  the  ureter  at  previous 
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operations  for  endometriosis.  The  kidney  was  re- 
moved. 

VOLVULUS  OF  SIGMOID.  M.C.,  white,  female, 
widow,  age  54.  On  November  26,  1951  she  had  a 
perforated  appendicitis  with  paralytic  ileus  and  an 
appendectomy  with  drainage  was  done.  On  January 
15,  1952  she  had  a total  hysterectomy  for  fibroids 
with  bilateral  salpingo-oophorectomy.  She  was 
seen  on  April  30,  1952,  complaining  of  pain  in  the 
abdomen,  especially  after  eating  since  her  opera- 
tion three  months  ago,  with  attacks  of  pain  which 
simulated  partial  obstruction.  At  operation  on 
April  30,  1952,  the  small  bowel  was  adherent  to  the 
anterior  abdominal  wall.  The  cecum  was  redundant 
and  dilated.  There  was  a volvulus  of  the  dilated 
sigmoid.  The  sigmoid  was  resected  and  anastomosed 
end  to  end.  A cecopexy  was  done  and  release  of 
the  small  bowel  adhesions  with  plication  of  the 
small  bowel  from  the  cecum  to  the  liagment  of 
Treitz,  Noble  operation. 

NECROSIS  EPIPLOIC  APPENDAGE. 

White,  male,  married,  age  45.  This  man  was 
a chef  who  lifted  a case  of  lettuce.  He  had 
a sudden  pain  in  the  abdomen  while  lifting. 
Pain  continued  that  day.  The  following  day 
he  had  tenderness,  rigidity  and  rebound 


tenderness  over  McBurney’s  point.  In  con- 
sultation with  an  internist,  there  was  agree- 
ment on  the  diagnosis  of  acute  appendicitis, 
and  surgery  was  advised.  At  operation,  the 
appendix  was  normal  but  there  was  necrosis 
of  an  epiploic  appendage,  due  to  torsion. 

ARTERIOVENOUS  ANEURYSM  OF  THE  RE- 
NAL VESSELS.  October  13,  1947,  N.K.,  white,  fe- 
male, married,  age  33  was  seen.  This  lady  was 
thought  to  have  a vascular  tumor  of  the  spleen 
but  at  surgery  it  proved  to  be  an  arterio-venus 
aneurysm  of  the  kidney.  The  kidney  was  enlarged 
about  four  times  normal.  On  examination  prior  to 
surgery,  there  was  a large  pulsating  tumor  under 
the  costal  margin  over  which  a marked  thrill  was 
palpable.  This  required  nephrectomy  rather  than 
splenectomy. 

DISCUSSING  UNEXPECTED  FINDINGS 
AT  SURGERY.  One  must  always  be  cogniz- 
ant of  the  anomalies  of  the  biliary  ducts  and 
of  the  cystic  and  hepatic  arteries.  No  matter 
how  skillful  a surgeon  is  or  how  experienced, 
he  should  never  divide  any  structure  unless 
it  has  been  carefully  and  thoroughly  dis- 
sected. 


Complications  /»  Anesthesia 

Local  and  General* 


In  this  article.  Doctor  Therien  dwells  upon  the 
etiology,'  the  prompt  recognition,  and  the  proper  treat- 
ment of  complications  arising  during  the  course  of, 
or  immediately  following  the  use  of  local  and  of 
general  anesthesia.  He  also  calls  attention  to  certain 
procedures  that  may  help  to  avoid  some  of  these 
"dramatic"  episodes. 

EDITOR 

Reactions  to  local  anesthetics  have  been 
seen  by  all,  even  though  the  incidence  of 
these  dramatic  reactions  is  not  large.  If 
this  were  not  true,  a considerable  amount 
of  present  day  surgery  would  be  left  un- 
done. One  often  finds  a patient  who  states 
he  cannot  tolerate  local  anesthesia  because 
of  a reaction  he  had  during  a previous  ad- 
ministration of  a local  anesthetic.  This  is 
a tragic  situation  because,  as  a rule,  these 
patients  have  had  an  epinephrine  reaction 
which  they  have  confused  with  a reaction 
to  local  anesthetic. 

We  have  been  taught  through  the  years 
that,  to  be  safe,  local  anesthetics  must  be 

‘Read  before  Omaha  Mid-West  Clinical  Society,  October, 
1953. 
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given  with  epinephrine.  There  were  very 
few  contraindications  to  this  procedure.  Ac- 
cording to  .the  pharmacological  texts  of  past 
years,  epinephrine  performs  the  dual  service 
of  decreasing  the  rate  of  absorption  of  the 
local  anesthetic  from  the  desired  site,  and  of 
allowing  the  anesthetic  drug  to  be  destroyed 
as  it  is  slowly  absorbed  into  the  circulation 
of  the  individual (1). 

A little  questioning  about  the  symptoms 
exhibited  by  the  patient  who  states  that  he 
has  had  a drug  reaction  will  usually  elicit 
the  following:  The  patient  states  that  after 
the  drug  was  injected  he  felt  an  overwhelm- 
ing weakness,  his  heart  pounded  and,  not  in- 
frequently, he  fainted.  These  are  not  symp- 
toms of  a local  anesthetic-reaction  but  are, 
in  fact,  those  of  rapid  absorption  of  epine- 
phrine or  one  of  the  related  drugs.  Because 
of  these  epinephrine-reactions  it  was  decided 
to  omit  the  epinephrine  from  solutions  of 
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local  anesthetics.  Since  this  omission,  it  is 
the  authors  experience  that  the  incidence 
of  reactions  has  been  reduced.  Others,  also, 
have  found  this  true. 

What  about  the  complications  of  local  an- 
esthesia? Let  us  classify  these  reactions 
into  three  groups. 

Peripheral  Cardiovascular  Collapse:  In  this 
first  type  of  reaction  a mild  response  occurs 
after  a small  dose  of  local  anesthetic  has 
been  administered.  The  first  symptom  may 
be  nausea;  next,  a cold,  clammy  skin  will 
be  noted.  Sometimes  nausea  may  occur  later. 
The  patient  will  complain  that  he  is  tired 
and  weak.  If  one  feels  the  radial  puse  at 
that  time  it  will  be  found  slow  and  feeble. 
The  blood  pressure  is  low;  a normal  indi- 
vidual may  have  a blood  pressure  of  80  mm. 
of  mercury.  When  this  type  of  reaction  be- 
comes more  severe,  the  blood  pressure  may 
reach  seriously  low  levels,  and  the  other 
symptoms  may  be  considerably  magnified. 
If  this  condition  is  allowed  to  progress  there 
is  imminent  danger  of  coronary  occlusion  be- 
cause of  the  inadequate  coronary  flow.  There 
is  danger,  also,  of  inadequate  oxygenation 
of  the  brain  and  other  vital  tissues.  There- 
fore, the  first  thing  to  do  is  to  give  the  pa- 
tient a vasopressor,  such  as  ephedrine  sul- 
fate, Vasoxyl,  Methedrine,  or  Neo-syne- 
phrine.  If  the  reaction  has  become  severe, 
oxygen  inhalation  is  recommended.  It  may 
be  necessary  to  administer  intravenous  fluids 
including  additional  amounts  of  the  vasopres- 
sor drugs. 

Central  Nervous  System  Response:  The 

second  type  of  reaction  is  that  of  central 
nervous  system  response.  In  the  early  stage 
this  is  one  of  stimulation  of  the  central  ner- 
vous system.  The  patient  may  become  very 
talkative,  appear  to  be  drunk,  incoordinated, 
and,  finally,  may  exhibit  minor  convulsions. 
These  symptoms  usually  pass  off  rapidly,  and 
the  patient  loses  consciousness  temporarily. 

The  treatment  of  this  type  of  reaction  is 
the  immediate  intravenous  injection  of  a 
barbiturate,  preferably  the  rapid  acting  Pen- 
tothal,  Evipal,  or  Surital.  Administration 
of  oxygen  under  positive  pressure  may  be 
necessary,  possibly  with  endotracheral  in- 
tubation to  provide  easier  passage  of  oxygen 
to  the  patient.  It  is  said  that  a patient  very 
rarely  dies  of  convulsions,  per  se.  It  is 
usually  a death  of  hypoxia  because  of  the 
inability  of  the  patient  to  breath.  Curare 


may  sometimes  be  used  intravenously  to 
stop  the  convulsions.  If  the  blood  pressure 
drops,  as  it  usually  does,  there  is  bradycard- 
ia. The  intravenous  administration  of  vaso- 
pressors then  becomes  necessary. 

A late  type  of  central  nervous  system  re- 
action is  that  of  depression.  Here  one  finds 
drowsiness,  analgesia,  and  the  patient  loses 
consciousness  without  ever  exhibiting  con- 
vulsions. The  muscles  appear  to  be  flaccid, 
and  the  blood  pressure  drops  precipitously. 
The  pulse  becomes  more  rapid  and  thready. 
Although  this  is  a later  reaction,  treatment 
is  much  the  same,  making  it  necessary  im- 
mediately to  give  vasopressors,  intravenous 
fluids,  and,  by  all  means  adequate  oxygen. 
Again  it  may  be  necessary  to  intubate  the 
patient  and  to  use  positive  pressure  oxygena- 
tion. 

Allergic  Reaction:  The  third  type  of 

anesthetic  reaction  is  that  of  the  true  aller- 
gic response.  A true  allergy  to  a local  an- 
esthetic agent  is  rare,  but  when  this  occurs 
one  may  see  urticaria  rashes,  angioneurotic 
edema,  or  bronchospasm.  The  area  around 
the  site  of  injection  may  show  pseudopodia 
and  an  erythema.  Treatment  consists  of  the 
use  of  antihistamines,  preferably,  at  this 
time,  intravenously.  If  this  reaction  be- 
comes serious  in  its  proportions,  epinephrine 
may  be  necessary.  Whenever  it  is  doubtful 
as  to  the  true  cause  of  the  local  anesthetic 
reaction,  it  is  best  simply  to  use  skin  tests 
on  the  patient,  trying  out  the  various  drugs 
that  one  might  possibly  use.  Here,  using  a 
small  amount  of  the  agent,  and  using  a con- 
trol of  normal  saline  alongside  the  other  skin 
wheals  used  to  test  the  drugs,  one  will 
promptly  note  the  pseudopodia  and  the 
erythematous  area  surrounding  the  wheal 
made  by  the  drug  which  gives  the  allergic 
response.  At  the  present  time  many  new 
local  anesthetic  agents  are  available  and  more 
reactions  of  the  allergic  nature  may  develop. 

The  aforementioned  anesthetic  reactions 
are  usually  caused  by  the  most  commonly 
used  drugs  such  as  procaine,  Metycaine, 
Pontocaine  and  cocaine.  Pontocaine  and  co- 
caine are  frequently  administered  topically, 
and  in  this  manner  large  doses  may  rapidly 
be  absorbed  from  a mucosal  surface  and 
thereby  cause  the  same  reaction  that  larger 
doses  of  the  procaine,  Metycaine,  or  Ponto- 
caine may  when  injected  parenterally.  Some 
precautions  should  be  taken  in  local  admin- 
istration of  anesthetic  agents.  One  such 
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precautionary  measure  is  to  avoid  the  rapid 
injection  of  massive  doses.  It  is  better  that 
the  required  dosage  should  be  given  slowly 
allowing  time  for  the  operator  to  observe  the 
reaction  of  the  patient  to  the  drug.  One 
must  also  beware  of  administering  any  large 
dosage  of  a local  anesthetic  to  a toxic  patient 
who  has  an  elevated  temperature,  or  when 
the  atmosphere  is  extremely  warm.  These 
toxic  patients  are,  at  that  time,  very  suscep- 
tible to  a drug  reaction. 

COMPLICATIONS  OF  GENERAL  ANESTHESIA 

The  complications  of  general  anesthesia 
may  be  listed  in  three  different  periods.  In 
the  order  of  their  occurrence  they  are: 

1.  Induction  Period:  One  of  the  most 

common  complications  during  this  period  is 
that  of  emesis  with  aspiration  of  the  vom- 
itus.  The  patient  who  has  a full  stomach  is 
a very  poor  surgical  risk.  All  attempts  to 
empty  the  stomach  are  inefficient.  If  the 
patient  does  not  vomit  during  the  induction 
he  will  invariably  vomit  as  his  reflexes  re- 
turn. The  hazard  of  aspiration  remains. 
Very  rarely  is  the  operation  of  such  emer- 
gency that  it  must  be  done  while  the  patient 
has  a full  stomach.  If  the  anesthetic  must 
be  given  under  these  unfavorable  circum- 
stances, the  operating  table  should  be  one 
easily  tilted,  and  facilities  for  aspiration 
must  be  readily  available. 

Another  type  of  emesis  is  seen  in  the  pa- 
tient with  intestinal  obstruction.  Such  a 
patient  frequently  has  a greatly  dilated 
stomach  filled  with  watery  secretions.  When 
anesthesia  is  induced,  a silent  regurgitation 
occurs  as  a result  of  the  relaxation  of  the 
protective  reflexes.  Manipulation,  too,  of 
bowel  and  stomach  during  a surgical  pro- 
cedure may  force  these  fluids  into  the 
pharynx. 

Obstetrical  patients  should  be  instructed 
to  refrain  from  all  except  liquids  if  contrac- 
tions are  suggestive  of  labor.  Nothing  should 
be  given  orally  while  they  are  in  labor. 

Laryngospasm  is  another  complication  fre- 
quently noted  during  induction.  High  con- 
centrations of  irritating  anesthetic  agents, 
excessive  mucus,  and  foreign  materials  such 
as  blood  in  the  oropharynx  usually  initiate 
laryngospasm.  Treatment  consists  of  re- 
moving the  irritating  factors.  Administra- 
tion of  oxygen  under  pressure  usually  will 
then  relieve  the  spasm.  Rarely  it  may  be 
necessary  to  perform  tracheostomy. 


Obstruction  of  the  airway  of  the  patient 
is  frequently  seen  during  induction.  This 
obstruction  is  usually  caused  by  the  softness 
or  flaccidity  of  the  pharyngeal  muscles,  the 
so  called  “swallowing  of  the  tongue.”  This 
is  relieved  by  the  installation  of  an  oro- 
pharyngeal airway,  or  sometimes  is  relieved 
simply  by  elevation  of  the  mandible.  Occa- 
sionally a patient  may  be  overly  premedi- 
cated. The  premedication  may  have  been 
given  in  excessive  doses,  or  the  patient  may 
be  unusually  susceptible  to  the  premedicat- 
ing agent.  The  respiratory  excursion  sud- 
denly becomes  severely  depressed  after  a 
few  breaths  of  an  anesthetic  agent,  or  after 
a small  amount  of  intravenous  barbiturate 
has  been  given  as  an  induction  agent.  In 
these  cases,  if  the  depression  is  serious,  it 
is  best  to  postpone  the  operative  procedure. 

Convulsions  are  sometimes  seen  during 
inductions  when  such  drugs  as  ether,  Vin- 
ethene,  or  ethyl  chloride  are  used.  Ethyl 
chloride  should  not  be  used  for  anesthesia 
when  other  agents  are  available.  When  such 
convulsions  occur,  one  must  see  to  it  that 
the  patient  receives  adequate  oxygenation, 
and  that  the  irritating  or  causitive  vapor 
be  removed.  Excessive  mucus  is  another 
complication  seen  during  induction.  It  is 
caused  by  the  irritating  vapor.  It  usually 
appears  when  the  patient  has  received  inad- 
equate preoperative  medication. 

2.  Maintenance  Period : The  second  phase 
or  period  of  the  anesthetic  during  which 
complications  may  occur  is  that  of  the  main- 
tenance period.  Here  we  have  the  constant 
danger  of  hypoxia.  Hypoxia  is  tolerated 
poorly  by  any  patient  but  tolerated  less  by 
the  patient  having  a poor  cardiac  reserve 
or  an  anemia. 

Hypoxia  from  inadequate  respiratory  ex- 
cursion may  be  caused  by:  (a)  too  deep  a 

stage  of  anesthesia;  (b)  an  overdosage  of 
curare-like  drugs;  and  (c)  mechanical  lim- 
itation of  movement  of  the  thorax  due  to 
position.  Deep  trendelenburg  position  is  an 
example  of  the  latter.  The  diaphragm  must 
force  abdominal  contents  away  with  each  ex- 
cursion. This  is  a serious  hazard  in  the 
obese  or  in  the  pregnant  individual.  Atelec- 
tasis may  occur  from  such  pressure. 

Hypoxia  may  result  from  an  inadequate 
oxygen  percentage  in  the  anesthetic  mixture. 

A frequently  unrecognized  group  of  com- 
plications are  those  of  autonomic  traction 
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reflexes.  These  are  caused  by  tension  or 
traction  on  the  bowel  or  peritoneum.  These 
traction  reflexes  have  been  known  to  cause 
serious  changes  in  cardiac  rhythm  as  well 
as  sudden  drops  in  blood  pressure.  The  pulse 
may  exhibit  a severe  bradycardia.  At  times 
the  anesthetist  will  be  unable  to  obtain  a 
blood  pressure.  Associated  with  the  cardiac 
responses  to  traction  there  is  also  a respira- 
tory component.  A period  of  apnea  may  be 
followed  by  a rapid  rate  of  breathing.  Laryn- 
gospasm  may  occur.  “Crowing”  may  result 
from  traction.  When  tension  on  bowel  or 
peritoneum  is  released,  these  responses  rap- 
idly disappear.  Sometimes  the  reflex  hypo- 
tension thus  induced  may  confuse  the  anes- 
thetist, leading  him  to  believe  the  patient  is 
in  hemorrhagic  shock.  When  there  is  brady- 
cardia it  is  usually  doubtful  that  the  cause 
is  hemorrhage.  At  this  time  a small  dose 
of  a vasopressor  may  be  given  intravenous- 
ly to  restore  vascular  tonus. 

Convulsions  may  occur  during  the  main- 
tenance period  of  an  anesthetic.  These  are 
exhibited  primarily  as  twitchings  of  the  fa- 
cial muscles.  Twitching  may  gradually  spread 
to  other  muscles,  and  then  a generalized  con- 
vulsive phase  may  occur.  At  the  first  sign 
of  a convulsive  manifestation  the  anesthetic 
agent  should  be  stopped.  The  patient  should 
be  oxygenated,  and,  if  necessary,  ventilated 
with  positive  respiration.  If  the  convulsions 
continue,  one  of  the  barbiturate  drugs  in 
small  quantities  should  be  administered  in- 
travenously. It  is  at  this  point  that  cardiac 
arrest  may  occur.  It  has  been  shown  that 
convulsions  under  general  anesthesia  are 
more  prone  to  occur  when  there  is  an  exces- 
sive atmospheric  temperature,  when  the  pa- 
tient exhibits  fever,  and  with  an  accumula- 
tion of  carbon  dioxide(2).  When  these  three 
situations  are  present,  it  is  the  anesthetist’s 
duty  to  be  acutely  aware  of  any  change  in 
the  patient’s  condition. 

3.  Postoperative  Period:  The  postopera- 

tive phase  may  be  divided  into  the  imme- 
diate and  the  delayed  phase.  In  the  imme- 
diate phase  hypoxia  is  still  a danger.  It  is 
too  frequently  observed  when  the  patient  is 
removed  from  the  operating  table  while  still 
seriously  depressed,  and  removed  to  a room 
to  recover  from  the  anesthetic  without  su- 
pervision. It  is  this  immediate  postoperative 
period  that  becomes  the  most  hazardous  to 
the  patient. 

In  the  immediate  postoperative  period 


there  may  be  severe  hypotension.  This  may 
be  caused  by  hemorrhage,  or  may  be  caused 
simply  by  a sudden  change  in  the  position 
of  the  patient.  Any  patient  who  has  been 
deeply  anesthetized  and  then  is  suddenly 
moved,  no  matter  whether  from  side  to  side, 
or  from  a trendelenburg  to  the  level  posi- 
tion, or  from  stirrups  to  the  supine  position, 
may  show  a severe  hypotension.  The  vas- 
cular bed  is  not  capable  of  handling  changes 
in  position  at  this  time. 

Another  complication  in  the  postoperative 
phase  is  that  of  prolonged  anesthetic  depres- 
sion. An  overdose  of  the  anesthetic  agent 
may  have  been  given,  or  a heavy  dose  of  one 
of  the  curare-like  agents  that  will  persist 
for  some  time. 

At  the  completion  of  a surgical  procedure 
the  oropharynx  should  be  checked  for  se- 
cretions that  may  have  accumulated. 

Laryngospasm  may  also  occur  from  the 
presence  of  these  secretions  in  the  pharynx. 
One  should  take  measures  to  avoid  this  be- 
fore the  patient  leaves  the  operating  room. 
One  should  aspirate  any  secretions  present 
in  the  pharynx,  and,  if  there  is  the  slightest 
indication  of  an  accumulation  of  secretions 
in  the  trachea,  a tracheal  aspiration  should 
also  be  performed. 

The  delayed  postoperative  complications 
include  those  of  atelectasis,  pneumonia,  nerve 
paralysis  from  pressure,  ether  burns,  and, 
among  others,  even  corneal  ulcer  has  been 
reported  from  irritation  while  under  general 
anesthesia. 
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LAUNCH  GROUP  PRACTICE  STUDY 

Interest  in  group  practice  has  been  on  the  up- 
swing in  the  United  States  since  World  War  II. 
However,  since  very  little  information  is  available 
on  the  subject,  the  AMA  has  authorized  a study 
of  the  entire  question  of  group  practice  to  be  under- 
taken jointly  by  the  Council  on  Medical  Service  and 
the  American  Association  of  Medical  Clinics.  The 
proposed  field  project,  employing  personal  inter- 
views rather  than  questionnaires,  will  seek  to  answer 
many  of  the  questions  concerning  the  organization 
and  operation  of  group  practice  clinics  .which  con- 
tinually are  directed  to  the  AMA.  Although  no 
schedule  has  been  set,  it  is  hoped  that  the  study 
will  be  completed  by  early  fall. 
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Relation  of  the 

Female  Pelvis 

Abdominal  Pain* 


JOHN  J.  FREYMANN,  M.D. 

Omaha,  Nebraska 

ABDOMINAL  pain  may  be  as- 
sociated with  almost  every  con- 
“ ceivable  abnormality  in  the  fe- 
mal  pelvis.  Pain  is  not  necessarily  a symp- 
tom of  organic  disease,  nor  is  an  organic 
pelvic  disorder  necessarily  an  indication  for 
surgery.  This  discussion  will  be  limited  to 
a consideration  of  a few  gynecological  dis- 
orders that  sometimes  constitute  the  occa- 
sion for  unwarranted  abdomino-pelvic  sur- 
gery. 

A retrodisplacement  of  the  uterus  does 
not,  per  se,  produce  symptoms.  Many 
women  go  through  life  menstruating,  con- 
ceiving, and  bearing  children  without  ever 
experiencing  any  discomfort  which  can  be 
referred  to  their  displacements.  In  at  least 
fifty  per  cent  of  women,  retrodisplacements 
will  cause  discomfort  or  actual  pain.  As- 
sociated with  symptomatic  displacements, 
there  is  usually  some  degree  of  passive  ven- 
ous congestion  and  some  enlargement,  bog- 
giness and  tenderness  of  the  uterus.  Such 
a retroverted,  heavy  uterus  may  cause  back- 
ache and  a sense  of  heaviness  in  the  pelvis 
and,  very  frequently,  low  abdominal  pain. 

Patients  with  uterine  displacements  fre- 
quently give  a history  of  transient,  acute, 
lower  quadrant  pain  which  may  be  induced 
by  jarring  and  which  often  occurs  during 
coitus.  In  these  patients  the  examining 
finger  will  usually  encounter  an  exquisitely 
sensitive  ovary  that  has  prolapsed  deeply  in- 
to the  cul-de-sac  and  that  is  being  pressed 
upon  by  the  heavy,  displaced  uterus. 

Manual  correction  of  a retrodisplacement 
and  maintenace  of  position  by  pessary  sup- 
port will  afford  at  least  temporary  relief  of 
those  symptoms  which  can  be  correctly  as- 
cribed to  the  displacement.  Such  support, 
if  maintained  for  three  to  six  months,  will 
often  afford  permanent  relief.  Even  though 


*Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1953. 


a uterus  may  not  maintain  its  anterior  posi- 
tion after  removal  of  the  pessary,  recurring 
congestion,  sensitivness,  and  distressing 
subjective  symptoms  can  be  averted  by  hav- 
ing the  patient  assume  the  knee-chest  posi- 
tion for  a few  minutes  each  day  and  by  im- 
pressing upon  her  the  importance  of  this 
preventive  maneuver. 

Surgical  suspension  of  a retrodisplaced 
uterus  may  become  necessary,  but  surgical 
treatment  should  never  be  advised  until  the 
physician  has  definitely  determined,  through 
the  pessary  test,  that  the  symptoms  for 
which  the  patient  is  seeking  relief  are 
actually  caused  by  the  displacement. 

Many  young  women  habitually  go  long- 
hours  at  a time  without  emptying  their 
bladders.  Some  develop  symptoms  which 
are  likely  to  take  them  to  the  gynecologist 
rather  than  to  the  urologist.  They  may  com- 
plain only  of  constant,  suprapubic  and  lower 
quadrant  pain.  They  give  no  history  of 
either  urgency  or  frequency.  Unlike  the  dis- 
tended and  easily  definable  bladder  of  acute 
retention,  the  examiner  here  encounters  a 
bladder  which,  as  a result  of  habitual  over- 
distention, has  lost  its  tone  and  is  soft  and 
flaccid  and  difficult  to  define.  Catheteriza- 
tion after  the  patient  has  presumably 
emptied  her  bladder  may  produce  a sur- 
prising volume  of  residual  urine  and  afford 
gratifying  relief  to  the  patient. 

A childless  married  woman,  in  her  late  twenties, 
had  undergone  three  exploratory  laparotomies  dur- 
ing the  previous  seven  years  but  the  cause  of  what 
she  described  as  “pain  in  the  ovaries”  had  not  been 
found.  This  patient  was  fairly  easy  to  examine. 
There  were  no  palpable  findings  to  account  for 
her  distress,  and  there  was  no  definable  mass  to 
direct  attention  to  the  bladder.  However,  a catheter 
produced  over  700  cc  of  residual  urine.  By  having 
this  patient  empty  her  bladder  at  frequent,  regular 
intervals,  the  organ  soon  regained  its  tone,  and  the 
patient’s  symptoms  were  completely  i-elieved.  She 
had  pi’obably  been  cax-efully  cathetei’ized  before 
each  operation,  and  the  sui'geon’s  attention  had  not 
been  dii-ected  to  the  adnox-mal  volume  of  residual 
urine. 

Abdominal  pain  is  frequently  related  to 
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pathology  in  the  uterine  cervix.  While  there 
is,  as  yet,  no  fully  satisfactory  explanation 
for  this  association,  it  is  a fact  that  treat- 
ment of  such  cervical  lesions  as  erosions, 
endocervicitis,  and  even  retention  cysts,  is 
frequently  followed  by  complete  relief  of 
lower  abdominal  pain.  When  infection  is 
present,  lower  quadrant  pain  might  be  at- 
tributed to  infiltration  into  the  parametrium 
and  along  the  sacro-uterine  ligaments. 
However,  when  there  are  only  retention 
cysts,  it  must  be  assumed  that  the  associated 
abdominal  pain  is  due  to  compression  of 
autonomic  nerve  elements  within  the  cer- 
vix. 

There  is  definite  clinical  evidence  that 
functional  hyperactivity  of  a healthy  cer- 
vix may  cause  a patient  to  complain  of  pain 
in  the  iliac  fossae.  Such  hyperactivity  is  al- 
ways characterized  by  hypersecretion  and 
there  may  be  discernable  vascular  engorge- 
ment, or  edema.  In  such  a patient,  decon- 
gestion and  dehydration  of  the  cervix  by 
the  application  of  a hygroscopic  agent  will 
usually  be  followed  by  prompt  and  almost 
dramatic  relief  of  pain. 

Hyperactivity  of  the  cervix  may  easily 
escape  the  examiner’s  notice.  It  should  be 
suspected  whenever  a patient  who  com- 
plains of  leucorrhea  presents  no  evidence  of 
either  vaginal  or  cervical  infection.  The 
presence  of  a profuse,  clear,  cervical  secre- 
tion should  suggest  hyperactivity.  Conges- 
tion and  edema  can  only  be  fully  evaluated 
by  careful  observation  of  the  size  and  color 
of  the  cervix  before  and  after  the  applica- 
tion of  a decongestant.  A firm  cotton  tam- 
pon with  a small  amount  of  boroglycerine, 
if  placed  against  a normal  cervix,  will 
usually  be  only  moderately  saturated  if  left 
in  the  vagina  over  night.  In  the  case  of 
an  edematous,  hyperfunctioning  cervix, 
such  a tampon,  if  inserted  late  in  the  after- 
noon, will  probably  become  saturated  and  re- 
quired removal  before  the  patient  retires 
that  evening. 

Cervical  hyperactivity  may  be  the  re- 
sult of  either  psychosomatic  or  pure  physio- 
logical influences.  It  has  been  demonstrated 
that  emotional  disturbances  may  cause  ele- 
vation of  vaginal  temperature.  During 
specially-planned  interviews  with  a selected 
group  of  patients,  Howard  Taylor  and 
Charles  Duncan  (1>  purposely  induced  reac- 
tions of  anxiety  or  of  resentment  or  hostility. 
They  reasoned  that  the  associated  rise  in 


vaginal  temperature  was  due  to  an  increase 
in  the  flow  of  blood  through  the  pelvis. 
They  believe  that  such  psychosomatic  pel- 
vic hyperemia,  if  sustained,  will  ultimately 
lead  to  congestion,  edema,  and  pain. 

The  possibility  of  psychosomatic  pelvic 
pain  should  be  borne  in  mind  especially 
when  one  is  dealing  with  women  who  are 
frustrated,  and  dissatisfied  with  their  station 
in  life,  or  with  women  whose  attitudes  re- 
flect dependency  and  insecurity  or  unwilling- 
ness to  assume  their  responsibilities  as  wives 
and  mothers. 

In  contrast  to  psychogenic  pelvic  conges- 
tion, purely  physiological  congestion  may 
occur  in  normal,  well-adjusted  and  emo- 
tionally stable  women.  It  is  usually  the 
result  of  some  form  of  sexual  frustration. 
Physiologic  congestion  is  a common 
sequel  to  prolonged  indulgence  in  un- 
physiological  sexual  practices.  It  is  a fre- 
quent cause  of  vague  pelvic  distress  and  of 
nervousness  in  women  who  have  been  in- 
voluntarily separated  from  their  husbands 
for  protracted  periods  of  time. 

When  functional  pelvic  congestion  occurs 
in  conjunction  with  some  organic  disorder, 
its  importance  in  the  patient’s  symptomato- 
logy may  be  difficult  to  estimate  and  its 
presence  may  even  completely  escape  the 
physician’s  notice.  However,  when  there  is 
no  discernable  organic  disease,  then  hyper- 
secretion of  cervical  mucus,  unexplained 
tenderness  in  the  fornices,  and  persistent 
lower  quadrant  pain  should  always  suggest 
either  psychosomatic  or  physiologic  pelvic 
congestion.  These  patients  frequently  give 
a history  or  marked,  pre-menstrual  aggra- 
vation of  their  abdominal  pain.  Dyspareunia 
is  a common  complaint,  and  women  with 
functional  congestion  frequently  complain 
of  a lingering,  post-coital  aggravation  of 
their  abdomino-pelvic  distress. 

As  an  example  of  severe,  disabling  abdominal 
pain  associated  with  physiologic  pelvic  congestion, 
there  is  the  history  of  a twenty-year-old  woman 
who  requested  treatment  for  “infected  tubes”.  She 
stated  that  she  had  derived  no  benefit  from  daily 
injections  of  penicillin  during  the  preceding  three 
weeks  and  that  surgical  exploration  had  been  rec- 
ommended. She  complained  of  severe  and  constant 
disabling  pain  in  both  lower  abdominal  quadrants. 

There  was  no  evidence  of  vaginal  or  of  cervical 
infection,  but  there  was  marked  hypersecretion 
from  the  cervix,  and  the  cervix  appeared  to  be 
somewhat  large  and  pale.  Bimanual  examination 
revealed  only  moderate  parametrial  tenderness.  The 
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ovaries  were  easily  palpated  and  appeared  to  be 
very  normal.  There  was  no  palpable  evidence  of 
any  tubal  pathology.  However,  upward  pressure 
against  the  cervix  elicited  a complaint  of  severe 
pain  in  both  iliac  regions. 

This  patient’s  history  was  significant.  She  had 
been  married  five  months.  She  had  remained  con- 
tinent during  a protracted  courtship  although  that 
period  had  been  marked  by  frequent  and  prolonged 
episodes  of  intense  sexual  excitement.  Marriage  had 
brought  only  sexual  frustration,  at  first  on  ac- 
count of  her  husband’s  prematurity  and,  later,  on 
account  of  an  acquired  and  probably  psychogenic 
dyspareunia.  Decongestion  of  this  patient’s  cervix 
was  accomplished  with  a single  application  of 
boroglycerine  on  a tampon.  She  returned  the  follow- 
ing day  to  report  that  her  pain  had  left  her  and 
that  she  felt  able  to  resume  her  job. 

The  gratifying  relief  which  these  women 
enjoy  as  a result  of  such  a simple  and  ef- 
fective treatment  of  the  cervix  renders  them 
receptive  to  the  physician’s  explanation  of 
their  trouble,  and  they  generally  respond 
exceedingly  well  to  a treatment  regimen 
which  calls  for  understanding  and  intelligent 
cooperation  rather  than  for  sedation  and 
surgery. 

A conservative  attitude  toward  minor  or- 
ganic pelvic  adnormalities  and  a willingness 
to  recognize  and  evaluate  psychosomatic  dis- 
orders will  reduce  the  incidence  of  surgical 
mayhem  in  the  female  pelvis.  Pelvic  in- 
validism without  organic  disease  provides  a 
special  challenge  to  the  physician.  A grow- 
ing appreciation  of  the  frequency  and  ser- 
iousness of  functional  disorders  emphasizes, 
more  than  ever,  the  importance  of  careful 
and  comprehensive  histories  and  the  im- 
portance, also,  of  a psychological  evaluation 
of  every  patient. 
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VALUE  RECEIVED 

(Continued  from  Page  498) 

members.  Money  invested  in  dues  is  money 
invested  in  an  organization  to  maintain  and 
protect  a high  standard  of  practice.  Those 
officers  and  individuals  who  operate  the  as- 
sociation put  forth  their  best  efforts  to 
maintain  a good  organization  for  that  pur- 
pose. 

A strong  organization  with  an  ever  ex- 
panding influence  requires  money  for  its 
operation.  From  the  data  given  above  it 


appears  that  we  are  getting  a large  return 
for  the  dues  we  pay.  We  are  not  a union, 
but  the  least  amount  of  union-dues  the  writ- 
er has  been  able  to  ascertain  is  $24  per  year. 
We  are  not  in  the  same  class  with  national  or- 
ganziations  such  as  the  National  Institute 
of  Rug  Cleaners,  yet  the  sliding  scale  of  dues 
in  that  organization,  based  on  gross  sales,  is 
from  $35  to  $300.  In  fact,  it  would  be  diffi- 
cult to  find  another  organization  from  which 
so  much  could  be  had  for  the  money  invested 
as  we  are  getting  for  our  $35  annual  dues. 

There  are  fields  of  usefullness  of  our  Ne- 
braska State  Medical  Association  that  have 
not  been  considered,  up  to  the  present.  There 
are  areas  in  which  we  have  only  scratched 
the  surface.  It  is  the  writer’s  opinion  that 
the  membership  should  not  consider  retreat- 
ing, but  should,  rather,  consider  the  advis- 
ability of  further  increasing  our  dues  and 
thereby  augmenting  our  accomplishments. 


LEVOPHED  AIDS  RECOVERY  FROM  SHOCK  IN 
6 OF  7 CASES  OF  HEART  FAILURE  THROUGH 
CARDIAC  AND  PRESSOR  ACTIVITY 

Six  of  seven  patients  recovered  from  severe  shock 
accompanying  myocardial  infarction,  despite  a diag- 
nosis of  congestive  heart  failure,  following  contin- 
uous infusions  of  the  pressor  amine,  Levophed,  ac- 
cording to  a report  in  Circulation  (8:883,  Dec.,  1953). 

In  five  additional  patients  in  the  same  condition, 
immediate  pressor  responses  were  obtained  with 
another  sympathetic  amine  but  the  blood  pressures 
failed  to  stabilize,  reports  Drs.  Peter  C.  Gazes  and 
Leon  I.  Goldberg,  and  Thomas  D.  Darby  of  the  De- 
partment of  Pharmacology,  Medical  College  of  South 
Carolina,  Charleston. 

Discussing  the  problem  of  shock  in  myocardial  in- 
farctioh,  the  authors  cite  previous  studies  attribut- 
ing the  shock  state  to  failure  of  the  heart  as  a 
pump,  peripheral  vascular  collapse,  or  a combination 
of  both.  Lev'ophed’s  effectiveness  in  treating  shock 
had  been  traced  primarily  to  its  potent  vasoconstric- 
tor action. 

However,  the  drug  also  has  a “powerful  augment- 
ing action  on  the  contractile  force  of  the  heart  and 
may  thus  be  beneficially  used  in  shock  of  either 
of  the  above  types,”  report  Dr.  Gazes  and  his  asso- 
ciates. 

“Levophed  was  found  to  produce  pronounced  in- 
crements in  heart  contractible  force,  in  addition  to 
pressor  effects,  in  unanesthetized,  trained  dogs.” 

The  doctors  also  observed  an  increase  of  contract- 
ile force  in  seven  patients  with  signs  of  congestive 
heart  failure  in  addition  to  shock. 

“In  these  patients  there  was  an  almost  imme- 
diate clearing  of  pulmonary  congestion,  increase  in 
intensity  of  heart  tones,  increase  in  pulse  pressure 
and  decrease  of  distension  of  arm  and  neck  veins.” 

Levophed’s  activity  in  this  respect,  the  paper 
points  out,  is  “a  basis  for  the  high  recovery  rate 
observed  in  the  treatment  of  shock  accompanying 
myocardial  infarction,  particularly  in  those  cases 
with  associated  congestive  heart  failure.” 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

December  4,  McCook,  St.  Catherine  Hospital 
December  11,  Hastings,  Mary  Lanning  Hospital 
January  6,  Scottsbluff,  St.  Mary  Hospital 
January  22,  Norfolk  State  Hospital 

POSTGRADUATE  COURSE:  “GENERAL  PRAC- 

TICE REVIEW”  — January  17-22,  1955,  for  in- 
formation write  Office  of  Graduate  and  Post- 
graduate Medical  Education,  University  of  Colo- 
rado Medical  Center,  4200  East  Ninth  Avenue, 
Denver  20,  Colorado. 


Organization  Section 

News  and  Views 

NUMBER  OF  PHYSICIANS  IN  U.S. 

REACHES  NEW  HIGH— 

A record  graduation  of  6,861  physicians 
during  the  past  year  by  our  nation’s  med- 
ical schools  has  boosted  the  ratio  to  an  all- 
time  high  of  one  physician  for  every  730 
persons  in  the  United  States.  This  ratio 
will  be  lowered  even  more  in  the  next  few 
years  as  the  number  of  medical  graduates 
is  expected  to  rise  due  to  the  continued  ex- 
pansion of  the  country’s  medical  schools. 

The  record  graduation  figures  were  re- 
leased in  the  54th  annual  report  on  medical 
education  in  the  United  Statse  by  the  Amer- 
ican Medical  Association’s  Council  on  Med- 
ical Education  and  Hospitals. 

Highlights  of  the  report: 

Enrolment  of  28,227  is  the  largest  num- 
ber of  medical  students  in  history  of  U.S. 

Freshman  class  enrollment  of  7,449,  also 
is  a record. 

Ten  new  four-year  schools  are  in  construc- 
tion or  planning  stages  and  will  be  in  opera- 
tion within  the  next  few  years. 

The  ten  new  four-year  medical  schools  will 
be  at  the  Universities  of  California,  Missis- 
sippi, Miami,  Missouri,  Florida,  West  Vir- 
ginia, Kentucky,  North  Dakota  and  Yeshiva 
University  of  New  York  and  Seton  Hall  Uni- 
versity. In  addition,  three  other  medical 
schools  are  being  considered. 

FROM  THE  OMAHA  WORLD-HERALD— 

The  University  of  Nebraska  Medical  Cen- 
ter in  Omaha  is  scheduled  to  receive  a total 
of  $4,098,321  of  the  1955-57  budget  which 
was  proposed  by  the  university. 

FROM  THE  OMAHA  WORLD-HERALD— 

The  Nebraska  Heart  Association  has  an- 
nounced that  it  has  made  grants  of  five 
thousand  dollars  each  to  the  University  of 
Nebraska  and  Creighton  University  Medical 
Schools.  The  money  will  be  used  to  support 
heart  research  at  the  schools  during  the  pres- 
ent school  year. 

Plans  call  for  more  than  double  those 
grants  in  1955  if  the  heart  fund  drive  in 
February  reaches  its  goal. 
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FROM  THE  GRAND  ISLAND  INDEPENDENT— 

Over  2,000  persons  from  Hampton  and 
nearby  towns  gathered  in  the  Hampton  aud- 
itorium on  October  10,  to  pay  tribute  to  the 
town’s  “country  doctor,”  Dr.  0.  M.  Troester, 
for  his  years  of  unselfish  and  devoted  serv- 
ice to  the  community.  The  celebration  was 
planned  by  a group  of  Hampton  citizens  for 
Dr.  Troester  to  honor  him  for  his  35  years 
of  service  to  the  community. 

A purse  of  $1,400  was  presented  to  the 
doctor  along  with  a leather  bound  book  with 
the  following  engraved  on  the  cover:  “Dr. 

O.  M.  Troester — 1919-1954,”  and  a commis- 
sion in  the  Great  Navy  of  the  State  of  Ne- 
braska. 

Of  the  1,300  babies  Dr.  Troester  delivered 
in  the  home  and  in  the  hospital,  297  turned 
out  to  pay  respects  to  the  man  who  brought 
them  into  the  world.  Dr.  Troester  estimates 
of  the  1,300  babies  he  delivered  more  than 
1,000  were  delivered  in  the  home. 

MEDICAL  JOURNALISM  NOW  TAUGHT 
IN  THREE  UNIVERSITIES— 

Four-year  college  courses  leading  to  a 
bachelor’s  degree  have  been  established  at 
the  instigation  of  the  American  Medical 
Writers’  Association.  These  were  inaug- 
urated last  September  in  the  School  of  Jour- 
nalism at  the  University  of  Illinois,  the  Uni- 
versity of  Missouri,  and  the  University  of 
Oklahoma.  Doctor  Harold  Swanberg,  sec- 
retary of  the  A.M.W.A.,  stated  that  “Med- 
icine needs  these  especially  trained  journal- 
ists and  writers  ‘to  help  maintain  and  ad- 
vance high  standards  in  medical  literature’ 
as  that  is  one  of  the  principal  ways  that  med- 
ical science  progresses.” 

“SEE  YOUR  DOCTOR”— 

Parke,  Davis  and  Company  have  been  pre- 
senting a “See  Your  Dotor”  message  to  the 
people  in  the  pages  of  leading  magazines,  for 
twenty-six  years.  Their  advertisement  in  the 
November  issue  of  our  Journal  presents  a 
brief  history  of  this  “right  kind  of  adver- 
tising” to  “bring  home  to  the  people  what 
the  physician  of  today  can  really  do  for 
them  . . .” 

“WHAT  EXCESSIVE  GOVERNMENT 
SPENDING  MEANS  TO  YOU”— 

“The  nation’s  taxpayers  had  the  wind 
taken  out  of  their  sails  last  week  when  the 


California  Taxpayers  Association  reported 
that  federal,  state  and  local  agencies  will 
this  year  collect  some  90  billion  dollars  in 
levies. 

“It’s  still  quite  difficult  for  the  average 
taxpayer  to  fit  himself  into  a statistic  of 
such  magnitude. 

“But  the  California  association  . . . dis- 
covered that  it  takes  a $4,500-a-year  man 
two  hours  and  35  minutes  of  his  eight-hour 
day  to  earn  enough  to  pay  his  taxes  . . . 

“Now  this  same  $4,500  salaried  man 
works  only  one  hour  and  24  minutes  for 
housing  costs;  thirty-six  minutes  for  cloth- 
ing, and  42  minutes  for  transportation.  He 
also  labors  23  minutes  for  medical  care,  20 
minutes  for  recreation,  and  23  minutes  for 
goods  and  services. 

“all  of  which  points  to  the  important  need 
for  more  economy  in  government  spending.” 
(From  Secretary’s  Letter,  Oct.  24,  1954.) 

HIGH  FAT  DIET  KEY  TO  ARTERY  DISEASE— 

High  fat  diets  were  indicted  as  possible 
cause  of  arterial  disease  before  the  Second 
Congress  of  Cardiology  recently  held  in 
Washington,  D.C.  In  support  of  this  thesis 
Professor  Noboru  Kimura  of  Kyushu  Univer- 
sity, Japan,  pointed  out  that  a study  of  10,- 
000  autopsies  showed  only  one-tenth  “the  in- 
cidence and  death  rate  from  severe  coronary 
disease  in  Japan”  as  in  the  United  States. 
The  great  difference  in  diet  lies  in  fat  con- 
sumption. 

DOCTOR  A.  H.  HOLM  HONORED— 

Seven  hundred  people  recently  attended 
a celebration  in  honor  of  Doctor  A.  H.  Holm, 
in  the  town  of  Wolbach  where  he  has  prac- 
tised for  fifty  years.  Jack  Bailey,  writing 
in  the  Grand  Island  Independent  (Sept.  20, 
1954)  says,  “Last  week  we  had  the  pleasure 
of  meeting  and  visiting  with  a man  who  had 
devoted  his  entire  life  to  service.  He  is  al- 
most 80  years  old  now,  yet  his  mind  is  keen, 
his  step  springy.  He  greets  everyone  with  a 
firm  handclasp.  There  is  a twinkle  in  his 
eye  and  a smile  on  his  face  for  everyone 
he  meets.”  After  recounting  many  of  the 
medical  and  community  services  Doctor 
Holm  has  performed  during  the  last  half  cen- 
tury, Mr.  Bailey  concludes  with  the  follow- 
ing: 

“While  he  may  not  have  much  in  the  way 
of  worldly  goods,  he  does  have  the  love,  re- 
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spect  and  esteem  of  the  entire  community  in 
which  he  lives.  When  700  will  turn  out  to 
honor  such  a man  after  50  years  of  service  it 
can  be  written  that  his  efforts  have  not  been 
in  vain.” 

DENTAL  DISEASE  IS  EXPENSIVE— 

Pan  American  Sanitary  Bureau  states  in 
its  News-Release  of  Oct.  26: 

‘‘Dental  Diseases  are  not  only  very  wide- 
spread, they  are  also  very  expensive.  In 
the  USA  . . . dental  disorders  affect  more 
than  90%  of  the  population  which  spent  $1.6 
billion  last  year  for  dental  care  ...  In  Great 
Britain,  the  National  Health  Service  spent 
$110.3  million  for  general  dental  services  in 
one  single  year  (1949-1950)  . . This  did 
not  include  expenditures  by  local  authoritives 
on  dental  care  for  nursing  and  expectant 
mothers  and  for  children. 

UNRESTRICTED  FREE  CHOICE  OF  BURIAL— 

“The  free  choice  principle  in  our  every 
day  life  and  endeavors  has  received  its  great- 
est support  in  “Death.” 

“District  65,  Retail,  Wholesale  and  De- 
partment Store  Workers  Union,  an  affiliate 
of  the  C.I.O.,  which  has  been  a great  advo- 
cate of  “complete”  medical  coverage 
through  a closed  panel  of  physicians  for 
their  membership  has  publicly  admitted  that 
free  chioce  is  not  dead. 

“The  officers  of  this  union,  who  have  con- 
trol of  a 15  million  dollar  reserve  security 
plan,  in  the  past  toyed  with  the  idea  of  “giv- 
ing” to  the  membership  of  the  union  medical 
service  under  personal  control.  The  doling 
out  of  medical  care  rather  than  benefits  for 
medical  service  has  been  established  by  oth- 
er unions.  This  particular  union  could  find 
no  independent  groups  of  physicians  who 
could  ethically  render  such  services.  How- 
ever a contractual  relationship  with  H.I.P., 
without  unrestricted  free  choice,  gave  to  the 
officers  of  this  union  partial  control  of  the 
type  of  medical  services  to  be  rendered  to 
its  members. 

“Recently  the  union  leaders  found  them- 
selves in  the  embarrassing  position  of  ac- 
cepting the  free  choice  principle  when  a new 
and  final  service  was  given  to  the  member- 
ship. In  buying  a large  cemetery  and  offer- 
ing free  burial  and  funeral  services  the  un- 
ion has  completed  its  goal  of  medical  cover- 


age. With  the  offering  of  this  lasting  and 
final  phase  of  security  some  very  delicate 
questions  of  propriety  arose.  The  only  pos- 
sible answer  to  this  vexing  problem  was  to 
return  to  the  fundamental  and  established 
principle  of  our  way  of  life  Unrestricted  Free 
Choice. 

“The  offer  of  reimbursement  or  indem- 
nity (a  fixed  amount)  was  granted  to  any 
member’s  family  which  prefers  to  make  its 
own  funeral  arrangements. 

“ In  Death,  the  preservation  of  the  inalien- 
able right  of  Unrestricted  Free  Choice  has 
been  firmly  established.” 

(From  Bulletin  Medical  Society  County  of  Kings,  Sept.,  1954) 

THE  MONTH  IN  WASHINGTON— 

Washington,  D.C.  — With  the  change  in 
control  of  Congress,  there  naturally  will  be 
a major  reshuffling  of  all  committees,  in- 
cluding those  handling  medical  and  health 
legislation.  A new  chairman  moves  to  the 
top,  and  at  the  bottom  a few  Republican 
members  drop  off,  to  be  replaced  by  an  equal 
number  of  Democrats.  In  a Congress  so 
evenly  divided,  domination  of  this  commit- 
tee machinery  is  a vital  asset. 

A majority  of  the  Democrats  taking  over 
committee  chairmanships  in  January  will  be 
returning  to  the  same  jobs  they  held  when 
their  party  was  in  power  before,  but  the 
situation  is  a little  different  on  the  two  com- 
mittees most  important  in  health  and  med- 
ical legislation.  It  will  be  the  first  time 
either  of  these  chairmen  has  had  the  re- 
sponsibility of  running  the  full  committee, 
although  both  have  been  involved  in  med- 
ical legislation  for  many  years.  Both  are 
veteran  legislators  and  are  Southerners. 
They  are  Senator  Lister  Hill  of  Alabama, 
who  replaces  Senator  H.  Alexander  Smith  of 
New  Jersey  as  chairman  of  the  Labor  and 
Welfare  Committee,  and  Rep.  Percy  Priest 
of  Tennessee,  who  succeeds  Chairman  Char- 
les Wolverton,  also  of  New  Jersey,  on  the 
Interstate  and  Foreign  Commerce  Commit- 
tee. 

By  reason  of  seniority,  Senator  James 
Murray  of  Montana  is  in  line  for  the  Labor 
and  Welfare  Committee  chairmanship.  How- 
ever, he  has  announced  that  he  prefers  to 
run  the  Interior  and  Insular  Affairs  Com- 
mittee, thus  turning  over  the  other  chair- 
manship to  Senator  Hill.  Senator  Murray, 
as  a sponsor  of  national  compulsory  health 
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insurance,  and  as  chairman  and  member  of 
its  committee  that  held  such  turbulent  hear- 
ings on  this  subject,  became  well  known  to 
the  medical  profession. 

Senator  Hill,  the  son  of  a physician,  has 
been  in  Congress  for  30  years  — 14  in  the 
House  before  he  came  to  the  Senate.  He 
was  a co-sponsor  of  the  Hill-Burton  hospital 
construction  program,  perhaps  the  most  im- 
portant piece  of  medical  legislation  enacted 
since  World  War  II. 

Presumably  the  Senate  committee’s  Health 
Subcommittee  again  will  be  headed  by  Sen- 
ator Herbert  Lehman  of  New  York,  who 
handled  this  task  during  the  last  Democratic 
Congress,  the  82nd.  Last  session  the  Health 
Subcommittee  chairman  was  Senator  Wil- 
liam Purtell  of  Connecticut. 

Mr.  Priest  is  a former  school  teacher  and 
newspaperman.  He  has  been  in  the  house 
for  seven  uninterrupted  terms.  In  1951 
he  was  chairman  of  the  Commerce  Commit- 
tee’s Health  Subcommittee;  the  subcommit- 
tee system  was  abolsihed  by  the  committee 
in  1952.  Since  then  he  has  taken  an  ex- 
tremely active  part  in  committee  work  in 
the  health  and  medical  fields. 

The  Hill  and  Priest  committees  will  han- 
dle most  health  legislation  with  the  excep- 
tion of  military,  veteran  and  appropriation 
bills.  For  example,  they  will  be  in  charge  of 
reinsurance  if  it  is  reintroduced,  as  well  as 
most  health-medical  bills  originating  in  the 
Department  of  Health,  Education  and  Wel- 
fare. 

A number  of  other  committee  changes  of 
importance  to  medical  legislation  are  sched- 
uled. Rep.  Edith  Nourse  Rogers  of  Massa- 
chusetts, a veteran  of  29  years  in  the  House, 
loses  the  chairmanship  of  the  Veterans  Af- 
fairs Committee.  She  is  being  succeeded  by 
Rep.  Olin  Teague  of  Texas,  who  was  elected 
to  Congress  for  the  first  time  while  he  was 
completing  his  six-year  Army  duty  in  1946. 

The  House  Appropriations  Committee 
chairmanship  goes  from  Rep.  John  Tabor  of 
New  York  to  Rep.  Clarence  Cannon  of  Mis- 
souri ; both  have  the  reputation  of  being 
economy-minded.  Of  considerable  signifi- 
cance in  medical  appropriations  is  the  change 
in  the  chairmanship  of  the  subcommittee 
that  handles  money  for  the  Department  of 
Health,  Education  and  Welfare.  The  chair- 
man for  the  last  two  years,  Rep.  Fred  Bus- 


bey  of  Illinois,  carefully  scrutinized  all  health 
appropriations,  and  effected  many  reduc- 
tions. He  was  defeated  for  re-election.  The 
prospective  chairman  of  the  subcommittee, 
Rep.  John  Fogarty  of  Rhode  Island,  repeat- 
edly has  intervened  in  the  committee  and  on 
the  House  floor  to  restore  money  cut  out  by 
the  subcommittee. 

Chairman  of  the  Armed  Forces  Commit- 
tee in  the  Senate  — where  medical  care  for 
military  dependents  would  be  taken  up  — 
will  be  Senator  Richard  B.  Russell  of  Geor- 
gio,  replacing  Senator  Leverett  Saltonstall 
of  Massachusetts.  On  the  House  side,  the 
Armed  Forces  chairmanship  goes  to  the  vet- 
eran Rep.  Carl  Vinson,  also  of  Georgia.  He 
replaces  Rep.  Short  of  Missouri. 

Any  bills  proposing  reorganization  of  the 
executive  departments  will  come  before 
Chairman  John  L.  McClellan  of  Arkansas 
in  the  Senate  and  Rep.  William  L.  Dawson 
of  Illinois  in  the  House.  They  are  succeed- 
ing Senator  Joseph  R.  McCarthy  of  Wiscon- 
sin and  Rep.  Clare  E.  Hoffman  of  Michigan. 

(Editor:  This  summary  is,  of  course,  pre- 
dicated on  the  Democrats  surviving  a threat- 
ened recount  of  the  close  Senate  vote  in  Ore- 
gon and  going  ahead  with  organization  of 
both  chambers.) 


Announcements 

NEBRASKA  HEART  ASSOCIATION- 
JOINT  CONFERENCE  WITH  IOWA— 

Doctor  Irvine  Page,  president-elect  of  the 
American  Heart  Association,  will  be  the 
main  speaker  at  the  joint  Fall  Scientific  Con- 
ference of  the  Nebraska  and  Iowa  Heart  As- 
sociation, Sat.,  Dec.  4,  at  Iowa  City. 

President  F.  G.  Gillick  of  the  Nebraska 
association  announced  that  all-day  sessions 
have  been  scheduled  at  University  Hospitals 
and  an  evening  program  is  being  arranged. 
The  sessions  will  include  a panel  on  cardiac 
catheterization  and  a presentation  on  peri- 
pheral vascular  diseases. 

All  interested  physicians  are  urged  to 
make  reservations  at  the  Hotel  Jefferson, 
Iowa  City. 

NEBRASKA  HEART  ASSOCIATION  HAS 
GREATLY  INCREASED  BUDGET— 

The  new  budget  for  the  Nebraska  Heart 
Association  totals  more  than  $62,000.  This 
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is  a third  greater  than  1954,  and  six  times 
more  than  the  first  one,  1950.  The  increased 
allocations  are  for  public  and  professional 
education,  and  for  community  service,  though 
that  for  research  has  been  increased  some- 
what, amounting  now  to  about  30  per  cent 
of  the  total.  Five  thousand  dollars  will  go 
to  each  of  the  medical  schools  in  Omaha,  and 
$8,700  will  be  given  to  the  American  Heart 
Association  to  help  support  national  and  in- 
ternational research.  Public  education  will 
get  $10,370,  professional  education,  $8,444, 
community  service,  $5,116,  administration, 
$3,263,  and  campaign  expense,  $9,659.  Two 
full-time  staff  members  have  been  added 
making  a total  of  four,  and  new  quarters 
have  been  acquired  at  4212  Dewey  Avenue. 

CONGRESS  ON  OBSTETRICS  AND 
GYNECOLOGY— 

Every  phase  of  maternal  and  newborn 
care  will  be  covered  at  the  Sixth  Annual 
Congress  on  Obstetrics  and  Gynecology  to 
be  held  in  the  Palmer  House,  Chicago,  De- 
cember 13-17.  This  five-day  meeting  will  be 
under  the  sponsorship  of  the  American  Com- 
mittee on  Maternal  Welfare,  Inc.,  and  The 
American  Academy  of  Ob.  and  Gyn.  If  in- 
terested, address  Sixth  American  Congress 
on  Obstetrics  and  Gynecology,  116  S.  Mich- 
igan Ave.,  Chicago  3,  111. 

ESSAY  CONTEST— 

The  15th  Annual  Essay  Contest  of  the 
Mississippi  Valley  Medical  Society  will  be 
held  in  1955.  The  Society  will  offer  a cash 
prize  of  $100,  a gold  medal,  and  a certificate 
of  award  for  the  best  unpublished  essay  on 
any  subject  of  a general  medical  interest  and 
practical  value  to  the  general  practitioner  of 
medicine.  Further  details  may  be  secured 
from  Harold  Swanberg,  M.D.,  Secretary, 
209-224  W.  C.  U.  Building,  Quincy,  111. 

AWARDS  OFFERED  FOR  RESEARCH, 
PROBLEMS  OF  AGING— 

The  Trustees  of  the  Ciba  Foundation, 
wishing  to  encourage  well-conceived  research 
relevant  to  basic  problems  of  aging,  invite 
candidates  to  submit  work,  in  this  field  for 
awards  for  1954-1955.  There  will  be  five 
awards  of  an  average  value  of  300  pounds. 
For  details  address  G.  E.  W.  Wolstenholme, 
Director,  41  Portland  Place,  London,  W.  I. 

MIDWINTER  SEMINAR  IN  FLORIDA— 

The  ninth  annual  University  of  Florida 
Seminar  in  Ophthalmology  and  Otolaryngol- 


ogy will  be  held  at  the  Sans  Souci  Hotel  in 
Miami  Beach  the  week  of  Jan.  17,  1955.  A 
widely  known  faculty  is  provided  and  the 
Seminar  schedule  provides  ample  time  for 
recreation. 


Human  Interest  Tales 

Dr.  Glen  Knosp,  Lincoln,  is  now  associated  with 
Dr.  O.  E.  Liston,  Elmwood. 

Dr.  John  W.  Rogers,  Lincoln,  has  been  appointed 
Lancaster  County  physician. 

Dr.  Donald  V.  Hirst,  Council  Bluffs,  Iowa,  has 
moved  his  medical  offices  to  Omaha. 

Dr.  F.  C.  McClanahan,  Madison,  has  located  in 
Neligh  where  he  is  now  practicing  medicine. 

Dr.  Janet  Palmer,  Lincoln,  spoke  at  a recent  meet- 
ing of  the  Howells,  Nebraska,  Woman’s  club. 

Dr.  R.  L.  Bierbower  formerly  of  Giltner,  has 
moved  to  Shelby  and  opened  his  medical  office. 

Dr.  Lowell  R.  Smith,  Macedonia,  Iowa,  has  joined 
the  Beatrice  Medical  Group,  as  its  chief  surgeon. 

Dr.  David  Findley,  Omaha,  recently  attended  the 
Central  Association  of  Obstetricians  and  Gynecolo- 
gists meeting  in  St.  Louis,  Missouri,  during  Octo- 
ber. 

Dr.  B.  H.  Grimm,  Sidney,  recently  moved  into  his 
new  medical  and  dental  clinic  which  was  recently 
completed. 

Dr.  E.  A.  Watson,  Lexington,  has  reoDened  his 
medical  office  in  this  city  after1  serving  two  years 
in  the  navy. 

Dr.  and  Mrs.  A.  D.  Munger,  Lincoln,  attended  the 
October  meeting  of  the  Pan-Pacific  Surgical  Con- 
ference in  Honolulu. 

Dr.  Charles  G.  Beede,  David  City,  has  moved 
to  Merced,  California,  where  he  will  set  up  his 
practice  of  medicine. 

Dr.  W.  G.  Klopfer,  Norfolk,  spoke  before  a recent 
meeting  of  the  Lincoln  PTA  on  the  subject  of 
“Children’s  Problems.” 

Dr.  R.  L.  Tollefson,  Wausa,  was  recently  elected 
secretary-treasurer  of  the  Lundberg  Memorial  Hos- 
pital staff  at  Creighton. 

Dr.  D.  B.  Steenburg,  Aurora,  was  master  of  cere- 
monies at  the  tenth  anniversary  observance  of  Blue 
Shield  in  Omaha  recently. 

Dr.  George  L.  John,  Ft.  Worth,  Texas,  has  be- 
come associated  with  Drs.  C.  M.  Pierce,  L.  H.  Hoevet 
and  Eric  G.  De  Flon,  in  Chadron. 

Dr.  Carl  G.  Amick,  Loup  City,  has  announced  his 
retirement  after  32  years  of  practice  in  Loup  City 
and  the  surrounding  community. 

Robert  Amick,  physical  therapist  at  the  Univer- 
sity of  Nebraska  College  of  Medicine,  has  resigned 
his  position  and  has  moved  to  Valentine. 

Dr.  W.  E.  Goehring,  Blair,  was  recently  appoint- 
ed physician  for  the  U.  S.  Government  Engineers 
who  operate  on  the  Missouri  River  near  Blair. 

Drs.  R.  Russell  Best  and  Leon  S.  .McGoogan, 
Omaha,  presented  papers  at  the  Pan-Pacific  Surg- 
ical Association  meeting  in  Honolulu  during  Octo- 
ber. 
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Dr.  L.  D.  McGuire,  Omaha,  was  given  on  honor- 
ary membership  in  the  Alpha  Sigma  Nu,  national 
Jesuit  honor  society  at  their  recent  initiation  meet- 
ing in  Omaha. 

Dr.  Oscar  Carp,  Omaha,  returned  Oct.  11,  from 
spending  six  weeks  in  New  York  where  he  took  a 
course  in  fenestration  surgery  of  the  ear  with  Dr. 
Julius  Lempert. 

An  organizational  meeting  was  held  recently  for 
the  new  Lundberg  Memorial  Hospital  at  Creighton 
with  Dr.  Carl  Green,  Creighton,  being  elected  pres- 
ident of  the  staff. 

Drs.  F.  G.  Gillick  and  Richard  L.  Egan,  Omaha, 
attended  the  October  meeting  of  the  Association  of 
American  Medical  Colleges  at  French  Lick,  Indiana. 
They  also  attended  the  Cancer  Co-ordinators  meet- 
ing held  in  that  city. 

Dr.  William  S.  Markham,  Omaha,  has  moved  to 
Hartington  where  he  has  taken  over  the  practice 
of  Dr.  J.  D.  Kovar  who  is  leaving  to  make  his  home 
in  Phoenix,  Arizona. 

Dr.  and  Mrs.  J.  Harry  Murphy,  Omaha,  have  re- 
turned from  a two-month  European  trip.  While 
in  Rome,  Dr.  Murphy  attended  an  international 
polio  conference  as  represenative  of  the  American 
Academy  of  Pediatrics. 

Dr.  Lloyd  O’Holloran  has  returned  to  Sidney 
where  he  is  associated  with  Dr.  C.  B.  Dorwart.  He 
has  recently  completed  a fellowship  at  the  Mayo 
Clinic  in  Rochester,  Minnesota. 

Dr.  and  Mrs.  Burdette  Miller  and  family,  Loup 
City,  have  returned  home  after  spending  the  last 
18  months  in  San  Diego,  California,  where  Dr. 
Miller  was  on  active  duty  with  the  navy. 

Dr.  C.  E.  Wiltse,  Shelton,  was  placed  under  med- 
ical treatment  early  in  October,  at  the  Fitzsimmons 
Army  Hospital  in  Denver.  He  had  been  stationed 
at  Ft.  Leonard  Wood,  Missouri  for  the  past  year. 

Dr.  D.  D.  Shannon,  Alliance,  has  received  orders 
to  report  for  active  duty  with  the  navy  at  Camp 
Pendleton,  California.  Dr.  Shannon  plans  to  return 
to  Alliance  upon  completion  of  his  tour  of  duty. 

The  residents  of  Greeley  County  are  making  a 
concentrated  effort  to  establish  a medical  clinic  in 
hope  of  obtaining  a doctor.  The  clinic  would  be 
constructed  in  Greeley  (870  population).  Estimated 
cost  of  the  proposed  building  is  about  $15,000. 

Dr.  C.  Fred  Ferciot,  Lincoln,  was  elected  to  Mem- 
bership in  the  Pan-Pacific  Surgical  Association 
at  the  meeting  of  this  organization  held  in  Honolulu 
the  second  week  of  October.  He  presented  a paper 
at  this  meeting  on  “Reconstruction  of  the  Hip 
Joint.” 

Dr.  J.  P.  Tollman,  dean  of  the  University  of  Ne- 
braska College  of  Medicine,  attended  a teaching 
institute  in  French  Lick,  Indiana,  during  October. 
At  the  conclusion  of  this  meeting  he  also  attended 
the  meeting  of  the  Association  of  American  Medical 
Colleges  in  that  city. 

Dr.  S.  J.  Carnazzo,  Omaha,  recently  completed 
a 35-day  trip  to  10  nations  as  one  of  the  repre- 
sentatives of  the  International  College  of  Surgeons. 
The  group  described  American  surgical  methods  and 
established  chapters  of  the  International  College  in 
the  various  countries  visited. 

Drs.  Howard  B.  Hunt  and  F.  Lowell  Dunn,  Omaha, 
faculty  members  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  have  each  received  a $25,000  re- 


search grant  from  the  United  States  Health  Serv- 
ice. The  grants  were  made  for  study  in  cancer  train- 
ing and  cardiovascular  training. 

The  Nebraska  Chapter  of  the  American  College 
of  Surgeons  held  its  third  annual  meeting  in  North 
Platte  in  October.  Session  speakers  were  Drs.  John 
Heinke  and  James  Hayhurst  of  Scottsbluff,  Dr. 
Max  Raines,  North  Platte  and  Dr.  Stuart  Abel, 
Northwestern  Medical  School  in  Chicago. 

Dr.  J.  E.  M.  Thomson,  Lincoln,  has  returned  from 
Europe  where  he  attended  the  International  Society 
of  Orthopaedic  and  Traumatological  Surgeons  meet- 
ing. This  was  held  in  Bern,  Switzerland  early  in 
September.  At  this  meeting  he  presented  the  fol- 
lowing papers:  “Use  of  Hydrocortone  in  Ortho- 

paedic Surgery”  and  “Agricultural  Injuries  to  the 
Hand.”  He  was  also  a delegate  to  the  International 
Polio  Conference  in  Rome  the  second  week  in  Sept. 

Greetings  from  Past  Presidents 

This  is  a continuation  of  Doctor  Palmer 
Findley’s  narrative  setting  forth  his  person- 
al knowledge  of  medical  practice  in  Nebras- 
ka from  pioneer-days  to  the  present.  This 
is  the  seventh  installment. 

THE  NEBRASKA  DOCTOR 

by 

Palmer  Findley, 

Omaha,  Nebraska 

OBSTETRICS 

The  factors  that  have  been  introduced  in 
the  past  fifteen  years  to  contribute  to  the 
safety  and  well  being  of  the  childbearing 
woman  are  prenatal  care,  trained  personnel, 
improved  facilities,  more  consultations,  bet- 
ter anesthesia,  and  the  use  of  antibiotics, 
sulphanilamides,  and  blood  transfusions. 

Doctor  Sterling  reports  that  in  the  Sea- 
side Hospital  in  Long  Beach,  California, 
there  were  14,501  deliveries  without  a single 
death.  Many  factors  contributed  to  the  re- 
markable results,  i.e.,  early  ambulation, 
blood  available  for  emergency  use,  antibiot- 
ics to  combat  infection,  and  a nursing  staff 
alert  to  detect  abnormal  signs  and  symptoms 
before,  during,  and  after  labor.  No  patient 
was  allowed  to  remain  in  bed  more  than 
twelve  hours. 

The  practice  of  obstetrics,  as  I have  ob- 
served it  in  the  past  fifty  years,  has  under- 
gone such  revolutionary  changes  as  to  chal- 
lenge the  imagination.  And  nowhere  are 
these  changes  more  in  evidence  than  in  the 
emphasis  now  placed  upon  the  supervision 
of  the  expectant  mother.  Briefly  stated,  pre- 
natal care,  as  formulated  by  the  White  House 
Conference  on  Child  Welfare  and  Protection, 
consists  of  the  following  rules  of  procedure: 
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1.  Inquiring  into  the  history  of  pre-existing  dis- 

eases such  as  tuberculosis,  tonsilitis  and  rheumat- 
ism, because  of  their  possible  bearing  on  the  integ- 
rity of  the  heart  and  kidneys.  , 

2.  An  analysis  of  the  character  of  the  menstrual 
flow  — its  periodicity,  the  amount  of  blood  lost, 
and  presence  or  absence  of  pain. 

3.  It  is  important  to  note  the  date  of  the  last 
menstrual  period  in  estimating  the  probable  time 
of  confinement. 

4.  It  is  also  important  to  be  informed  on  all  com- 
plications occurring  in  previous  confinements. 

5.  A history  of  previous  abortions  and  miscar- 
riages is  essential  because  of  its  possible  bearing 
upon  the  course  of  the  existing  pregnancy. 

6.  The  history  of  the  postpartum  period  in  pre- 
vious pregnancies  — whether  or  not  there  were  any 
crippling  complications  such  as  infection  and  hem- 
orrhage. 

7.  Inquiry  should  be  made  into  the  conditions  of 
the  babies  previously  born;  whether  they  were  born 
alive,  prematurely  born,  or  born  at  full  term. 

8.  And  finally  a thorough  examination  of  the 
expectant  mother  to  determine  her  fitness  for  car- 
rying on  throughout  the  existing  pregnancy  and 
the  impending  delivery. 

In  earlier  days  the  doctor  was  often  not 
aware  of  the  impending  labor  until  called 
for  delivery  and,  as  a result,  complications 
were  often  encountered  that  might  never 
have  arisen  had  the  expectant  mother  been 
kept  under  observation  throughout  her  preg- 
nancy. 

Only  in  recent  years  have  analgesics  been 
employed  in  the  early  stages  of  labor.  Chloro- 
form, formerly  universally  employed  in  la- 
bor, has  been  discarded  in  favor  of  safer 
and  more  effective  agents. 

In  recent  years  great  advances  have  been 
made  in  relieving  pain  in  the  early  stages  of 
labor.  In  addition  to  the  barbiturates  there 
is  the  self-administered  trilene  gas,  which 
the  patient  inhales  until  she  falls  asleep. 

The  charge  that  cesarean  operations  have 
been  performed  where  more  conservative 
means  of  delivery  would  have  accomplished 
the  desired  results  is  not  without  justifica- 
tion. To  safeguard  against  such  abuses  it 
has  become  mandatory  in  our  hospitals  for 
the  attending  physician  to  have  counsel  be- 
fore proceeding  with  a cesarean  section. 
This  precautionary  measure  will  safeguard 
the  patient  from  what  might  otherwise  be- 
come an  ill-advised  operative  procedure. 

Puerperal  sepsis  that  in  earlier  years 
haunted  the  lying-in  chamber  has  now  all 
but  disappeared.  In  seeking  the  reason  for 
this  happy  event,  I am  of  the  opinion  that 


the  introduction  of  sterile  rubber  gloves  had 
much  to  do  with  it.  The  making  of  repeated 
vaginal  examinations  with  bare  hands,  in 
the  course  of  a prolonged  labor,  could  not 
fail  to  convey  infectious  organisms  to  the 
upper  genital  tract.  Furthermore,  credit  for 
lessening  of  sepsis  in  the  puerperium  must 
be  accorded  the  antibiotics  administered 
where  there  is  suspicion  of  impending  infec- 
tion. 

In  the  management  of  puerperal  infec- 
tion prior  to  the  introduction  of  antibiotics 
and  blood  transfusions  there  was  little  that 
could  be  done  to  stay  the  course  of  the  mal- 
ady. A pelvic  abscess  could  be  drained,  and 
retained  placental  tissue  removed,  but  that 
was  the  sum  total  of  service  that  could  be 
rendered  other  than  to  institute  supportive 
measures.  Not  infrequently,  and  before  the 
consultant  arrived  on  the  scene,  the  attend- 
ing physician  had  cureted  and  irrigated  the 
uterus  — a practice  that  was  all  to  prevalent 
and  one  that  could  scarcely  fail  to  aggravate 
exisiting  conditions  by  the  breaking  down  of 
nature’s  barriers  to  the  invading  organisms. 
Said  Thomas  Emmert,  founder  of  American 
gynecology,  when  asked  what  he  thought  of 
the  use  of  the  curet  in  such  cases:  “The 

curet  is  an  instrument  of  the  devil.” 

The  shortening  of  the  lying-in  period  as 
practiced  today  is  a marked  departure  from 
that  in  vogue  in  earlier  times.  By  permitting 
the  mother  to  leave  her  bed  on  the  third, 
fourth  or  fifth  day  of  the  puerperium,  rath- 
er than  to  prolong  her  stay  to  the  eighth  or 
tenth  day  as  was  formerly  the  custom,  has 
lessened  the  incidence  of  many  disturbing 
complications.  There  is  better  functioning 
of  the  bowel  and  bladder,  less  liability  to  the 
development  of  thrombosis  and  embolism,  the 
involution  of  the  uterus  is  accelerated,  and 
the  mother  leaves  the  hospital  better  able  to 
resume  her  household  duties.  All  this  has 
made  the  hospital  bill  less  burdensome. 

Obstetrics  as  practiced  today  is  a far  cry 
from  the  days  when  the  ignorant  and  de- 
praved midwife  was  the  arbiter  of  the  birth 
chamber ; when  the  barber  surgeon  was 
called  in  to  dismember  the  baby ; when,  even 
in  normal  labor,  the  mother  had  but  an 
even  chance  to  survive.  Failing  to  deliver 
the  baby  by  pulling,  twisting  and  turning 
in  a blind  effort  to  end  the  whole  affair,  the 
barber  surgeon  dismembered  the  baby  and 
often  mutiliated  the  mother. 
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But  we  need  not  go  back  to  medieval  times 
to  appreciate  the  marvelous  progress  made 
in  obstetrics.  We  have  the  word  of  Doctor 
Fred  Adair  that  there  was  an  epidemic  of 
puerperal  fever  in  the  Bellevue  Hospital  in 
New  York  City,  in  1871,  in  which  there  was 
a maternal  mortality  of  18  per  cent.  To 
escape  the  ravages  of  the  contagion,  the  ma- 
ternity wards  were  removed  to  Blackwell 
Island. 

In  marked  contrast  to  all  this  I submit 
the  following  report  on  maternal  mortality 
from  the  Bureau  of  Vital  Statistics,  State 
Department  of  Health,  Lincoln,  Nebraska: 


Cause  ’51  ’52 

Complications  of  Pregnancy 

Renal  Disease  Arising  During  Pregnancy 0 0 

Pre-eclampsia  of  Pregnancy 1 0 

Eclampsia  of  Pregnancy 3 l 

Placenta  Praevia 0 0 

Toxemia  of  Pregnancy 4 4 

Hemorrhage  of  Pregnancy 0 0 

Ectopic  Pregnancy  with  Mention  of  Sepsis 0 0 

Hydatidiform  mole 0 0 

Pregnancy  Associated  with  Other  Conditions 0 0 

Abortion 

Abortion  with  Sepsis  (Induced) 2 0 

Other  Abortions  with  Sepsis 2 0 

Delivery  with  Specified  Complication 

Retained  Placenta 0 0 

Post  Partum  Hemorrhage 1 3 

Disproportion  or  Malposition  of  Fetus 0 2 

Cesarean  Section . 2 I 

Prolonged  Labor  of  Other  Origin 0 0 

Delivery  with  Trauma 3 2 

Other  Complicatinos  of  Childbirth 1 1 

Complications  of  the  Puerperium 

Sepsis  of  Childbirth  and  the  Puerperium 0 0 

Puerperal  Phlebitis  and  Thrombosis 1 0 

Puerperal  Eclampsia 1 0 

Puerperal  Pulmonary  Embolism 1 0 

Cerebral  Hemorrhage  in  the  Puerperium 0 0 

TOTALS 22  14 


Contrast  this  record  with  that  of  the  Hotel 
Dieu  in  Paris  in  the  eighteenth  century  when 
scarcely  a.  mother  survived.  The  scourge 
spread  to  Vienna,  London,  Edinburgh  and 
Dublin  where,  too,  almost  every  woman  died 
of  the  scourge  of  puerperal  sepsis. 

Deliveries  in  hospitals  have  now  become 
almost  the  universal  rule.  This  is  so,  not 
because  it  is  imposed  by  the  doctor  for  his 
convenience  as  is  often  charged,  but  rather 
because  it  is  in  the  interest  of  the  mother 
and  her  baby.  Home  deliveries  cannot  com- 
pete with  the  maternity  hospitals  in  effi- 
ciency and  safety.  Furthermore,  home  de- 
liveries, if  conducted  in  the  most  approved 
manner,  require  the  services  of  three  trained 
nurses  on  an  eight  hour  shift.  Trained  nurses 
are  difficult  to  find  for  private  duty,  and 
their  services  are  expensive.  Above  all  else, 
the  hospital  affords  the  maximum  of  secur- 
ity in  event  of  unexpected  complications. 
The  safety  of  the  mother  and  the  baby  is  the 
prime  consideration,  and  there  can  be  no 
question  as  to  the  choice  between  the  home 
and  the  hospital. 

(To  Be  Continued) 


IRANIAN  OPHTHALMOLOGIST 
DEMONSTRATES  NEW  METHOD  OF 
TRACHOMA  CONTROL 

Alexandria,  Egypt — Hope  for  millions  of  trachoma 
sufferers  in  the  form  of  a new  method  of  treatment 
that  can  be  used  in  mass  campaigns  against  this 
disease  has  been  demonstrated  at  the  Alexandria 
Faculty  of  Medicine  by  Professor  Gholi  Chams  of 
the  University  of  Teheran. 

The  method  which  was  introduced  in  Iran  by 
Professor  Chams  in  1931,  involves  electro-coagula- 
tion and  has  been  used  so  successfully  in  the  schools 
in  Teheran  that  the  incidence  of  Trachoma  has 
dropped  from  45  to  2 percent  in  the  last  five  years. 

Professor  Chams  came  to  Egypt  under  the  aus- 
pices of  the  World  Health  Organization.  On  com- 
pletion of  his  work  here,  he  will  proceed  to  Tunisia, 
Morocco,  Italy,  France  and  Switzerland  where  he 
will  give  lectures  and  demonstrations  before  groups 
of  medical  scientists. 

His  approach  to  trachoma  control  is  based  on  the 
contention  that  the  vims  is  found  not  only  in  the 
conjunctiva  but  also  in  the  tarns  and  supratarsus, 
the  deep  layex-s  of  the  lid.  These  are  not  i-eached 
by  other  forms  of  treatment  and  thus  the  disease 
is  seldom  completely  eliminated. 

In  electi’o-coagulation,  however,  heat  is  pi'odueed 
which  reaches  all  the  affected  parts.  As  Professor 
Chams  demonstrated,  this  requirs  an  apparatus 
with  two  electrodes,  the  positive  one  a ball  of  2.5 
millimetres  in  diameter,  with  which  the  conjunctiva 
is  slowly  and  foi’cibly  massaged.  This,  he  said, 
causes  the  infection  to  disappear  within  ten  to 
fifteen  days  through  the  formation  of  a scar. 

He  prefoi’med  the  opei’ation  on  five  patients,  aided 
by  Dr.  Moheddine  Said  axxd  Dr.  Ahmad  Kamel,  Pro- 
fessors  of  Ophthalmology,  Faculty  of  Medicine, 
Univei-sity  of  Alexandida. 

In  his  lectux*e  following  the  operations,  Px’ofessor 
Chams  explained  that  the  heat  produced  by  the 
diathenny  eliminates  the  vims  of  tx’achoma.  The 
scar  produced,  he  pointed  out,  is  a supple  one,  “not 
a deformed  scar  which  is  worse  than  the  trachoma 
itself.”  ’ 

He  desci’ibed  the  mass  attack  on  trachoma  carried 
out  in  Dezfoul,  a city  of  75,000  people  in  southern 
Iran,  where  formerly  95%  of  the  population  was 
affected.  Four  centi’es  were  set  up  in  different 
pai’ts  of  the  city  and  after  an  intensive  campaign 
which  lasted  13  yeai’s,  the  incidence  was  reduced 
to  22%. 

Electro-coagulation,  he  said,  has  four  points  in 
its  favour  over  other  current  methods  of  ti’eatment. 
Firstly,  it  is  shoi’t,  thus  checking  the  spreading  of 
the  disease  which  is  highly  infectious.  Secondly, 
it  is  cheap:  one  apparatus  costing  about  $300.00 
will  sexwe  thousands  of  people  while  antibiotics  cost 
about  $100.00  for  each  person  who  x'eceives  full 
ti-eatment.  Thirdly,  electro-coagulation  produces  a 
supple  scar  while  other  methods  of  treatment  may 
pi’oduce  what  he  calls  a “deformed”  scar,  damaging 
the  cornea  of  the  eye  and  causing  serious  compli- 
cations. Lastly,  only  one  visit  to  the  doctor  is 
necessaxy  axxd  a nurse  caxx  follow  the  patient  uixtil 
the  cure  is  complete,  whex’eas  other  methods  of 
ti’eatment  require  many  applications  of  aixtibiotics, 
silver  lxitx-ate,  copper  sulphate  or  other  xxxedica- 
ments,  even  then  pi'oducixxg  x’esults  which  he  coxx- 
sidei-s  to  be  gx’eatly  inferior. 
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Name 

BAKER,  R.  W.  .. 

CALHOUN,  O.  V— 

CARR,  E.  F 

CLARK  GUY  W. 

CLARK  WILLARD  K. ... 

CLOYD,  AUGUSTUS  D. 


Address  County  Society  Date 

Livermore,  California. Southwest  Nebraska Nov.  4,  1953 

(Formerly  Benkelman,  Nebraska) 

Lincoln.  Nebraska Lancaster  County Nov.  2,  1953 

Stapleton,  Nebraska Lincoln  County Jan.  29,  1954 

Bertrand,  Nebraska Phelps  County Oct.  28,  1953 

Lincoln,  Nebraska  Madison  Six  County Jan.  20,  1954 

(Formerly  Niobrara,  Nebraska) 

Omaha,  Nebraska Omaha-Douglas  County.. Nov.  9,  1953 


DAVIS,  JOSEPH  E Albion.  Nebraska  Boone  County July  19,  1953 

DUNN,  JOSEPH  ERM  AN...  Arnold,  Nebraska  Custer  County Febr.  8,  1954 

FORDYCE,  C.  P.  Parkway,  New  Jersey... ..  .Richardson  County....  . ..Aug.  8,  1953 

(Formerly  Falls  City,  Nebraska) 

FRANDSEN,  CHARLES Omaha,  Nebraska ...  Omaha-Douglas  County.. June  20,  1953 


GILBERT.  GEORGE  R Omaha,  Nebraska Omaha-Douglas  County.  Aug.  27,  1953 

GOLDEN,  FRANK  P Chadron,  Nebraska  Northwest  Nebraska Jan.  29,  1953 

GRIOT,  ARTHUR  J Springfield,  Missouri  ...  Northwest  Nebraska  .April  29,  1953 

(Formerly  Chadron,  Nebraska) 

HALL.  LYNN  T ...Omaha,  Nebraska Omaha-Douglas  County. .July  7,  1953 

HANSEN,  W.  GORDON Corning,  Iowa. Omaha-Douglas  County. .Feb.  16,  1954 

(Formerly  Omaha,  Nebraska) 

IWERSON,  JOHN  C Omaha,  Nebraska.  Omaha-Douglas  County.. Aug.  19,  1953 


JAMES,  MAURICE  C Columbus,  Nebraska  Platte  County ...Sept.  11,  1953 

JENSEN,  J.  P Plainview,  Nebraska Madison  Six  County ....  April  4,  1953 

LAUBACH,  HERBERT  G._  Mitchell,  Nebraska Scottsbluff  County.. Dec.  6,  1953 

MANNING,  ERNEST  T Omaha,  Nebraska  Omaha-Douglas  County.. June  5,  1953 

MASON,  GEORGE  E Grand  Island,  Nebraska  Hall  County -Sept.  27,  1953 

MORRIS,  H.  G. Santa  Monica,  California  . Madison  Six  County. ...Dec,  29,  1953 

(Formerly  Newman  Grove,  Nebraska) 

NAIL,  FRANK  E Franklin,  Nebraska Franklin  County May  8,  1953 

O’CONNOR,  WM.  E...  Omaha,  Nebraska Omaha-Douglas  County.  Dec.  10,  1953 

O’NEILL,  SILVESTON  H.  Blue  Hill,  Nebraska Webster  County June  4,  1953 

PRICHARD,  GEORGE  W.  Omaha,  Nebraska Omaha-Douglas  Co March  7,  1954 

RILEY,  BRYAN  M Omaha,  Nebraska Omaha-Douglas  Co ..April  21,  1954 

SCHLUMBERGER,  P.  R._  Gibbon,  Nebraska Buffalo  County Jan.  1,  1954 

SCOTT,  H.  A Lincoln,  Nebraska. . Lancaster  County Nov.  12,  1953 

SMITH,  AZALIA  K.  ...  Omaha,  Nebraska.  ..  ....  Omaha-Douglas  County.... Jan.  6,  1954 

SMRHA,  VACLAV  V.  ..Milligan,  Nebraska... Fillmore  County Febr.  25,  1954 

STEWART,  J.  N Santa  Monica,  California... Southwest  Nebraska July  18,  1953 

(Formerly  Stanton,  Nebraska) 

TORPY,  THOS.  W Omaha,  Nebraska Omaha-Douglas  County.. June  9,  1953 

WARRICK,  J.  E Valentine,  Nebraska.. .....  Holt  and  Northwest  .. Jan.  17,  1949 

WEARNE,  FREDRICK  J,...  Omaha,  Nebraska Omaha-Douglas  County.. Dec.  5,  1953 

WHITHAM,  ROY  H.  Lincoln,  Nebraska Lancaster  County April  7,  1953 

YOUNG,  RICHARD  H Omaha,  Nebraska Omaha-Douglas  County.. Aug.  10,  1953 
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The  Woman's  Auxiliary 

Greetings  to  all  Auxiliary  Members: 

Our  president,  Mrs.  Lukens,  lias  gracious- 
ly allowed  me  to  use  this  space  this  month 
for  a Safety  letter.  In  the  board  meeting 
in  September  I announced  the  inclusion  of 
a Safety  Campaign  in  our  program  for  the 
year.  I am  working  on  a supplementary 
outline  for  this  new  project  which  should 
be  in  the  hands  of  the  county  presidents  by 
the  time  this  is  in  print. 

I have  received  material  from  both  the 
State  Safety  Patrol  and  the  National  Safety 
Council  with  some  excellent  ideas  for  pro- 
grams and  projects.  These  will  be  made 
available  to  any  county  auxiliaries  upon  re- 
quest. Mrs.  Austin  Sutton  of  Wahoo,  who 
is  chairman  of  the  Women’s  Division  of  the 
Governor’s  Safety  Conference,  also  was  most 
helpful. 

This  group,  in  their  meeting  last  July, 
adopted  resolutions  favoring: 

1.  Periodic  re-examination  of  drivers. 

2.  Clarification  of  school  bus  laws. 

3.  Organization  of  a state-wide  Safety 

Council. 

4.  Legislation  requiring  the  use  of  chem- 
icals to  determine  intoxication. 

5.  Continuation  of  teenage  safe-driving 
program. 

6.  Stricter  enforcement  of  traffic  laws. 

7.  Continued  use  of  radar  in  speed  law 
enforcement. 

8.  Maintenance  of  the  dignity  of  the  State 
Safety  Patrol. 

Let  us  all  support  these  aims  and  the  work 
of  the  Governor’s  Conference  in  any  way 
we  can.  We  must  work  with  and  through 
any  existing  safety  organizations  and  also 
through  other  clubs  and  organizations  with 
which  we  are  affiliated.  In  this  way  we 
can  make  our  efforts  for  safety  count  the 
most. 

One  of  the  things  to  be  stressed  is  the 
expansion  of  the  Driver  Training  courses  in 
our  schools.  I think  this  is  one  of  our  most 
important  means  of  improving  our  traffic- 
record.  Statistics  show  the  value  of  this 
training,  and  our  aim  should  be  driver-train- 
ing for  every  high  school  student  in  the 
state.  I understand  one  school  in  Nebraska 


made  this  training  a requirement  for  grad- 
uation. Let’s  see  if  we  can  encourage  more 
schools  to  do  likewise. 

I hope  you  will  all  be  as  interested  and 
enthused  about  this  Safety  Campaign  as  I 
am.  Then  we  will  have  some  very  wonderful 
things  to  report  in  our  meeting  in  May.  Be- 
lieve me,  the  more  one  investigates  this  prob- 
lem, the  more  one  hopes  we  can  do  some- 
thing positive  about  it. 

May  I add  a word  of  caution  to  all  of  you 
who  drive.  Please,  watch  your  own  driving 
habits  — be  sure  you,  yourself,  are  a safe 
driver.  Then  check  the  driving  habits  of 
members  of  your  family,  particularly  your 
teenagers.  Speed  and  power  fascinate  these 
youngsters  and  they  must  learn  to  control 
them.  The  power  of  example  is  one  of  your 
best  weapons  — if  you  yourself  “follow  the 
rules”  your  admonitions  to  them  will  carry 
weight.  And  young  folks  must  be  continual- 
ly admonished,  even  if  they  do  think  and  say 
you  are  “nagging.” 

Now,  speaking  for  Mrs.  Lukens  and  all 
her  board  members,  1 am  wishing  each  and 
every  one  of  you  a most  joyous  and  blessed 
Christmas,  and  may  God  guide  and  be  with 
us  throughout  the  coming  New  Year. 

Sincerely, 

ANN  M.  KOHTZ. 

(Mrs.  R.  H.) 

State  Program  Chairman 

“THE  TRUCK  ANI)  I” 

“Breathes  there  a man  with  soul  so  dead 
Who  has  not  cursed  that  truck  ahead?” 

— -From  the  November,  1954,  Redbook. 

How  true  1 I thought  as  1 read  that  verse. 
I know  of  nothing  on  the  highway  as  mad- 
dening to  me  as  the  trucks.  In  the  first 
place  most  of  them  are  so  huge  that  Pm 
scared  to  death  of  them.  On  second  thought, 
maybe  that  is  a good  thing  — not  that  they 
are  so  big,  but  that  I am  scared  of  them. 
Let’s  keep  it  that  way,  because  as  long  as 
I’m  scared  of  them  I’ll  be  plenty  careful 
when  I meet  them. 

I’ll  keep  a respectful  distance  on  my  side 
of  the  center  line  when  meeting  a truck  so 
there  will  be  no  danger  of  my  getting  side- 
swiped.  I know  those  boys  jockeying  those 
large  semis  are  probably  much  better  driv- 
ers than  I am ; but,  brother,  I’m  not  depend- 
ing on  their  skill  to  keep  my  skin  whole. 
That’s  my  job,  and  I’ll  do  it  by  steering  clear 
of  the  trucks. 
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Then  when  I come  up  behind  one  on  a hill, 
if  I’m  scared  enough,  I won’t  pull  up  so 
close  that  I can’t  see  around  it  at  all.  No, 
I’m  keeping  my  distance  here,  too,  so  when 
the  road  is  clear  I can  see  that  is  time  to 
pass  safely.  If  it  is  the  sort  of  “up  hill  and 
down  again”  road,  where  a heavily  loaded 
truck  goes  10  mph.  up  hill  and  60  down,  I’m 
going  to  stay  right  where  I belong  — a safe 
distance  behind  — until  we  reach  a stretch 
of  road  suitable  for  passing.  It  just  wouldn’t 
pay  to  let  it  irritate  me  beyond  reason  so 
that  I would  lose  my  sense  of  judgment  and 
attempt  to  pass  before  it’s  safe  — either  on 
a hill  or  at  dangerous  speeds  going  down- 
hill. After  seeing  some  near  misses  in  such 
situations,  I think  I’ll  stay  more  scared  than 
mad. 

Yes,  that’s  a good  deal.  I know  that  as 
long  as  I’m  scared  I’ll  have  enough  respect 
for  those  big  babies  to  give  them  more  than 
their  share  of  the  road  if  necessary,  to  yield 
right  of  way  to  them  under  any  circumstan- 
ces, and  to  be  extra  cautious  approaching  or 
passing  them.  And,  believe  me,  I am  scared, 
because  I know  who  will  get  hurt  if  we  ever 
do  tangle  — and  it  won’t  be  the  truck  driver ! 

Mrs.  James  P.  Donelan,  of  Omaha  last 
years  president  to  the  Woman’s  Auxiliary  of 
the  Nebraska  State  Medical  Association, 
has  been  named  Regional  Co-chairman  of 
organization  in  Iowa,  Nebraska,  Missouri, 
and  Kansas,  by  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

The  Cheyenne  - Kimball  - Deuel  Counties 
Medical  Auxiliary  was  officially  reactivated 
Wednesday,  October  26th,  at  a meeting  held 
in  conjunction  with  the  regular  CKD  meet- 
ing. The  group  has  been  inactive  since  the 
war. 

Doctors  and  their  wives  from  all  three 
counties  met  for  a dinner  at  the  Country 
Club  and  heard  a talk  by  Dr.  Edward  Ten- 
nant, radiologist,  who  is  establishing  an  of- 
fice in  Sterling. 

The  ladies  then  retired  to  the  B.  H.  Grimm 
home  where  they  held  their  re-organization 
meeting.  Mrs.  J.  P.  Donelan,  Omaha,  past 
state  president,  and  Mrs.  Isaiah  Lukens,  IV, 
President  of  the  Woman’s  Auxiliary  of  the 
Nebraska  State  Medical  Association,  were 
guests  of  honor. 

Installed  as  officers  of  the  CKD  were  Mrs. 
James  Thayer,  president;  Mrs.  J.  A.  Fed- 


erle,  vice-president;  and  Mrs.  R.  D.  Rund- 
quist  of  Chappell,  secretary-treasurer. 

The  Woman’s  Auxiliary  to  the  Dawson 
County  Medical  Society  met  Monday  eve- 
ning, October  11th,  following  a joint  dinner 
meeting  with  the  doctors  at  the  Dixie  Inn, 
at  the  home  of  Mrs.  Rodney  Sitorious. 

During  the  business  meeting,  Mrs.  V.  I). 
Norall  reported  on  the  meeting  of  the  state 
executive  board  of  the  Auxiliary,  held  at 
Omaha,  September  27th.  It  was  also  an- 
nounced that  Sue  Kyle,  Nurse  Loan  recip- 
ient, is  now  in  training  at  Scottsbluff.  Mrs. 
William  Long  presented  a tape  recording 
made  recently  of  the  talk  given  by  Mr.  Diers 
of  the  State  Board  of  Control,  on  “Mental 
Health  in  Nebraska.” 

Scottsbluff  County  Medical  Society  Auxil- 
iary sponsored  a book  review  tea,  Nov.  1, 
at  the  First  Methodist  Church  in  Scottsbluff. 
Mrs.  Max  Gentry  of  Gering  reviewed  the 
book,  “Love  Is  Eternal,”  by  Irving  Stone. 
The  book  concerns  the  life  of  Mary  Todd  Lin- 
coln. Mrs.  Paul  Baker  is  president  of  the 
auxiliary  and  chairmen  of  the  tea  were  Mrs. 
C.  N.  Sorensen  and  Mrs.  Jacob  Krieg  of 
Scottsbluff. 

In  part  is  a section  of  a letter  Mrs.  R.  H. 
Kohtz,  of  Bloomfield,  and  Program  Chair- 
man of  the  Woman’s  Auxiliary  to  the  Ne- 
braska State  Medical  Association,  received 
from  Governor  Robert  Crosby  in  regard  to 
the  Safety  program  the  executive  board  of 
the  State  Auxiliary  has  approved. 

“This  is  to  express  by  sincere  thanks  to 
you  for  engaging  the  efforts  of  your  group 
in  a traffic  safety  campaign.  If  there  is 
any  way  in  which  this  office  or  the  State 
Traffic  Safety  Council  can  be  of  assistance 
to  you,  please  let  me  know.” 

MRS.  DONALD  F.  PURVIS, 

State  Publicity  Chairman 


RECORD  LOW  MORTALITY  IN  1953 

Despite  an  outbreak  of  influenza  in  the  early 
months  of  the  year  and  a severe  heat  wave  in  late 
summer,  l’ecord  low  mortality  was  experienced  in 
1953  by  the  Industrial  policyholders  of  the  Metro- 
politan' Life  Insurance  Company.  Virtually  every 
age  group  showed  a lower  death  rate  than  in 
1952.  It  thus  appears  that  American  wage-earners 
and  their  families  enjoyed  exceptionally  favorable 
health  conditions  in  1953,  benefiting  from,  the  con- 
tinued improvement  in  medical  and  public  health 
services,  the  fruits  of  research  in  these  fields,  and 
our  high  standard  of  living. 
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NEBRASKAN  IS  30 
MILLIONTH  MEMBER 
OF  BLUE  SHIELD 
PLANS 

Elmer  T.  Linstrom,  the  nation’s  30 
millionth  Blue  Shield  member,  re- 
laxes with  his  wife  and  five  chil- 
dren in  their  Omaha  home.  Lin- 
strom, a postal  carrier,  was  hon- 
ored at  a dinner  marking  the  10th 
anniversary  of  the  Nebraska  Blue 
Shield  Plan. 


“The  American  medical  profession  does 
not  need  federal  subsidy  such  as  compulsory 
health  insurance  or  state  socialized  medicine 
for  the  expansion  of  prepaid  care  because 
the  mechanism  for  broader  distribution  al- 
ready exists”  said  Dr.  L.  Howard  Schriver, 
keynote  speaker  at  the  dinner  marking  the 
10th  anniversary  of  Nebraska  Blue  Shield, 
October  19. 

Dr.  Schriver,  Cincinnati,  is  president  of 
the  Blue  Shield  Commission.  He  told  the 
nearly  300  dinner  guests  that  “the  furore 
over  possible  government  subsidization  of 
medical  care  can  be  quelled  once  and  for  all 
by  the  nation’s  doctors’  active  participation 
in  their  own  voluntary  prepayment  plan. 
Blue  Shield  was  the  medical  profession’s  an- 
swer to  demands  for  prepayment  of  medical 
care  15  years  ago.  It  should  be  and  can  be 
the  answer  today.” 

“Last  year  alone,  Blue  Shield  Plans  paid 
for  subscribers’  medical  bills,  $254  million. 
There  is  no  reason  why  this  coverage, 
through  the  increasing  cooperation  by  physi- 
cians in  Blue  Shield  cannot  be  extended  to 
almost  every  segment  of  the  population,”  Dr. 
Schriver  said. 

“The  physicians  of  the  country  have  an 


opportunity  to  prove  to  the  people  that  the 
doctors’  own  program  can  offer  the  best  plan 
for  prepayment  care.  In  only  15  years,  Blue 
Shield  membership  has  grown  to  30  million. 
We  are  proud  of  that  growth,  and  we  will 
strive  for  even  greater  heights,  he  stated. 

Dr.  Schriver  presented  a plaque  with  an 
achievement  certificate  to  Dr.  Arthur  J.  Of- 
ferman,  Nebraska  Blue  Shield  president,  for 
his  10  years’  service  as  a leader  in  the  state’s 
and  nation’s  Blue  Shield  movement. 


Reminder:  Nearly  800  Nebraska  > 

> physicians  have  signed  and  returned 
\ their  Participating  Physicians’s  Agree- 

Iments  pertaining  to  the  new  Preferred 
membership  agreement.  The  offering  of  \ 
this  broader,  higher-benefit  coverage  is  ; 
a progressive  step  — but  to  be  success-  ( 
;>  ful,  it  must  have  the  active  partic-ipa-  j 
< tion  of  Nebraska’s  doctors.  If  you  have  ' 
l not  signed  your  Participating  Physi- 
( dan’s  Agreement,  will  you  do  so  and 
j return  it  to  Blue  Shield  today? 

( < 
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TUBERCULOSIS  ABSTRACTS 

ISOLATING  THE  RECALCITRANTS 

During  the  past  five  years  Firland  Sanatorium 
in  Seattle,  Washington,  has  had  an  unusual  and 
perhaps  unique  experience  in  treating  tuberculosis 
in  a large  number  of  persons  comprising  one  of 
the  most  unfortunate  segments  of  society  — va- 
grants and  chronic  alcoholics.  This  discussion  is  an 
attempt  to  share  the  experience  with  others  who 
may  face  similar  problems.  It  is  by  no  means  a 
blueprint  for  action,  since  the  staff  of  Firland  Sana- 
torium does  not  believe  that  the  best  answer  to  any 
of  the  problems  encountered  is  known  at  this  time. 

ADEQUATE  BEDS  AVAILABLE 

The  situation  in  the  state  of  Washington  has  been 
unusual  in  that  since  1947  in  our  city,  county,  and 
state  we  have  had  more  beds  for  the  treatment 
of  tuberculosis  than  have  been  needed.  In  the 
second  place,  and  perhaps  largely  because  there 
has  been  an  adequate  number  of  beds,  the  state  and 
local  health  officers  have  been  zealous  in  their  at- 
tempts to  isolate  every  individual  known  to  have 
infectious  tuberculosis  and  to  find  the  unknowns  as 
rapidly  as  possible.  A city-wide  mass  x-ray  survey 
in  1948  included  the  Skid  Row  area  and  for  several 
years  the  Seattle-King  County  Health  Department 
has  x-rayed  each  new  admission  to  the  King  County 
Jail  and  to  the  Alcoholic  Rehabilitation  Center. 
This  survey  has  recently  been  extended  to  the 
Seattle  City  Jail. 

LOCKED  WARD  NECESSARY 

The  policy  of  enforced  isolation  has  necessitated 
a locked  ward  which  is  a part  of  the  hospital  and  to 
which  patients  are  admitted  by  order  of  local  health 
officei's  from  anywhere  in  the  state.  An  occasional 
patient  is  admitted  on  parole  from  one  of  the  state 
penal  institutions  or  mental  hospitals  for  treatment 
of  a tuberculosis  lesion  that  cannot  be  treated  in 
the  referring  institution.  But  the  great  majority 
of  admissions  to  the  locked  ward  are  unemployed  or 
very  irregularly  employed  chronic  alcoholics  from 
the  metropolitan  area. 

The  first  detention  facility  was  a large  open 
ward,  but  numerous  difficulties,  ranging  from 
fights  between  patients  to  arson  and  mass  escape, 
have  taught  that  such  an  arrangement  was  im- 
practical. There  is  now  a 52-bed  ward  consisting 
entirely  of  single  rooms,  except  for  two  double 
rooms  in  the  small  and  separate  area  for  women 
patients.  There  are  double  sets  of  locked  doors  to 
the  outside  and  windows  are  covered  by  heavy 
screens.  All  of  the  rooms  can  be  locked  individually. 
Almost  all  the  rooms  have  furniture  like  that  in 
the  other  rooms  in  the  hospital.  A few  have  only 
concrete  blocks  on  which  a mattress  can  be  placed 
and  have  doors  which  are  much  heavier  than  the 
others.  These  rooms  are  reserved  for  patients  who 
present  an  unusual  risk  of  suicide,  assault,  or  de- 
struction of  property.  The  whole  ward  is  painted 
in  light  colors  and  is  physically  as  attractive  as  any 
other  ward  in  the  hospital. 

RECREATION  FACILITIES  FURNISHED 

Except  for  the  maximum  security  rooms,  patients’ 
doors  are  locked  only  at  night.  Visiting  between 
patients  is  permitted  but  congregation  of  large 


groups  is  discouraged.  Reading  material,  radios, 
and  television  sets  are  permitted  as  on  any  other 
ward.  Occupational  therapy  which  does  not  re- 
quire dangerous  instruments,  such  as  knives,  is  en- 
couraged. The  facilities  of  the  Departments  of  So- 
cial Service,  Rehabilitation,  and  Education  are 
furnished  as  on  any  other  ward,  and  the  services 
of  chaplains  and  psychiatrists  are  available.  The 
decreased  emphasis  on  bed  rest  has  created  a need 
for  more  recreational  facilities  and  a recreation 
room  is  now  being  provided.  Visitors  from  outside 
the  hospital  are  permitted,  but  only  at  one  end  of 
the  ward,  where  the  visitor  is  separated  from  the 
patient  by  a heavy  fine  mesh  screen.  Patients  from 
the  other  wards  are  not  permitted  to  visit  patients 
in  the  locked  ward  except  in  an  emergency. 

The  patients  in  the  locked  ward  are  not  permit- 
ted to  have  money  or  valuables.  These  are  kept 
for  them  and  they  may  make  purchases  by  written 
order  on  their  accounts  in  the  hospital  business 
office.  Their  mail  is  opened  and  read  and  any 
packages  are  opened  and  inspected  in  order  to  pre- 
vent narcotics  or  other  undesirable  material  reach- 
ing the  patients. 

PUNISHMENT  NOT  THE  PURPOSE 

Although  there  is  forced  confinement,  punish- 
ment is  no  part  of  the  purpose  of  this  program  and 
that  fact  is  emphasized  to  both  patients  and  em- 
ployees. The  locked  ward  has  only  two  purposes. 
These  are  closely  related.  The  first  is  to  isolate 
from  the  public  those  few  patients  with  infectious 
tuberculosis  who  will  not  stay  in  a tuberculosis 
hospital  unless  they  are  locked  in  and  who  cannot 
or  will  not  isolate  themselves  outside  the  hospital. 
The  second  purpose  is  to  protect  the  other  patients 
of  the  hospital  from  disturbance,  chiefly  from 
drunkenness,  on  the  part  of  those  few  patients  who 
cannot  observe  the  usual  standards  of  conduct. 

The  average  patient  who  is  admitted  to  the  locked 
ward  stays  about  two  weeks  and  is  then  transferred 
to  an  open  ward  of  the  hospital.  If  he  leaves  the 
hospital  without  permission  or  becomes  disturbing 
to  others,  usually  because  of  drinking,  he  is  re- 
admitted to  the  locked  ward  for  perhaps  a month. 

On  the  third  admission  he  will  probably  stay 
three  months.  On  the  fourth  admission  he  may 
stay  six  months  or  until  he  is  eligible  for  discharge 
from  the  hospital. 

The  great  majority  of  patients  who  are  admit- 
ted to  the  locked  ward  are  not  very  troublesome. 
As  a result  of  the  aggressive  program  of  tuber- 
culosis control,  from  200  to  300  chronic  alcoholic 
patients  are  constantly  in  the  hospital  but  the  cen- 
sus on  the  locked  ward  is  usualy  about  30. 

SHORT-TERM  RESULTS  GOOD 

The  short-term  results  of  tuberculosis  treatment 
in  this  group  of  patients  is  extraordinarily  good. 
Alcoholism  and  inadequate  diet  have  greatly  lowered 
their  resistance  to  tuberculosis  and  when  these 
conditions  are  corrected  they  respond,  sometimes 
almost  miraculously,  to  proper  treatment. 

The  long-term  results  of  treatment  of  tubercu- 
losis and  of  effoi'ts  directed  toward  general  re- 
habilitation are  discouraging.  The  results  in  treat- 
ing alcoholism  in  persons  who  wish  to  continue  to 
drink  heavily  are  no  better  than  those  reported  by 
(Continued  on  Page  XXVII-A) 
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Use  of  Alidase*  in  Closed  Wounds:  Contusions, 
Sprains,  Dislocations,  Simple  Fractures 

In  traumatic  surgery 1 where  “ definitive  treatment . . . 
is  often  delayed  while  the  surgeon  waits  for  nature  to  dispose  of 
hematoma  and  oedema ” Alidase  is  an  efficient  means 1,2 
of  accelerating  dispersion  of  accumulated  fluids. 


Swenson2  has  described  his  highly  successful  results 
with  Alidase  in  various  types  of  closed  wounds.  He 
summarized  them  as  follows: 

To  remove  local  fluid  accumulations  in  contusions  or 
bruises,  “The  usual  dose,  500  viscosity  units  Alidase® 
mixed  in  a small  amount  of  normal  saline,  is  injected 
into  the  localized  fluid.  Mixing  the  hyaluronidase  in 
I per  cent  procaine  solution  will  also  produce  local 
vasodilatation,  relief  of  local  pain  and  more  rapid 
absorption  of  the  fluid  mass.  This  method  can  also 
be  applied  to  traumatized  bursae  or  synovial  spaces 
which  do  not  respond  to  repeated  aspirations." 

The  point  of  maximal  pain  is  infiltrated  with  10  cc. 
of  a I per  cent  procaine  solution  to  which  500  vis- 
cosity units  of  Alidase  have  been  added.  With  this 
simple  technic,  a high  percentage  of  successful  results 
has  been  obtained. 

Alidase  may  be  used  to  advantage  to  produce  more 
rapidly  a short-acting,  complete  block  anesthesia  and 
to  facilitate  reduction  in  subluxation  or  complete  dis- 
locations of  the  interphalangeal  joints.  When  anes- 


thesia is  required  for  fracture  reduction,  local  block 
anesthesia  can  be  simplified  by  adding  Alidase  to  the 
anesthetic  solution.  Alidase  also  tends  to  decrease 
local  edema  and  hematoma  formation. 

Fluidsadministered  with  Alidaseare  rapidly  absorbed 
from  subcutaneous  tissue.  The  simplicity  of  hypoder- 
moclysis  avoids  the  cumbersome  arm  board,  permits 
convenient  administration  with  little  or  no  pain  or 
swelling,  is  vein-sparing  and  saves  nursing  time  in 
such  conditions  as  burns,  postoperative  states,  tox- 
emias and  parenteral  alimentation. 

Alidase  (brand  of  hyaluronidase)  is  supplied  in 
serum-type  ampuls  of  500  viscosity  units.  It  is  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  MacAusland,  W.  R.,  Jr.;  Gartland,  J.  J.,  and  Hallock,  H. : 
The  Use  of  Hyaluronidase  in  Orthopaedic  Surgery,  J.  Bone  & 
Joint  Surg.  35-A  :604  (July)  1953. 

2.  Swenson,  S.  A.,  Jr. : Minor  Surgical  Aspects  of  Closed  Wounds, 
Am.  J.  Surg.  57:384  (March)  1954. 
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Nebraska  Slate  Medical  Association  Officers  and  Committees 


OFFICERS 

Earl  F.  Leininger,  McCook President 

W.  E.  Wright,  Creighton President-Elect 

Clarence  E.  Minnick,  Cambridge Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

M.  C.  Smith,  Lincoln Executive  Secretary 


BOARD  OF  TRUSTEES 

Fay  Smith,  Chairman Imperial 

G.  E.  Peters Randolph 

J.  E.  M.  Thomson Lincoln 

A.  A.  Ashby Geneva 

R.  B.  Adams Lincoln 


Delegates — K.  S.  J.  Hohlen,  Lincoln;  J.  D.  McCarthy,  Omaha 
Alternates — H.  S.  Morgan,  Lincoln;  E.  F.  Leininger,  McCook 


COUNCIL  ON 
PROFESSIONAL  ETHICS 

Morris  Nielsen,  Chm Blair 

John  R.  Kleyla Omaha 

K.  S.  J.  Hohlen Lincoln 

C.  F.  Heider North  Platte 

G.  E.  Charlton Norfolk 

COMMITTEES 

Education 

Advisory  to  Auxiliary 
Raymond  G.  Lewis,  Chm. -Omaha 

Robert  Morgan Alliance 

Lynn  E.  Sharrar Lincoln 

Allied  Professions 

C.  W.  Guildner,  Chm Hastings 

Max  Coe Wakefield 

A.  E.  Freed Omaha 

Otis  W.  Miller Ord 

W.  J.  McMartin Omaha 

BLOOD  PRODUCTS 

D.  H.  Morgan,  Sr.,  Chm. -McCook 

Frank  Tanner Lincoln 

Ted  Riddell Scottsbluff 

Geo.  E.  Stafford Lincoln 

J.  R.  Schenken Omaha 

Constitution  and  By-Laws 

R.  S.  Wycoff,  Chm Lexington 

L.  D.  McGuire Omaha 

R.  B.  Adams Lincoln 

Emergency  Medical  Service 

J.  P.  Redgwick,  Chm Omaha 

F.  S.  Webster Lincoln 

J.  J.  Freymann Omaha 

G.  P.  Charlton Hastings 

J.  T.  Hanna Scottsbluff 

Hospital  and 
Professional  Relations 

Howard  B.  Hunt,  Chm Omaha 

F.  G.  Gillick Omaha 

Frank  Cole Lincoln 

K.  S.  J.  Hohlen Lincoln 

John  R.  Schenken Omaha 

Insurance 

Geo.  H.  Misko,  Chm Lincoln 

L.  T.  Heywood Omaha 

L.  D.  McGuire Omaha 

H.  D.  Runty DeWitt 

Paul  Maxwell Lincoln 

Journal  and  Publication 

F.  W.  Niehaus,  Chm Omaha 

Paul  Bancroft Lincoln 

George  Stewart Norfolk 

Library,  Necrology  and  Records 

George  Salter,  Chm Norfolk 

W.  C.  Harvey,  Jr Gering 

Forrest  Rose Lincoln 

Medical  Education 

D.  B.  Steenburg,  Chm Aurora 

F.  Lowell  Dunn Omaha 

Harold  S.  Morgan Lincoln 

Earle  G.  Johnson Grand  Island 

W.  E.  Wright Creighton 

Max  Gentry Gering 

Fay  Smith Imperial 


Medical  Service 

E.  B.  Reed,  Chm Lincoln 

LeRoy  Lee Omaha 

J.  S.  Broz Alliance 

John  Hartigan Omaha 

C.  H.  Sheets Cozad 

Medicolegal  Advice 

J.  P.  Gilligan,  Chm Nebr.  City 

R.  B.  Adams Lincoln 

Wm.  L.  Sucha Omaha 

Planning 

F.  L.  Rogers,  Chm Lincoln 

A.  B.  Anderson Pawnee  City 

Harley  Anderson Omaha 

Morris  Nielsen Blair 

W.  W.  Carveth Lincoln 

Prepayment  Medical  Care 

H.  A.  Jakeman,  Chm Fremont 

John  Brush Omaha 

C.  R.  Brott Beatrice 

Public  Relations 

Houghton  F.  Elias,  Chm. -Beatrice 

J.  B.  Christensen Omaha 

Maurice  Frazer Lincoln 

J.  P.  Gilligan Nebraska  City 

Geo.  Hoffmeister Hastings 

R.  L.  Cassel Fairbury 

I).  B.  Wengert  Fremont 

Rural  Medical  Service 

Charles  Ashby,  Chm. Geneva 

E.  G.  Brillhart Columbus 

Dan  Nye Kearney 

Walter  Reiner Holdrege 

R.  E.  Penry Hebron 

Clyde  Kleager Hastings 

Scientific  Assembly 
Horace  V.  Munger,  Chm. -Lincoln 

John  L.  Batty McCook 

A.  C.  Johnson Omaha 

Lee  Stover Lincoln 

T.  T.  Smith Omaha 

R.  B.  Adams Lincoln 

Speakers  Bureau 
Robert  0.  Garlinghouse, 

Chm.  Lincoln 

Fred  Ferciot Lincoln 

John  Brown Lincoln 

John  E.  Courtney Omaha 

H.  J.  Lehnhoff Omaha 

J.  J.  O’Neill Omaha 

Uniform  Fee  Schedule  and 
Advisory  to  Govt.  Agencies 
R.  E.  Garlinghouse,  Chm. -Lincoln 

A.  J.  Schwedhelm Norfolk 

W.  W.  Waddell Beatrice 

Veterans  Affairs  (Interim) 

J.  P.  Redgwick,  Chm Omaha 

A.  J.  Offerman Omaha 

Horace  Munger Lincoln 

R.  O.  Garlinghouse Lincoln 

D.  B.  Wengert Fremont 

United  Health  Fund 

James  F.  Kelly,  Chm Omaha 

Max  M.  Raines North  Platte 

Eric  G.  DeFlon Chadron 

W.  W.  Carveth Lincoln 

John  W.  Gatewood Omaha 


RESEARCH 

Arthritis 

F.  L.  Dunn,  Chm Omaha 

Stewart  D.  CampbelLScotisbluff 
Robert  Reeder Fremont 

Cancer 

B.  R.  Bancroft,  Chm Kearney 

John  T.  McGreer,  Jr Lincoln 

Ralph  Moore Omaha 

Cardiovascular 

O.  A.  Kostal,  Chm Hastings 

Wm.  M.  McGrath Grand  Island 

Fred  W.  Niehaus Omaha 

Cerebral  Palsy 

C.  Fred  Fericot,  Chm Lincoln 

Robert  M.  House Grand  Island 

L.  J.  Gogela Lincoln 

Diabetes 

F.  L.  Rogers,  Chm Lincoln 

Morris  Margolin Omaha 

S.  M.  Rathbun Beatrice 

Fracture 

Chet  Waters,  Jr.,  Chm Omaha 

John  Heinke Scottsbluff 

Frank  Stone Lincoln 

Industrial  Health 

James  Ryder,  Chm Omaha 

Robert  Hillyer  Lincoln 

G.  Prentiss  McArdle Omaha 

Maternal  and  Child  Health 

Lee  Olson,  Chm Omaha 

Hamilton  H.  Morrow Fremont 

Donald  V roman Omaha 

Mental  Hygiene 

Robert  S.  Wigton,  Chm. Omaha 

G.  L.  Sandritter Ingleside 

Robert  J.  Stein Lincoln 

Stewart  P.  Wiley Gering 

Theo.  Koefoot,  Jr Broken  Bow 

Fay  Smith Imperial 

Polio  Coordinating  (Interim) 

Harold  N.  Neu,  Chm Omaha 

W.  R.  Harnsa Omaha 

J.  P.  Tollman Omaha 

Fritz  Teal Lincoln 

Warren  Bosley Grand  Island 

Wm.  Gentry Gering 

W.  W.  Bartels Lincoln 

Public  Health 

Val  C.  Verges,  Chm Norfolk 

E.  A.  Rogers Lincoln 

H.  C.  Stewart Pawnee  City 

Tuberculosis 

J.  H.  Murphy,  Chm Omaha 

Arthur  Anderson Lexington 

Wm.  E.  Nutzman Kearney 

Venereal  Diseases 

Don  Wilson,  Chm Omaha 

John  H.  Barthell Lincoln 

Leroy  W.  Lee Omaha 
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in  OMAHA,  NEBRASKA 

stay  at  Hotel 

Paxton 

In  the  heart  of  downtown 
Omaha,  Hotel  Paxton 
typifies  the  spirit  of  this 
progressive  city  . . . 
continually  improving 
service  for  discriminating 
guests,  accentuating 
charm,  individuality 

and  livability  in  all  guests  rooms,  extending  traditionally 
famous  courtesy  to  travelers  since  1882,  Hotel  Paxton 
at  14th  and  Farnam  is  your  choice  for  good  living. 


Visit  the  * PAX  ROOM  * TAVERN  GRILL 
• MURAL  LOUNGE  • COFFEE  SHOP 


Affiliated 

NATIONAL  HOTELS 

ALABAMA 

HOTEL  ADMIRAL  SEMMES Mobile 

HOTEL  THOMAS  JEFFERSON 

Birmingham 


DISTRICT  OF  COLUMBIA 

HOTEL  WASHINGTON Washington 

INDIANA 

HOTEL  CLAYPOOL  Indianapolis 

LOUISIANA 

JONG  HOTEL  New  Orleans 

HOTEL  DESOTO  New  Orleans 

NEBRASKA 

HOTEL  PAXTON  Omaha 

NEW  MEXICO 

HOTEL  CLOVIS  Clovis 

SOUTH  CAROLINA 

HOTEL  WADE  HAMPTON Columbia 

TEXAS 

HOTEL  STEPHEN  F.  AUSTIN Austin 

HOTEL  EDSON  Beaumont 

HOTEL  BROWN  WOOD  Brown  wood 

HOTEL  BAKER  Dallas 

HOTEL  TRAVIS  Dallas 

HOTEL  CORTEZ  El  Paso 

HOTEL  BUCCANEER  Galveston 

HOTEL  GALVEZ  Galveston 

HOTEL  JEAN  LAFITTE  Galveston 

CORONADO  COURTS  Galveston 

MIRAMAR  COURT  Galveston 

HOTEL  CAVALIER  Galveston 

HOTEL  PLAZA  Loredo 

HOTEL  LUBBOCK  Lubbock 

HOTEL  FALLS  Marlin 

HOTEL  CACTUS  San  Angelo 

HOTEL  MENGER  San  Antonio 

ANGELES  COURTS  San  Antonio 

VIRGINIA 

HOTEL  MOUNTAIN  LAKE  Mountain  Lake 
HOTEL  MONTI  CELLO Norfolk 


FOREIGN-TRAINED  DOCTORS  CREATING 
PROBLEM,  CONFERENCE  TOLD 

Licensure  and  medical  care  problems  created  by 
the  heavy  influx  of  foreign-trained  doctors  com- 
manded a great  deal  of  attention  at  the  50th  annual 
Congress  on  Medical  Education  and  Licensure  in 
Chicago,  February  7-9,  1954. 

“The  infiltration  of  the  medical  profession  of  the 
United  States  by  large  numbers  or  doctors  who 
have  not  been  able  to  obtain  a proper  basic  pro- 
fessional education  is  almost  certain  to  lower  the 
general  level  of  practice  in  this  country,”  Dr.  Wil- 
lard C.  Rappleye,  New  York,  dean  of  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  told  the 
meeting. 

“The  numbers  coming  in  are  so  large  that  they 
cannot  readily  be  absorbed  without  that  effect.” 

Dr.  Rappleye  pointed  out  that  the  United  States 
government,  in  fostering  international  good  will, 
is  admitting  large  numbers  of  displaced  persons, 
including  physicians  about  whose  professional  abil- 
ity no  questions  are  asked.  More  will  be  admitted 
by  recent  legislation  which  permits  the  entrance 
of  several  hundred  thousands  of  immigrants  above 
previous  quotas,  he  said. 

He  added  that  unless  this  situation  is  met  “with 
courage  and  the  conviction  that  we  shall  not  sur- 
render the  results  of  40  years  of  effort  in  raising 
the  standards  of  medical  licensure,  practice  and 
education,”  we  may  revert  to  conditions  resembling 
those  of  50  years  ago.” 

The  distribution  of  physicians  in  the  United  States 
is  extraordinarily  good,  acording  to  Frank  G.  Dick- 


inson, Ph.D.,  Chicago,  director  of  the  A.M.A.  Bureau 
of  Medical  Economic  Research,  wdio  made  a prelim- 
inary report  of  a seven-year  survey  based  on  a div- 
ision of  the  country  into  757  trading  areas. 

Dr.  Dickinson  reported  that  every  town  with  a 
population  of  more  than  5,000  had  at  least  one 
physician  in  active  practice,  as  had  96  per  cent  of 
those  with  a population  between  2,500  and  5,000; 
88.3  per  cent  of  those  with  a population  of  between 
1,000  and  2,500,  and  21  per  cent  of  those  wTith  a 
population  between  100  and  1,000.  More  than  half 
of  the  latter  group  had  less  than  250  inhabitants. 
Only  one-sixth  of  one  per  cent  of  the  population 
lived  outside  a 25-mile  radius  of  the  closest  town 
with  a physician  in  active  practice,  he  said. 


UNITED  STATES  WAR  LOSSES  IN  KOREA 

More  than  24,000  battle  deaths  have  been  reported 
among  the  armed  forces  of  the  United  States  in 
Korea  since  hostilities  began  on  June  25,  1950.  This 
number  includes  those  killed  in  action  or  vdio  died 
of  wounds  and  the  known  dead  among  the  men  orig- 
inally reported  as  missing.  In  addition,  about  9,000 
are  still  on  the  list  of  the  missing.  On  the  assump- 
tion that  about  nine  tenths  of  these  men  are  dead, 
the  battle  death  toll  in  Korea  rises  to  about  32,000. 
This  is  somewhat  more  than  one  tenth  the  corres- 
ponding figure  for  World  War  II  (December  7, 
1941,  to  August,  1945)  and  compares  with  vrell  over 
50,000  battle  deaths  suffered  by  the  Army  land 
forces  alone  in  the  Pacific  area  during  that  conflict. 

— From  the  Metropolitan  Life  Insurance  Company’s  Statistical 
Bulletin,  June,  1953. 
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CHICAGO  MEDICAL  SOCIETY 

March  I,  2,  3,  4,  1955 
Palmer  House,  Chicago 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND  SPEAK- 
ERS on  subjects  of  interest  to  both  general  practitioner  and  specialist. 


9 Panels  on  Timely  Topics 
9 Medical  Color  Telecasts 
® Teaching  Demonstrations 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving  TECH- 
NICAL EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE  should 
be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  six  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding:  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Associa- 
tion will  be  accepted  without  chargre  for  two  issues.  Each 
advertisement  will  be  taken  out  following:  its  second  appear- 
ance unless  otherwise  instructed.  Where  numbers  follow 
advertisements,  replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building:, 
Lincoln  8. 

Fully  equipped  Internist’s  office  in  Lincoln  has 
hours  available  for  physician  desiring  to  share  facil- 
ities. Write  Box  32,  Nebraska  State  Medical  Asso- 
ciation, 1315  Sharp  Building,  Lincoln  8. 


Laboratory  Technician,  registered,  wanted  for  Mid- 
western medical  group  of  eight.  Excellent  facilities 
and  liberal  salary.  Write  Box  42,  Nebraska  State 
Medical  Association,  1315  Sharp  Bldg.,  Lincoln  8, 
Nebraska. 


Tuberculosis  is  often  least  partially  disabling 
and  is  subject  to  remissions  and  exacerbations.  The 
patient  who  has  recovered  from  the  disease  can 
frequently  not  risk  returning  to  the  work  at  which 
he  earned  his  living  before  he  became  ill.  If  he 
is  to  return  to  active  life  with  any  assurance  that 
he  will  not  break  down  again,  it  may  perhaps  be 
necessary  for  him  to  learn  a new  way  of  living 
and  working.  Robert  J.  Anderson,  M.D.,  Medical 
Papers  of  the  Annual  Meeting  of  the  Canadian  TB 
Assn.,  May,  1951. 
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GREEN  GABLES 

The 

Dr.  Benjamin  F.  Bailey 

Sanatorium 

Lincoln  : : Nebraska 

MAIN  BUILDING  FOR  OFFICES  AND  CHRONIC  CASES 
REST  COTTAGE  FOR  NERVOUS  AND  MENTAL  PATIENTS 

MAY  L.  FLANAGAN,  M.D.,  Adm. 

PAUL  A.  ROYAL,  M.D.,  Psychiatry 
SAMUEL  D.  MILLER,  M.D.,  Internal  Medicine 
CHAS.  H.  ARNOLD,  M.D.,  and  LUTHER  V.  GIBSON,  M.D.,  Consultants 
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SPLINT  & BRACE 
SHOP. . . 


Jack  O.  Casey,  Owner 

We  Make  and  Repair  All 
Types  of  Braces  and  Splints 


PROMPT  SERVICE 


1000  South  13th  Street 
LINCOLN,  NEBRASKA 
Tel.  No.  2-1644 


NICK  PELS  Oaitc 

Fine  Custom  Made  Suits  and  Since 
Coats  for  Men  and  Women 

ALSO 


♦ 

PERSONAL 

CALLS 

Phone  2-1721 


Custom  Made  Shirts  for  Men 
Doctors'  and  Nurses'  Uniforms 
Approved 

Uniforms  for  Armed  Forces 


139  North  14th  St.  * 
Lincoln  8,  Nebr.  * 


BLOOD  DIAGNOSTIC  REAGENTS 

30-102— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  2 cc.  of  each Set  $2.00 

30-105— BLOOD  GROUPING  SERUM  (Set  Anti-A 

and  Anti-B),  5 cc.  of  each Set  4.50 

35-605— ANTI-A,  B (GROUP  O)  BLOOD  GROUP- 
ING SERUM,  5 cc.  Each  2.50 

32-102— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test),  2 cc Each  3.25 

32-105— ANTI-RHo  (ANTI-D)  TYPING  SERUM, 

(Slide  or  Rapid  Tube  Test).  5 cc Each  7.50 

SOLUTIONS  IN  VIALS 

50- 100— PHYSIOLOGICAL  SALT  SOLUTION. 

100  cc.  Case  of  100  35.00 

51- 100— DISTILLED  WATER  (Water  for 

Injection  U.S.P.),  100  cc.__ Case  of  100  35.00 

55-050— DEXTROSE  INJECTION  50%, 

50  cc.  Case  of  100  35.00 

SEILER  SURGICAL  CO. 

Ill  So.  17th  St.  OMAHA,  NEBR. 
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| In  very  special  cases 

I A very 

| superior  Brandy 


I SPECIFY 


= THE  WORLDS  PREFERRED  COGNAC  BRANDY  = 

1 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  = 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Paul 

Read,  Omaha.  Counties : Doug- 

las, Sarpy. 

Second  District:  Councilor:  W.  C. 

Kenner,  Nebraska  City  ; Coun- 
ties : Lancaster,  Otoe.  Cass. 

Third  District:  Councilor:  Harvey 

Runty,  DeWitt.  Counties:  Gage, 

Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District  Councilor:  W.  Ben- 
thack,  Wayne.  Counties : Knox, 

Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  R.  T. 

VanMetre,  Fremont.  Counties: 
Burt.  Washington,  Dodge,  Platte. 
Colfax.  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Robert 

Harry,  York.  Counties:  Saun- 

ders, Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  F.  A. 
Mountford,  Davenport.  Counties : 
Saline,  Clay,  Fillmore,  Nuckolls, 
Thayer.  Jefferson. 

Eighth  District:  Councilor:  R.  R. 
Brady,  Ainsworth.  Counties: 
Cherry,  Keyapaha,  Brown,  Rock. 
Holt,  Sheridan,  Boyd. 

Ninth  District:  Councilor:  B.  R. 

Bancroft,  Kearney  ; Counties : 
Hall,  Custer,  Valley,  Greely, 
Sherman,  Howard,  Dawson.  Buf- 
falo, Grant,  Hooker,  Thomas, 
Blaine,  Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  F.  M. 

Karrer.  McCook  ; Counties  : Gos- 
per, Phelps,  Adams,  Furnas, 
Harlan,  Franklin,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Fron- 
tier, Dundy.  HitchcocI  . 

Eleventh  District:  Councilor:  C.  F. 
Heider,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Frank 
Herhahn,  Scottsbluff.  Counties  : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) George  L.  Pinney,  Hastings C.  R.  Holm,  Hastings 

Boone  (5) W.  J.  Reeder,  Cedar  Rapids H.  C.  Henderson,  St.  Edward 

Box  Butte  (12) F.  W.  Ford,  Hemingford B.  A.  Owens,  Hay  Springs 

Buffalo  (9) It.  E.  Johnston,  Kearney J.  E.  Nordstrom,  Shelton 

Burt  (5) L.  E.  Sauer,  Tekemah J.  G.  Allen,  Tekamah 

Butler  (6) L.  J.  Ekeler,  David  City D.  E.  Burdick,  David  City 

Cass  (2) R.  R.  Andersen,  Nehawka L.  N.  Kunkel,  Weeping  Water 

Ced.-Dix. -Dak. -Th. -Wayne  (4)  J.  R.  Keown,  Pender H.  J.  Billerbeck,  Randolph 

Cheyenne-Kimball-Deuel  (12)  G.  B.  Dorwart,  Sidney J.  A.  Federle,  Sidney 

Clay  (17) Wm.  Berrick,  Edgar H.  V.  Nuss,  Sutton 

Colfax  (5) L.  C.  Kavan,  Schuyler W.  J.  Kavan,  Clarkson 

Custer  (9) R.  L.  Blair,  Broken  Bow G.  T.  Erickson.  Broken  Bow 

Dawson  (9) J.  B.  Kile,  Eddyville M.  J.  Ayres,  Gothenburg 

Dodge  (5) C.  C.  Nelson,  Fremont R-  C.  Byers,  Fremont 

Fillmore C.  F.  Ashby,  Geneva 

Franklin  (10) Lloyd  S.  McNeill,  Campbell W.  A.  Doering.  Franklin 

Four  County  (9) Paul  Martin,  Ord Robert  J.  Fox,  Spalding 

Gage  (3) J.  C.  Nelson,  Wymore V.  L.  Branson,  Beatrice 

Garden-Keith-Perkins  (11)__.R.  E.  Benner,  Ogallala R.  L.  Thompson,  Grant 

Hall  (9) H.  C.  Anderson,  Gr.  Island A.  G Gilloon,  Gr.  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J-  M.  Woodard,  Aurora 

Harlan  (10) W.  C.  Bartlett,  Alma U.  G.  Agee,  Alma 

Holt  and  Northwest  (8) H.  J.  Panzer,  Bassett J-  E.  Ramsay,  Atkinson 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hanisch,  St.  Paul 

Jefferson  (7) D.  O.  Hughes.  Fairbury- K.  J-  Kenney,  Fairbury 

Johnson  (3) L.  J.  Chadek.  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) E.  E.  Angle,  Lincoln M.  P.  Brolsma,  Lincoln 

Lincoln  (11)_ A.  J.  Callaghan.  North  Platte J.  C.  Baker,  Sutherland 

Madison  Six  (4) A.  E.  Mailliard,  Osmond F.  A.  Bulawa,  Norfolk 

Merrick  (5) A.  D.  Brown.  Central  City Lee  C.  Holmes,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa James  C.  Maly,  Fullerton 

Nemaha  (3) : F.  M.  Tushla,  Auburn F.  L.  Krampert,  Auburn 

Northwest  Nebraska  (8) L.  H.  Hoevet,  Chadron A.  J.  Courshon,  Chadron 

Nuckolls  (7) C.  T.  Mason,  Superior A.  I.  Webman,  Superior 

Omaha-Douglas  (1) A.  J.  Offerman,  Omaha J.  B.  Christensen,  Omaha 

Otoe  (2) W.  C.  Ramacciotti,  Nebr.  City Glen  E.  Burbridge,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  Bivens,  Holdrege D.  W.  Jones,  Holdrege 

Platte  (5) E.  N.  Heiser,  Columbus E.  G.  Brillhart,  Columbus 

Polk  (6) H.  S.  Eklund,  Osceola C.  L.  Anderson,  Stromsburg 

Richardson  (3) W.  D.  Ketter,  Falls  City W.  E.  Shook,  Shubert 

Saline  (7) C.  Zimmer,  Friend R.  W.  Homan,  Crete 

Saunders  (6) Ivan  M.  French,  Wahoo Stephen  E.  Wallace,  Wahoo 

Scotts  Bluff  (12) S.  P.  Wiley,  Gering Wm.  Holmes,  Scottsbluff 

Seward  (6) R.  W.  Herpolsheimer,  Staplehurst_- James  R.  Frans,  Milford 

Southwest  Nebraska  (10) J.  H.  Donaldson,  Jr.,  McCook D.  H.  Morgan,  Jr.,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport Rudolph  F.  Decker,  Byron 

Washington  (5) W.  E.  Goehring,  Blair Morris  Nielsen,  Blair 

Webster  (10) 

York  (6) J.  S.  Bell-  York B.  N.  Greenberg,  York 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 

OMATIA,  NEBRASKA 

A.  S.  RUBNITZ,  M.D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 
Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


i 

When  You  Need  Medication  j 
for  Patients  in  Northeast 

Lincoln , Call  j 

Mayo  Drug  Co.  i 

“The  Drug  Store  on  the  Corner”  ! 

Phone  6-2353  2700  North  48th  ! 

— We  Deliver  — 

(Serving  Our  Community  for  31  Years) 


T.  B.  ABSTRACTS 

(Continued  from  Page  536) 

others.  While  a few  men  have  actually  been  re- 
habilitated, the  majority  return  to  their  old  pattern 
of  life  on  discharge  and  the  tuberculosis  relapse 
rate  is  high.  Another  possible  factor  in  relapse  is 
a high  proportion  of  refusals  of  surgery  by  these 
men  who  have  a life-long  pattern  of  attempting  to 
avoid  the  unpleasant  aspects  of  reality. 

Altogether  this  program  seems  worthwhile.  It 
protects  the  community  from  a great  many  sources 
of  infection.  It  provides  care  and  treatment  for  a 
great  many  men  who  need  it  badly. 

It  may  be  objected  by  some  that  one  provides 
a doubtful  service  if  it  must  be  given  under  lock 
and  key.  Certainly,  the  patients  often  complain 
bitterly  about  being  deprived  of  their  liberty  and 
about  everything  else  connected  with  their  treat- 
ment. But  rather  frequently  they  ask  to  be  kept 
on  the  locked  ward  when  they  are  eligible  for  trans- 
fer to  some  other  part  of  the  hospital.  If  they 
run  away  from  the  hospital,  they  often  return  vol- 
untarily after  a short  fling.  If  they  do  not  return, 
they  usually  are  arrested  for  drunkenness  or  by 
some  means  arrange  matters  so  that  they  are  cer- 
tain to  be  brought  back.  They  very  rarely  leave 
the  state  or  make  any  real  effort  to  escape  return 
to  the  hospital.  Their  actions  speak  louder  than 
their  words. 

— By  Roberts  Davies.  M.D.,  NTA  Bulletin,  June,  1954. 
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YEARS  TREATING  ALCOHOL 

AND  DRUG  ADDICTION 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  nar- 
cotic addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for 
success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike 
atmosphere.  Dietetics,  hydrotherapy  and  massage  speed  physical  and  emo- 
tional re-education.  Cooperation  with  referring  physicians.  Write  or  phone. 

THE  RALPH  SANITAREUM 

A Unit  of  the  Benjamin  Burroughs  Ralph  Foundation  for  Medical  Research 

529  HIGHLAND  AVENUE  telephone  victor  3624  KANSAS  CITY  6,  MISSOURI 

Ralph  Emerson  Duncan,  M.D.,  Director 


♦ REPRINTS” 

of  Your 

Technical  Article 

Will  Be  A Valuable 
Supplement  to  Any 
Doctor's  Library 

It  costs  very  little  to 
run  reprints— write 
us  for  prices. 

The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms  - Quality 
Printing  at  the  Right  Price 

Norfolk,  Nebraska 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 


BRACES  and  ORTHOPEDIC 

♦ APPLS1NCES 

PROMPT  SERVICE  Made  to  Measure 
^HOE^ORBECTIONS^^PECIALTY^ 

Orthopedic  and  Fracture  Clinic 
Brace  Shop 

Henry  J.  Stoehr,  Manager 
2300  So.  13th.  Lincoln  Telephone  No.  3-8585 
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We  invite  your  inquiries  for  medical  space. 

C.  C.  Kimball  Company,  “NA?NG 

W.  K.  Realty  Co.,  Inc.,  Owners,  610  Sharp  Building 


Free  wheel  chair  service  from  Car-Park  to  physicians'  offices. 


More  than  half  of  the  Sharp  Building  is  designed  for  and  occupien 
by  leading  physicians  and  dentists  serving  families  throughout  Ne 
braska  and  the  Missouri  Valley. 


Close  to  Lincoln's  department 
stores,  theaters  and  leading  hotel. 


Building 


LINCOLN, 

NEBRASKA 


Lincoln's  Largest  Office  Building  and  Medical  Center 


560  Car  Spaces 

You  and  your  patients 
can  drive  to  the  sec- 
ond floor,  walk  across 
the  bridge  into  the 
Sharp  Building. 


and 


CAR-PARK 

For  the  convenience  of  physicians, 
dentists  and  their  patients. 


^ a— a— — MKani— ■ Bcaa— a— — — ■ 

Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 

Phone  2-1246  Phone  2-9351 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 
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Something  NEW 
is  Cooking 


MORE  INSURANCE  NOIN  AVAILABLE 


’’thiwlc! 


HOW  THESE  AMOUNTS 
WOULD  HELP  IN  PAYING  ESTATE  TAXES  IN 
CASE  YOU  ARE  ACCIDENTALLY'  KILLED .. . 


r ALSO  Inched  qiSABIUT*  ( 


<sr> 


,cP’ 


<*> 


SPECIFIC  BENEFITS  ALSO  FOR  LOSS  OF  SIGHT,  LIMB  OR 
LIMBS  FROM  ACCIDENTAL  INJURY. 

HOSPITAL  INSURANCE  ALSO  FOR  OUR  MEMBERS  AND 
THEIR  FAMILIES. 


$4,000,000  Assets 
$20,000,000  Claims  Paid 
52  Years  Old 

Physicians  Casualty  & Health  Ass’ns. 

Omaha  2,  Nebraska 


POSTGRADUATE  COURSES 

Radiology  and  Radioactive 
Isotopes 

February  14,  15,  16  and  17,  1955 

GUEST  INSTRUCTORS 

LAUREN  V.  ACKERMAN,  M.D.,  Washington  University 
WILLIAM  H.  BEIERWALTES.  M.D.,  University  of 
Michigan 

CARL  C.  BIRKELO,  M.D.,  Wayne  University 
JAMES  W.  J.  CARPENDER,  M.D.,  University  of  Chicago 
CARL  L.  GILLIES,  M.D.,  State  University  of  Iowa 
PHILIP  J.  HODES,  M.D.,  University  of  Pennsylvania 
JOHN  F.  HOLT,  M.D.,  University  of  Michigan 
B.  V.  A.  LOW-BEER,  M.D.,  University  of  California 
JAMES  STOBER,  Physici  t,  Kelley-Koett  X-Ray  Corp. 


Metabolism  and  Endocrinology 

February  24,  25  and  26,  1955 

GUEST  INSTRUCTORS 

E.  PERRY  MC  CULLAGH.  M.D.,  The  Cleveland  Clinic 
HENRY  T.  RICKETTS.  M.D..  University  of  Chicago 
EDWARD  J.  RYAN.  M.D.,  Emporia.  Kansas 

Faculty  Also  Includes  Fifteen  Members  of  the 
University  Staff 

Program  Emhasizes  Ward  Rounds  and 
Panel  Discussions  in  Addition  to 
the  Didactic  Lectures 

For  program  announcement  and  information,  write: 

Extension  Program  in  Medicine 

University  of  Kansas  School 
of  Medicine 

Kansas  City  12,  Kansas 


Persons  who  survive  a cancer  operation  by  sev- 
eral years  have  an  encouraging  life  expectancy, 
according  to  a life  insurance  study  just  completed 
by  the  Society  of  Actuaries. 

Concrete  evidence  is  produced  in  this  study  that 
those  who  have  had  cancer  may  live  far  into  the 
future. 

This  was  a part  of  a massive  study  of  725,000 
policies  covering  persons  with  some  known  physical 
impairment,  carrying  through  a 15-year  period,  1935- 
50.  Included  in  the  study  were  about  1,000  persons 
who  had  been  operated  on  for  cancer  five  years  or 
more  prior  to  acceptance  for  the  insurance. 

Some  of  these  persons  had  been  accepted  as 
standard  risks,  without  extra  premium  and  this 
group  showed  a mortality  experience  during  the  15 
years  just  about  equal  to  standard. 

Those  accepted  under  extra-risk  policies,  at  an 
additional  rate,  showed  a death  rate  about  twice 
the  normal  for  standard  risks,  with  all  of  the  ex- 
cess mortality  being  due  to  recurrences  of  cancer. 

Analysis  of  the  experience  of  persons  reporting 
a family  history  of  cancer  showed,  for  all  sites  of 
cancer  combined,  no  significant  tendency  for  the 
disease  to  be  hereditary. 

Tuberculosis  experience  was  covered  in  another 
section  of  the  life  insurance  study  and  here  the 
acturies  report  that  in  the  case  of  persons  with  a 
history  of  pulmonary  tuberculosis,  underweight  at 
time  of  issuance  of  the  policy  did  not  have  an  ad- 
verse effect  on  mortality.  It  had  previously  been 
felt  that  underweight  was  a distinct  hazard  in  con- 
nection with  tuberculosis  history. 
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